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The  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 


Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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All  of  our  medical  know 


MIST— Medical  Information  Service 
via  Telephone. 

It  allows  any  practitioner  in  the 
United  States  to  consult  quickly  with 
pecialists  at  the  University  of  Alabama  Medical 
Center  at  UAB.  So  it  helps  physicians  help  their 
>atients  more  effectively  and  quickly— without 
icreasing  the  cost!  MIST  operates  all  day  every  day. 

By  simply  dialing  a single  toll-free  number, 


a physician  has  immediate  access  to  the  latest 
research,  clinical  findings  and  protocols.  It’s  a 
sophisticated  communications  link  between  p] 
cians  and  professionals  in  all  areas  of  health  a 
MIST  relies  on  the  internationally  recognized 
research  and  patient  care  centers  at  the  Univer 
of  Alabama  Medical  Center  at  UAB.  Specialists 
all  fields  are  available  to  provide  specific  medic 
information  and  to  discuss  patient-related 
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Physicians  Always  Are 
Referring  To  Our  Reputation. 


Physicians  refer  to  Saint 
Albans  because  of  our  excel- 
lent reputation  as  Virginia’s 
only  full-service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  fully 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eating  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Today,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
keep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That’s  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today,  toll-free  1 -800-368-3468,  for  a 
free  brochure  on  Saint  Albans  Psychiatric  Hospital  or  write  to  “Reputation,”  P.O. 


Box  3608,  Radford,  VA  24143. 


Saint  Albans 
Psychiatric  Hospital 


Private,  Not-For-Profit,  Full-Service 
Psychiatric  Care 


Radford,  Virginia 
1-800-368-3468 

Active  Medical  Staff: 


D.  Wilfred  Abse,  M.D. 
James  K.  Barnes,  M.D. 
Hal  G.  Gillespie,  M.D. 
G.  Paul  Hlusko,  M.D. 
Ronald  L.  Myers,  M.D. 


Basil  E.  Roebuck,  M.D. 
0.  LeRoyce  Royal,  M.D. 
Morgan  E.  Scott,  M.D. 
Don  L.  Weston,  M.D. 
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Cardiovascula 


The  Division  of  Cardiovascular  Disease 

provides  clinical  services  in  all  aspects 
of  disease  involving  the  heart  and  blood 
vessels.  Faculty  members  within  the 
division  present  a broad  range  of  special  interests  and 
expertise,  including: 

Cardiac  Arrhythmias  • Cardiac  Angiography  • 
Valvular  and  Congenital  Heart  Disease  • Coronary 
Artery  Angiography  • Ischemic  Hean  Disease  • 
Hemodynamics  • Radionuclide  Imaging  of  the 


Heart  • Holter  Monitoring  • Electrocardiograph) 
• Cardiac  NMR  • Digital  Subtraction  Cardiac 
Angiography  • Echocardiography  • Coronary 
Angioplasty  • Hypertension  • Coronary  Artery 
Thrombolytic  Therapy 

The  division  perfonns  all  the  traditional  as  well 
the  newest  diagnostic  and  therapeutic  procedures 
Inpatient  services  are  provided  in  fifty  beds 
maintained  in  the  University  of  Alabama  Elospital 
including  seven  in  a specifically  maintained  and 
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PHYSICIANS, 

WE  SCHEDULE  OUR  TIME 
TO  FIT  YOUR  TIME. 

Were  very  flexible  in  the  Army  Reserve  about 
time.  We  take  into  account  your  practice,  your  time  and 
availability. 

Were  not  flexible  about  the  quality  of  medicine. 
We  demand  much  of  ourselves  and  of  every  member  of 
our  medical  team. 

If  you’d  like  to  learn  more  about  the  medical 
opportunities  in  a nearby  Army  Reserve  unit,  call  your 
Army  Medical  Personnel  Counselor: 


Army  Reserve  Medicine 
3606  Austin  Peay,  Suite  313 
Memphis,  TN  38128 
Call  Collect:  (901)  521-2972 


ARMY  RESERVE.  EE  ALLYOU  CAN  BE. 
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PRIVATE  PRACTICE. 

WORKING  WITH  A TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
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PRACTICE  WILL  BE  A REWARDING 
EXPERIENCE. 
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Physicians  Always  Are 
Referring  To  Our  Reputation. 


Physicians  refer  to  Saint 
Albans  because  of  our  excel- 
lent reputation  as  Virginia’s 
only  full-service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  fully 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eating  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Today,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
keep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That’s  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today,  toll-free  1 -800-368-3468,  for  a 
free  brochure  on  Saint  Albans  Psychiatric  Hospital  or  write  to  “Reputation,”  P.O. 


Box  3608,  Radford,  VA  24143. 


Soint  Aibons 
Psychiatric  Hospital 


Private,  Not-For-Profit,  Full-Service 
Psychiatric  Care 


Radford,  Virginia 
1-800-368-3468 


Active  Medical  Staff: 


D.  Wilfred  Abse,  M.D. 
James  K.  Barnes,  M.D. 
Hal  G.  Gillespie,  M.D. 
G.  Paul  Hlusko,  M.D. 
Ronald  L.  Myers,  M.D. 


Basil  E.  Roebuck,  M.D. 
0.  LeRoyce  Royal,  M.D. 
Morgan  E.  Scott,  M.D. 
Don  L.  Weston,  M.D. 
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Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
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Administer  cautiously  to  allergic 
patients. 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics.  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother’s  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
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during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 
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uncertain  etiology 

• Slight  elevations  in  hepatic  enzyme: 

• Transient  fluctuations  in  leukocy 
count  (especially  in  infants  and  childrr 
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Systemic  Lupus  Erythematosus 
With  Abdominal  Crisis: 

Art  Interesting  and  Unusual  Case 

JOEL  F.  JOHNSON,  JR.,  M.D. 


Introduction 

Systemic  lupus  erythematosus  (SLE),  a multi- 
ple systems  disease  whose  inflammatory  manifes- 
tations are  usually  well  controlled  medically,  is 
seldom  considered  a surgical  problem.  As  this 
case  illustrates,  however,  life-threatening  compli- 
cations sometimes  arise  that  can  be  adequately 
managed  only  by  surgical  intervention.  This  case 
is  presented  to  emphasize  the  occasional  but  ur- 
gent need  for  surgery  in  patients  with  intra- 
abdominal complications  related  to  SLE,  and  to 
illustrate  that  the  etiology  of  the  abdominal  crisis 
can  be  complex. 

Case  Report 

A 52-year-old  LPN  of  Hispanic  descent  was  admitted  to 
our  hospital  with  a 24-hour  history  of  generalized  abdominal 
pain,  vomiting,  and  chills.  Three  months  earlier  she  had  had 
a similar  transient  episode  of  abdominal  pain  during  hospi- 
talization for  a hypertensive  crisis,  for  which  she  was  taking 
antihypertensive  drugs  (hydrochlorothiazide  with  triamterene 
[Dyazide],  metoprolol  [Lopressor],  and  hydralazine  [Apre- 
soline]  at  the  time  of  admission.  For  a number  of  years  she 
had  had  SLE,  which  had  been  adequately  controlled  with 
prednisone  (10  mg  twice  a day).  There  had  been  no  fulmi- 
nating crises  during  her  approximately  20  years  of  treatment, 
though  she  had  had  several  surgical  procedures:  a splenecto- 
my (18  years  previously  for  “bleeding”),  an  appendectomy 
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and  oophorectomy,  and  a cholecystectomy  (six  months  prior 
to  admission).  The  patient  had  been  told  following  her  last 
operation  that  she  had  “no  adhesions.” 

Except  for  an  elevated  blood  pressure  of  224/124  mm  Hg, 
minimal  abdominal  findings,  and  cushingoid  facies,  the  ex- 
amination was  strikingly  unremarkable.  Her  pulse  rate  was 
normal  (88/min  and  regular)  and  there  was  only  a low  grade 
temperature  elevation  (99.6°  F).  The  abdominal  tenderness 
was  generalized  but  mild,  greatest  in  the  upper  quadrants, 
with  minimal  guarding  and  no  rebound  tenderness;  bowel 
sounds  were  hypoactive  with  a slightly  increased  pitch.  An 
early  leukocytosis  of  12,800/cu  mm  and  normal  hemoglobin 
of  17.4  mg/dl  and  hematocrit  of  38%  were  noted.  The  chest 
x-ray  was  read  as  normal,  but  abdominal  films  revealed  dis- 
tension of  the  colon  (7  cm)  with  sharp  psoas  shadows  and  no 
free  air.  The  radiologist’s  impression  was  “ileus  versus  pos- 
sible mechanical  obstruction  of  the  colon.” 

Over  the  next  24  hours  the  patient  had  one  bowel  move- 
ment that  was  negative  for  occult  blood,  but  there  was  no 
further  passage  of  flatus,  and  she  became  slightly  distended, 
which  was  relieved  by  a nasogastric  tube;  no  blood  was  aspir- 
ated from  the  stomach.  The  only  other  significant  change  in 
the  patient’s  status  was  a sudden  drop  in  her  hemoglobin  to 
8.4  mg/dl  and  hematocrit  to  24%,  which  when  repeated  for 
possible  laboratory  error  were  even  lower  (7.8/23).  Two  units 
of  packed  cells  restored  the  hematocrit  to  admission  level, 
where  it  remained  stable.  Although  her  hypertension  was 
controlled,  she  developed  a persistent  tachycardia  (130/min) 
and  her  temperature  rose  to  100.3°  F;  the  WBC  count  also 
rose  to  15,000/cu  mm,  and  despite  increased  doses  of  steroids 
(methylprednisolone  sodium  succinate  [Solu-Medrol]  40  mg 
IV  every  12  hours)  the  abdomen  became  progressively  more 
tender.  Blood  cultures  were  drawn,  and  a gastrografin  con- 
trast study  of  the  bowel  revealed  a partial  obstruction  in  the 
mid-transverse  colon. 

Forty-two  hours  after  admission  the  patient  was  taken  to 
surgery  with  the  impression  that  progressive  bowel  wall  is- 
chemia was  producing  peritonitis,  and  that  a partial  mechan- 
ical obstruction  of  the  colon  had  developed  due  to  adhesions. 
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Instead,  the  upper  abdomen  was  found  encased  in  dense 
adhesions  obscuring  the  liver,  but  not  causing  any  obstruc- 
tion. Old  scarring  from  a previous  serositis  of  the  ascending 
colon  was  evident,  but  there  was  no  acute  inflammation  any- 
where. The  ascending  and  transverse  colon  were  moderately 
distended  to  the  splenic  flexure;  both  the  remaining  colon 
and  the  entire  small  bowel  were  collapsed,  and  there  were  no 
palpable  masses.  The  only  other  abnormality  noted  initially 
was  a small  amount  of  clotted  blood  in  the  right  gutter  and 
cul-de-sac. 

Upon  taking  down  the  adhesions  obscuring  the  upper  ab- 
domen, a large  clot  was  noted  extruding  through  the  foramen 
of  Winslow.  At  this  point,  acute  hemorrhagic  pancreatitis  was 
suspected,  but  when  the  lesser  sac  was  opened  there  was  no 
evidence  of  any  inflammatory  reaction  and  the  pancreas  was 
of  normal  consistency  and  color.  The  hematoma  in  the  lesser 
sac  was  simply  an  extension  of  a huge  hematoma  originating 
in  the  splenic  bed  and  extending  upward  to  the  diaphragm, 
inferiorly  to  the  inferior  pole  of  the  left  kidney,  and  between 
the  leaves  of  the  mesentery  of  the  transverse  colon,  causing 
a partial  obstruction  at  the  splenic  flexure  by  extrinsic  pres- 
sure on  the  bowel  wall.  As  the  hematoma  was  evacuated, 
several  bleeding  sites  were  discovered  from  branches  of  both 
the  splenic  artery  and  vein.  After  the  hemorrhage  was  con- 
trolled with  suture  ligation,  the  area  was  extensively  irrigat- 
ed, and  the  abdomen  was  closed  without  drainage,  using  large 
wire  retention  sutures.  Six  units  of  packed  cells  were  trans- 
fused intraoperatively  and  the  patient  remained  stable 
throughout  the  procedure. 

The  postoperative  period  was  uneventful  except  for  min- 
imal atelectasis  and  a mild  pleural  effusion,  which  resolved 
with  vigorous  respiratory  therapy.  A moderate  serosanguin- 
eous  discharge  from  the  wound  after  five  days  ceased  spon- 
taneously. The  incision  healed  slowly  but  well,  and  the  pa- 
tient was  discharged  on  the  17th  hospital  day. 

Discussion 

Sir  William  Osier,  in  1895,  was  the  first  clini- 
cian to  point  out  the  basic  pathology  of  SLE  (a 
vasculitis)  and  its  relationship  to  the  gastrointes- 
tinal tract.1  The  usual  manifestations  in  the  gut 
are  ischemia,  with  eventual  perforation  due  to  the 
mesenteric  arteritis  and  bowel  wall  vasculitis.  And 
although  an  abdominal  crisis  caused  by  these 
complications  is  infrequent  (11%  in  one  series  of 
140  patients)  the  mortality  is  quite  high  (53%), 
often  due  to  a delay  in  surgical  intervention.2 
Surgical  delay  is  common  because  of  lack  of  sus- 
picion to  infrequency  of  the  association,  masking 
of  abdominal  sign  by  steroid  therapy,  and  per- 
ception of  the  patients  as  poor  surgical  risks. 
Thus,  a high  index  of  suspicion  should  be  main- 
tained in  these  patients  with  GI  complaints,  which 
may  initially  appear  chronic  or  minor. 

The  Johns  Hopkins’  study  of  140  patients2 
found  contrast  x-rays  helpful  in  only  20%  of  their 
cases.  Barium  enema  was  helpful  in  none.  The 
contrast  study  done  in  this  case  was  somewhat 
helpful,  and  had  a CT  scan  been  available,  it 
would  have  undoubtedly  been  of  great  benefit  in 


localizing  and  confirming  the  retroperitoneal  he- 
matoma that  was  suspected  with  the  patient’s 
sudden  anemia  and  no  associated  GI  bleeding. 

Finally,  it  should  be  emphasized  that  an  ab- 
dominal crisis  in  these  patients  is  not  invariably 
due  to  bowel  wall  ischemia.  A number  of  other 
causes  have  been  implicated  in  abdominal  crises 
associated  with  SLE;  these  are  necrotizing  enter- 
ocolitis with  pneumotosis  intestinalis,3  sponta- 
neous rupture  of  the  spleen  and  liver,45  and 
spontaneous  peritonitis.6  As  in  this  case,  how- 
ever, the  underlying  pathology  remains  the 
same — a generalized  vasculitis. 

Though  it  was  not  confirmed  histologically,  the 
near  fatal  hemorrhage  in  this  patient  was  appar- 
ently the  result  of  a spontaneous  rupture  of  ves- 
sel walls  weakened  by  a vasculitis  and  the  trauma 
of  previous  surgery  (splenectomy),  and  finally 
caused  by  her  excessive  and  persistent  hyperten- 
sion. The  pulmonary  complication  she  experi- 
enced postoperatively  may  also  have  been  aggra- 
vated (or  caused)  by  the  underlying  pathology; 
pleurisy  and  a pleural  effusion  may  sometimes  be 
the  first  manifestation  of  SLE.7  Why  hydralazine 
was  used  in  this  patient’s  hypertension  manage- 
ment was  not  ascertained,  but  it  probably  should 
be  avoided  since  it  can  cause  a lupus-like  syn- 
drome.8 

Centuries  ago  this  disease  was  called  “Lupus” 
(Latin:  lupus  = wolf)  because  the  erosive  skin 
lesions  it  produced  were  thought  to  be  due  to  the 
bite  of  a wolf.7  Obviously,  mistakes  are  still  pos- 
sible when  it  comes  to  making  the  proper  diag- 
nosis in  this  variable  and  often  complex  disease 
process.  Since  the  acute  abdomen  is  infrequent 
and  its  cause  is  so  variable,  the  alert  clinician  does 
well  to  remember  that  these  patients,  who  al- 
ready have  a multitude  of  complaints,  with  vague 
but  persistent  GI  complaints,  may  not  just  be 
crying,  “Wolf!”  Early  surgical  intervention  is  the 
key  to  the  successful  management  of  such  cases. 
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In  the  study  from  the  University  of  Pennsyl- 
vania and  the  Graduate  Hospital  of  Philadelphia, 
it  was  noted  that  false  aneurysms  were  most  often 
located  in  the  groin  for  an  overall  site  incidence 
of  4.5%. 1 

False  aneurysm  formation  at  the  site  of  anas- 
tomosis is  still  seen  in  spite  of  improved  tech- 
niques. Many  factors  seem  to  play  a role  in  caus- 
ing pseudoaneurysm.  Vessel  degeneration,  graft 
failure,  infection,  suture  line  defect,  suture  fail- 
ure, and  graft  tension  are  considered  to  be  the 
etiological  factors  in  causing  pseudoaneurysm  at 
the  site  of  anastomosis.2 

We  recently  evaluated  a patient  with  a proba- 
ble pseudoaneurysm  of  the  left  groin  at  the  site 
of  anastomosis  using  ultrasound  and  digital  sub- 
traction angiography.  Exploration  proved  it  to  be 
a large  sterile  abscess. 

Case  Report 

In  October  1984,  a 62-year-old  white  man  gave  a six-month 
history  of  a left  groin  mass  that  had  been  gradually  enlarging. 
He  was  seen  by  his  private  surgeon  who  referred  him  to  our 
hospital  with  a provisional  diagnosis  of  pseudoaneurysm.  The 
patient  denied  any  ischemic  symptoms  of  the  left  lower  ex- 
tremity. 

On  examination,  within  the  left  groin  there  was  a large 
mass  with  some  transmitted  pulsation.  Laboratory  data:  WBC 
count  9,800/cu  mm;  neutrophils  77%;  bands  4%;  hemoglobin 
15.3  gm/dl;  hematocrit  46%;  PT  and  PTT  were  normal. 

The  diagnostic  workup  included  ultrasound  and  digital 
subtraction  angiography  (DSA).  The  real  time  ultrasonogra- 
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Figure  1.  (A)  Longitudinal  sonogram  of  the  left  groin  shows  sonolu- 
cent  cystic  lesion  above  the  femoral  artery.  (B)  Transverse  sonogram 
of  the  same  region  shows  distinct  separation  of  the  lumen  of  the  ar- 
tery from  the  cystic  mass. 
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Figure  2.  (A  and  B)  Digital  subtraction  angiogram  shows  Y-graft  and  left  femoral  artery.  There  is  good  patency  of  the  left  femoral  artery  without 
any  communication  with  the  cystic  swelling  of  the  groin. 


phy  of  the  left  groin  done  on  Oct.  18,  1984  showed  a sono- 
lucent cystic  mass  measuring  5.6  cm  x 4.9  cm  at  the  site  of 
anastomosis  of  the  graft  (Fig.  1).  The  anterior  wall  of  the  left 
femoral  artery  is  completely  separable  from  the  sonolucent 
mass.  The  DSA  done  on  Oct.  23,  1984  shows  good  patency 
of  the  graft  at  the  site  of  anastomosis,  without  evidence  of 
any  communication  between  the  mass  and  the  lumen  of  the 
artery  (Fig.  2).  On  Oct.  29,  1984,  surgical  exploration  of  the 
left  groin  revealed  a large  cystic  mass  situated  at  the  top  of 
the  left  femoral  artery  (Fig.  3).  There  was  no  interruption  of 
the  sutures  at  the  site  of  anastomosis,  and  there  was  no  evi- 
dence of  any  communication  between  the  mass  and  the  lu- 
men of  the  artery.  On  aspiration  of  the  mass  approximately 
50  cc  of  purulent  appearing  fluid  was  aspirated.  This  cystic 
mass  with  the  thick  fibrous  wall  was  easily  removed  from  the 
artery.  Gram  staining  and  subsequent  culture  of  the  cystic 
fluid  revealed  no  organisms.  The  final  pathologic  diagnosis 
was  sterile  abscess. 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Discussion 

Most  of  the  pseudoaneurysms  arising  at  the  site 
of  anastomosis  are  considered  to  be  due  to  vessel 
degeneration.2  The  average  time  lapse  before 
presentation  was  63  months,  but  the  range  was  3 
months  to  17  years.1  The  false  aneurysms  uni- 
formly present  expanding  pulsatile  masses  with 
evidence  of  distal  ischemia.  In  our  case,  though 
the  size  of  the  mass  was  significant,  there  were 
no  ischemic  symptoms. 

Ultrasonography  showed  a sonolucent  mass 
without  evidence  of  communication  between  the 


Figure  3.  The  cystic  mass  seen  on  surgical  exploration. 


Figure  4.  (A  and  B)  Longitudinal  and  transverse  sonograms  of  left  groin  area  in  another  patient  shows  a pseudoaneurysm  with  echogenic  clots. 
This  also  communicates  with  the  lumen  of  the  femoral  artery.  This  patient  had  an  aortobifemoral  bypass. 


Figure  5.  (A  and  B)  Another  case  of  pseudoaneurysm  in  the  right  groin,  seen  in  longitudinal  and  transverse  sonograms,  shows  the  communi- 
cation with  the  lumen  of  the  artery. 


mass  and  the  lumen  of  the  artery.  Pseudoaneu- 
rysms usually  show  some  echoes  within  the  mass. 
The  DSA  confirmed  the  patency  of  the  lumen  of 
the  artery  at  the  site  of  anastomosis.  Supple- 
menting these  diagnostic  features  in  both  of  these 
modalities,  diagnosis  of  false  aneurysm  could  be 
excluded.  When  we  consider  the  possible  etiolo- 
gies for  a false  aneurysm,  the  communication  be- 
tween the  lumen  of  the  artery  and  extra-arterial 
site  is  important  for  the  slow  increase  in  size  of 
the  swelling.3  In  our  case  this  is  ruled  out  with 
ultrasonography  and  DSA.  Sonograms  of  two 


other  proven  cases  of  pseudoaneurysms  are  shown 
(Figs.  4 and  5).  In  our  case,  the  diagnosis  is  a 
sterile  abscess,  which  is  very  rare.  By  correlating 
the  findings  of  ultrasound  and  DSA,  extensive 
surgical  exploration  could  be  avoided.  r~  ^ 
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Hospice : Management  of  the 

Dying  Patient 


GEORGES.  HESTER,  M.D. 


From  my  work  as  the  medical  director  of  a 
relatively  newly  organized  hospice,  I am  learning 
certain  lessons  applicable  to  the  management  of 
dying  patients,  both  in  hospice  and  other  types 
of  health  care  delivery  systems. 

Admission  to  a hospice  under  the  Medicare 
benefit  requires  that  the  patient  be  certified  by 
his  attending  physician  and  by  the  hospice  medi- 
cal director  as  having  a terminal  illness  resulting 
in  a life  expectancy  of  six  months  or  less,1  and 
the  patient  must  agree  to  receive  only  palliative 
treatment  in  the  hospice  care.  At  first  I consid- 
ered these  rules  unduly  restrictive,  but  with  ex- 
perience I have  come  to  appreciate  their  wis- 
dom, and  I am  now  persuaded  of  the  importance 
of  making  a diagnosis  of  the  terminal  state  and 
communicating  that  to  the  patient,  or  at  least  to 
the  family.  This  represents  a radical  departure 
from  the  approach  I followed  in  training  and 
during  my  earlier  years  of  practice. 

There  are  at  least  six  reasons  why  making  a 

specific  diagnosis  of  the  terminal  state  is  impor- 
tant. First  the  terminal  state  must  be  diagnosed 
before  hospice  care  can  be  considered.1 

Hospital  policies  typically  require  documenta- 
tion of  “terminal  irreversible  illness  where  death 
is  not  unexpected’’2  as  a condition  for  writing  the 
“do  not  resuscitate”  order. 

The  “living  will”  law  passed  by  the  Tennessee 
General  Assembly  in  May  1985  obligates  physi- 
cians to  respect  the  rights  of  terminally  ill  pa- 
tients who  have  signed  a valid  “living  will”  to  die 
a natural  death  without  certain  medical  interven- 
tions which  might  only  prolong  the  process  of 
dying.3 

Patients  who  are  competent  to  understand  the 
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implications  of  the  diagnosis  of  the  terminal  state 
might,  for  the  first  time,  appreciate  the  necessity 
of  putting  their  personal  and/or  business  affairs 
in  order  while  they  retain  their  mental  faculties. 

Making  a firm  diagnosis  of  the  terminal  state 
allows  the  physician  and  supporting  staff  mem- 
bers to  “change  gears”  or  to  “reprogram”  their 
approach  to  the  patient.  No  longer  does  empha- 
sis have  to  be  on  increasingly  futile  attempts  at 
cure,  and  we  are  no  longer  obligated  by  our  own 
thought  processes  to  continue  subjecting  patients 
to  prolonged  hospital  stays,  to  isolate  them  from 
their  family  in  special  care  units,  to  repeated 
sometimes  painful  diagnostic  procedures,  to  re- 
peated surgery,  chemotherapy,  radiation  thera- 
py, or  transfusions  except  as  needed  for  pallia- 
tion. No  longer  do  we  need  to  subject  them  to 
intubation  of  all  body  orifices,  including  endotra- 
cheal intubation  with  mechanical  ventilation,  or 
to  cardiopulmonary  resuscitation. 

Making  the  diagnosis  of  the  terminal  state  al- 
lows us  to  focus  our  attention  upon  palliation  for 
the  comfort  of  the  dying  patient. 

Acceptance  of  the  diagnosis  of  the  terminal 
state  can  enhance  communication  between  all 
concerned  parties.  Continued  futile  attempts  at 
curative  care  impose  a barrier  between  the  pa- 
tient and  those  caring  for  him,  and  the  family.4 
Maintaining  the  pretense  of  having  “one  more 
thing  to  try”  prohibits  our  dealing  squarely  with 
the  issues  of  death  and  dying.  My  experience  with 
hospice  leads  me  to  believe  that  there  comes  a 
time  in  the  course  of  a patient’s  illness  when  fur- 
ther attempts  at  cure  cease  to  have  a high  prior- 
ity in  the  patient’s  mind.  Patients  may  be  able  to 
sense,  perhaps  even  before  their  physicians,  that 
curative  treatment  is  no  longer  beneficial.  They 
often  know  they  are  dying  before  we  are  willing 
to  admit  it  to  ourselves. 

Patients  who  know  they  are  dying  may  have 

very  different  priorities  from  those  who  have  a 
realistic  hope  for  cure,  and  in  the  following  par- 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


agraphs  I will  consider  what  I believe  to  be  four 
important  priorities  of  the  dying  patient. 

First  of  all,  I believe  that  dying  patients  want 
to  know  that  someone  cares.  They  want  to  know 
that  their  family,  their  minister,  their  neighbors, 
and  their  employer  and  colleagues  care,  and  that 
their  nurses  and  social  workers  care;  also,  they 
certainly  want  to  know  that  their  physician  cares. 
Of  course,  we  physicians  do  care — but  some- 
times we  care  for  the  wrong  reasons.  We  may 
care  because  we  view  our  patient’s  impending 
death  as  our  own  personal  failure.  As  a result  of 
viewing  our  patient’s  expected  outcome  as  fail- 
ure, we  are  not  able  to  communicate  advanta- 
geously with  the  patient.  When  forced  to  give  a 
diagnosis  implying  a terminal  illness,  we  avoid 
discussion  of  the  diagnosis  with  the  patient  and 
family  as  much  as  possible,  discussion  which  could 
be  immensely  therapeutic  not  only  for  the  pa- 
tient and  the  family,  but  also  for  ourselves  if 
handled  in  the  right  way.  Instead  of  sitting  down 
at  the  bedside  and  allowing  the  patient  time  to 
talk,  to  ask  questions,  and  to  receive  answers  to 
the  degree  appropriate  at  the  time,  we  give  the 
diagnosis  while  still  standing,  and  then  quickly 
leave  the  room.  Then  if  the  patient  develops  dis- 
tressing symptoms,  we  transfer  him  to  the  inten- 
sive care  unit  (ICU),  put  him  on  a monitor,  call 
a consultant,  and  begin  isolation  procedures  for 
infection;  if  breathing  becomes  impaired,  we  put 
him  on  a ventilator.  All  these  strategies  serve  to 
further  isolate  the  patient  from  family,  friends, 
neighbors,  and  nurses,  and  most  of  all,  from  us — 
at  the  very  time  he  needs  us  the  most. 

As  I observe  our  hospice  social  workers  and 

nurses  talking  with  patients  about  death  and 
dying,  I am  repeatedly  impressed  with  how  much 
better  they  are  at  this  time  than  I am.  Why  should 
this  be  true?  Could  it  be  that  schools  of  nursing 
and  social  work  recognize  this  full  discussion  of 
death  and  dying  to  be  a legitimate  part  of  their 
curriculum,  whereas  medical  schools  do  not? 
Could  it  be  that  nurses  and  social  workers  view 
the  opportunity  to  help  patients  with  the  dying 
experience  as  an  opportunity  for  professional 
success,  while  physicians  view  the  death  of  their 
patient  as  failure?  Could  it  be  that  nurses  and 
social  workers  appreciate  the  dying  patients’  need 
to  know  that  someone  is  trying  to  understand 
them — that  someone  will  allow  them  the  time  to 
say  what  they  want  to  say — whereas  physicians 
do  not  understand  this  fundamental  principle?  For 
whatever  reasons,  physicians  generally  do  not  give 


patients  the  opportunity  to  ask  questions  and  to 
express  their  feelings  to  us.  We  do  not  show  to 
dying  patients  that  we  care,  and  that  we  care  for 
the  right  reasons;  that  we  care  because  someone 
with  whom  we  have  lived  and  worked  for  a long 
time  is  about  to  leave  us  and  we  would  like  to 
share  with  him  some  of  the  precious  time  that 
remains.  We  care  that  they  are  dying  because  we 
care  about  them.  Because  their  life  has  been  very 
important  to  us,  their  death  should  be  also. 

A second  priority  of  most  dying  patients  is  that 
they  do  not  want  to  die  alone.  They  want  those 
they  love  to  be  with  them.  Hospitals,  ICUs,  iso- 
lation rooms,  and  transfer  to  tertiary  care  centers 
only  serve  to  increase  the  degree  of  isolation  of 
the  dying  patient — isolation  from  the  place  they 
want  to  be  and  the  people  they  want  to  be  with. 
Dying  patients  should  be  allowed  to  stay  at  home 
whenever  possible,  but  when  hospitalization  is 
unavoidable,  we  should  insist  that  the  hospital 
allow  family  and  friends  to  visit  whenever  the  pa- 
tient desires  it.  Isolation  procedures,  ICU  rules, 
and  routine  nursing  procedures  should  not  be  al- 
lowed to  interfere  with  family  visits  or  with  pa- 
tient comfort. 

A third  priority  of  our  dying  patients  will  like- 
ly be  to  attend  to  some  unfinished  business  such 
as  completion  of  a will,  attending  a graduation, 
celebrating  an  anniversary,  or  observing  a reli- 
gious ceremony.  Our  goal  should  be  to  help  pa- 
tients attend  to  these  matters  whenever  possible. 

The  fourth,  and  perhaps  highest,  priority  of 

dying  patients  is  comfort.  They  want  a good 
night’s  sleep  every  night,  one  not  interrupted  by 
nursing  routines,  by  a sick  patient  in  the  next  bed, 
or  by  a noisy  paging  system.  They  want  to  avoid 
nausea  and  constipation.  They  want  to  eat  when 
they  are  hungry  and  not  be  forced  to  eat  when 
they  are  not.  Perhaps  most  of  all,  terminal  pa- 
tients want  and  are  entitled  to  freedom  from 
pain — all  types  of  pain,  including  physical,  .psy- 
chological, social,  and  spiritual.5  Management  of 
the  pain  of  our  terminally  ill  patients  requires  our 
utmost  professional  competence;  it  requires  a 
great  deal  of  time  and  energy,  and  it  should  be 
considered  one  of  our  most  important  profes- 
sional activities,  one  that  can  give  us  great  per- 
sonal and  professional  satisfaction. 

Making  the  diagnosis  of  the  terminal  state  re- 
quires careful  evaluation  of  the  data  relating  to 
the  patient’s  diagnosis  and  prognosis.  The  fol- 
lowing protocol  for  diagnosing  a patient  with 
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HOSPICE/Hester 

cancer  as  being  terminal  is  recommended  by 

Myersb: 

(1)  Has  the  patient  had  a complete  history  and 
physical? 

(2)  Is  there  histological  evidence  of  cancer? 
Where  is  the  primary  site? 

(3)  Is  the  present  problem  caused  by  a second 
primary  cancer? 

(4)  What  is  the  extent  of  the  disease? 

(5)  What  medical  complications,  both  caused 
by  and  unrelated  to  the  tumor,  exist? 

(6)  What  has  been  the  treatment,  and  was  it 
adequate? 

(7)  Is  the  disease  process  chronic  and  stable, 
or  is  it  progressive  and  active? 

Carefully  answering  such  a series  of  questions 
should  help  us  to  be  sure  that  the  patient  has 
truly  received  the  benefit  of  all  available  curative 
care,  and  is  not  likely  to  benefit  from  additional 
surgery,  chemotherapy,  or  radiation  therapy.  We 
then  have  a sound  medical  basis  for  diagnosing 
the  terminal  state,  and  are  therefore  justified  in 


“reprogramming’'  our  thinking  about  the  pa- 
tient. 

Not  every  patient  and  his  family  require  the 
intense  and  specialized  services  offered  by  a hos- 
pice during  the  terminal  phase  of  his  final  illness, 
but  every  dying  patient  needs  and  deserves  the 
compassionate  care  of  a concerned  physician  who 
has  the  courage,  the  intelligence,  and  the  judg- 
ment to  appropriately  decide  when  attempts  at 
cure  are  no  longer  useful  and  when  the  interests 
of  the  patient  are  best  served  by  a total  commit- 
ment to  optimal  palliation.  Such  a commitment 
represents  the  core  of  the  hospice  philosophy. 
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Medical  Grand  Rounds 


Pituitary  Tumor  (Prolactinoma) 

CHARLES  E.  KOSSMANN,  M.D.,  Editor 


TERRI  JERKINS,  M.D. 

Resident  Physician 

In  February  1984,  a 60-year-old  white  man  complained  of 
loss  of  vision  in  the  left  eye.  Decrease  in  visual  acuity  began 
two  years  earlier  along  with  almost  daily  sharp,  fleeting  pains 
behind  the  eye.  A decrease  in  libido  since  1980  had  pro- 
gressed to  impotence  without  galactorrhea  or  change  in  breast 
size.  After  discovering  a left  temporal  visual  field  “cut”  his 
local  doctor  referred  him  to  a neurosurgeon,  and  after  some 
diagnostic  procedures  were  performed,  he  was  referred  to  the 
Memphis  VA  Medical  Center.  He  had  had  an  above-the-knee 
amputation  after  trauma  during  World  War  II,  and  hyperten- 
sion for  ten  years  for  which  his  only  medication  was  triamter- 
ine  50  mg  and  hydrochlorothiazide  25  mg  taken  twice  daily. 

On  admission,  the  patient  was  afebrile,  with  pulse  rate  of 
78/min,  and  blood  pressure  of  130/70  mm  Hg.  Visual  acuity 
in  the  left  eye  was  20/80,  in  the  right  eye  20/20.  Visual  field 
studies  revealed  a left  temporal  field  cut  (Fig.  1A).  There 
was  retinal  arteriolar  narrowing  in  both  eyes  and  some  pallor 
of  the  left  disc,  thought  consistent  with  early  optic  atrophy. 
There  was  minimal  gynecomastia  and  no  galactorrhea.  The 
genitalia  were  normal,  but  the  escutcheon  was  female,  and 
the  beard  was  thin  and  soft. 

The  SMAC-12  and  a complete  blood  count  were  normal. 
The  7 AM  and  4 PM  cortisols  were  within  normal  range;  thy- 
roid function  tests  were  normal.  The  serum  growth  hormone 
was  1.00  ng/dl.  The  initial  serum  prolactin  was  16,740  ng/dl, 
the  maximum  normal  in  men  being  20  ng/dl.  The  serum  tes- 
tosterone was  222  ng/dl  (normal  range  300-900  ng/dl).  The 
follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hor- 
mone (LH)  were  each  3 mlU/ml,  with  the  normal  being  less 
than  15  mlU/ml  for  an  “unstimulated”  patient.  The  cranial 
CT  scan  showed  a large  intra-  and  suprasellar  mass  measur- 
ing 3.5  x 4.0  x 5.0  cm  which  had  eroded  into  and  filled  the 
left  sphenoid  sinus  (Fig.  2A). 

The  patient  was  diagnosed  as  having  a pituitary  prolacti- 
noma, and  because  of  its  massive  size  discussions  were  held 
with  the  neurosurgeons  relative  to  excision,  which  led  to  the 
initial  use  of  bromocriptine  (2.5  mg  orally  three  times  a day) 
on  Feb.  15,  1984,  with  the  hope  that  a three-week  trial  would 
shrink  the  tumor  and  then  make  surgical  excision  feasible. 

He  returned  for  follow-up  on  March  9,  1984.  His  prolac- 
tin level  was  160  ng/dl,  and  a repeat  cranial  CT  scan  revealed 
that  the  tumor  had  decreased  to  one-half  its  previous  size. 
On  March  19,  1984,  the  bromocriptine  was  increased  to  5 mg 
orally,  three  times  a day,  to  be  continued  for  as  long  as  the 
tumor  continued  to  shrink. 

By  March  27,  1984,  the  prolactin  had  fallen  to  36.64  ng / 
ml,  and  two  months  later  was  14.8  ng/ml,  normal  for  our 
laboratory.  CT  scan  at  that  time  showed  disc-like  flattening 
of  the  tumor,  which  measured  3 mm  x 1.75  cm  (Fig.  2B). 
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Follow-up  on  Nov.  21,  1984,  showed  no  abnormal  prolactins 
or  change  of  the  tumor  on  the  CT  scan,  though  he  was  still 
receiving  bromocriptine  5.0  mg  twice  a day.  The  patient  re- 
ported normal  vision,  and  this  was  documented  on  visual  field 
testing  (Fig.  IB). 

The  final  diagnosis  was  pituitary  prolactinoma  responsive 
to  bromocriptine  therapy,  with  secondary  hypogonadism. 

CHRISTINE  HECKEMEYER,  M.D. 

Instructor  in  Medicine,  Endocrinology 

This  patient’s  complaints  were  referable  main- 
ly to  a decrease  in  visual  acuity.  Since  the  pitui- 
tary sits  squarely  in  the  middle  of  the  optic 
chiasm,  any  enlargement  of  the  gland  will  cause 
compression  of  the  optic  tracts  and  initially  a su- 
perior temporal  visual  field  defect,  followed  by  a 
complete  temporal  field  elimination,  and  finally, 
a complete  loss  of  vision  if  the  tumor  compresses 
the  whole  optic  nerve. 

The  Enlarged  Sella  Turcica 

In  the  differential  diagnosis  of  an  enlarged  sel- 
la turcica,  far  and  away  the  most  common  cause 
is  a pituitary  tumor,  of  which  more  than  70%  are 
prolactinomas.  The  next  most  common  are  non- 
functional chromophobe  adenomas,  which  prob- 
ably will  ultimately  be  shown  to  be  functional  if 
it  is  ever  discovered  what  they  are  making.  Less 
common  are  the  eosinophilic  adenomas  that  pro- 
duce acromegaly,  chromophobe  adenomas  that 
produce  secondary  Cushing’s  syndrome,  and 
much  rarer,  the  tumors  that  produce  thyroid 
stimulating  hormone  (TSH)  or  gonadotropins. 

The  second  most  common  cause  of  an  en- 
larged sella  is  the  “empty  sella,”  usually  seen  in 
a hypertensive,  obese,  middle-aged  woman  who 
complains  of  a headache  for  which  a roentgeno- 
gram of  the  skull  is  made  in  the  course  of  work- 
up. These  can  be  confusing,  because  in  some 
series,  10%  of  the  patients  have  panhypopitui- 
tarism, probably  because  they  previously  had  a 
pituitary  tumor  that  underwent  “apoplexy,” 
leaving  behind  an  empty  sella.  Mild  elevations  of 
prolactin  can  occur  in  these  patients,  as  well  as 
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Figure  1.  Visual  field  of  patient's  left  eye.  (A)  February  7,  1984  before  treatment  with  bromocriptine.  (B)  August  17,  1984  after  treatment.  The  outer 
trace  of  the  latter,  made  with  a I4e  “spot,"  is  the  one  to  compare  with  A.  There  is  complete  restoration  of  the  field  to  normal. 
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Figure  2.  Axial  tomographic  scan  of  the  skull  made  at  the  pituitary  level 
with  contrast  enhancement.  (A)  March  12,  1984  before  treatment  with 
bromocriptine.  The  sella  turcica  is  filled  with  tumor  which  at  higher 
levels  showed  suprasellar  extension.  (B)  August  6,  1985  after  treat- 
ment. The  shrunken  tumor  appears  as  a thin,  wafer-like  protrusion  from 
the  right  wall  of  the  sella. 

some  abnormalities  in  secretion  of  growth  hor- 
mone. One  or  two  patients  have  also  been  noted 
to  have  problems  with  isolated  deficiencies  in 
ACTH  production. 

Less  common  differential  diagnostic  problems 
are  parasellar  tumors,  including  cranial  pharyn- 
giomas,  usually  encountered  at  a much  younger 
age,  and  optic  gliomas,  teratomas,  chordomas, 
and  the  like.  Metastases  involving  the  pituitary 
are  seen  frequently  at  necropsy  but  very  rarely 
present  a clinical  pituitary  problem.  Infections  and 
granulomas  are  uncommon.  Increased  intracra- 
nial pressure  can  push  the  pituitary  down  and 
cause  erosion  of  the  sella.  Aneurysms  must  be 
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kept  in  mind,  and  if  there  are  confusing  aspects 
to  the  case,  arteriograms  are  probably  indicated 
before  surgery. 

The  manifestations  in  today’s  patient  were  the 
two  most  common  symptoms  of  pituitary  tu- 
mor— visual  disturbance  and  headache.  The 
headache  was  not  classic,  since  any  kind  of  head- 
ache can  result  from  a pituitary  tumor.  It  is  often 
relieved  by  acetaminophen  or  other  mild  anal- 
gesics, but  the  main  feature  is  that  it  keeps  com- 
ing back,  often  in  a patient  who  is  not  ordinarily 
a complainer. 

Hypothalamic  dysfunction  is  not  common  un- 
less the  tumor  is  massive,  in  which  case  addition- 
al manifestations  may  be  seen,  such  as  diabetes 
insipidus,  impaired  temperature  regulation,  ap- 
petite disorders,  and  eventually,  impaired  arousal 
and  mentation. 

Pituitary  apoplexy  is  uncommon.  Patients  with 
this  disorder  report  a sudden  severe  headache, 
alterations  in  mental  status,  changes  in  vision,  and 
cranial  nerve  deficits;  they  may  require  emer- 
gency surgical  evacuation  of  the  hematoma  to 
prevent  loss  of  vision. 

Clinical  hypopituitarism  manifests  itself  with 
alabaster  skin,  decreased  hair  growth,  and  soft 
beard  (which  Dr.  Jerkins  mentioned),  and  signs 
of  hypothyroidism.  Less  commonly,  tumors  pro- 
duce hypotension  of  frank  adrenal  insufficiency, 
but  mild  symptoms  of  adrenal  dysfunction,  such 
as  anorexia,  nausea  and  vomiting,  and  weight  loss 
can  be  encountered. 

Evaluation  of  the  Enlarged  Sella 

It  is  important  to  obtain  thyroid  function  tests 
on  patients  with  a large  sella  turcica  because  it 
has  been  shown  that  primary  hypothyroidism  with 
a compensatory  increase  in  TSH  production  can 
be  accompanied  by  sellar  enlargement  in  the  ab- 
sence of  a tumor.  Both  morning  and  evening  ser- 
um cortisols  and  growth  hormone  determinations 
are  needed  for  identification  of  this  type  of  tu- 
mor. If  acromegaly  is  present,  glucose-sup- 
pressed growth  hormone  levels  should  be  deter- 
mined. With  clinical  hypopituitarism,  it  is 
desirable  to  do  some  of  the  stimulatory  tests  dis- 
cussed below  (Table  1).  Any  elevation  of  prolac- 
tin level  is  significant,  but  if  the  blood  is  collect- 
ed early  in  the  morning,  immediately  upon 
awakening,  the  stress,  exercise  and  other  morn- 
ing activities  that  cause  minimal  elevation  will  be 
avoided.  Low  specific  gravity  of  an  early  morn- 
ing urine  is  a gross  screening  test  for  diabetes  in- 
sipidus. Measurement  of  the  visual  fields  should 
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TABLE  1 


HORMONAL  STIMULATION  AND  SUPPRESSION  TESTS  USED  IN 
THE  EVALUATION  OF  PITUITARY  TUMORS 


Hormone 

Stimulation 

Suppression 

GH 

Insulin  tolerance  test  (ITT) 
Arginine  infusion  test 

Oral  glucose  tolerance  test  (OGTT) 

ACTH 

ITT 

Metyrapone  test 
Cortisol  releasing  factor  (CRF) 

Dexamethasone  suppression  test 

TSH 

TRH  infusion 

— 

LH,  FSH* 

LHRH  infusion* 

Prolactin* 

TRH  infusion 

‘Usually  evaluated  with  basal  levels  accompanied  by  testosterone  or  estradiol  levels. 

fMay  require  repetitive  infusions  because  of  lack  of  hypothalamic  trophic  stimulation  to  the  gonadotrophs. 

^Usually  evaluated  by  basal  levels  only.  Results  with  stimulatory  and  suppressive  tests  are  variable. 


be  made  at  the  beginning  of  evaluation  and  on 
follow-up,  especially  in  younger  women,  because 
if  they  are  planning  pregnancy,  gestation  can 
cause  further  enlargement  of  a pituitary  tumor 
and  compromise  the  visual  tracts.  They  should 
be  followed  with  monthly  visual  field  determina- 
tions throughout  the  pregnancy,  so  that  the 
woman  or  the  fetus  may  be  spared  excessive  di- 
agnostic or  therapeutic  radiation.  The  CT  scan 
with  and  without  contrast  is  useful. 

For  evaluating  gonadotropic  function,  the 
woman  with  normal  menses  has  proved  that  she 
has  a normal  hypothalamic-pituitary-gonadal  axis, 
so  that  further  studies  are  not  really  needed. 
Postmenopausal  women  require  LH  and  FSH 
determinations,  and  in  a woman  with  oligo-  or 
amenorrhea,  estradiol,  LH,  and  FSH  should  be 
measured;  in  men,  testosterone  and  gonadotro- 
pins should  be  measured,  as  in  today’s  patient. 

If  there  is  clinical  suspicion  of  hypopituitar- 
ism, provocative  tests  will  help  to  identify  it  (Ta- 
ble 1).  To  evaluate  TSH  secretion,  a thyroid  re- 
leasing hormone  (TRH)  stimulation  test  is  done. 
To  evaluate  growth  hormone  secretion,  either  in- 
sulin-induced hypoglycemia  or  an  arginine  infu- 
sion may  be  performed.  In  a patient  with  a con- 
traindication or  relative  contraindication  to 
insulin-induced  hypoglycemia,  such  as  angina  or 
a seizure  disorder,  arginine  infusion  can  be  a saf- 
er way  to  stimulate  secretion  of  growth  hormone 
(GH).  Occasionally  there  will  be  a positive  re- 
sponse from  one  of  these  provocations  and  not 
the  other.  Insulin-induced  hypoglycemia  is  the 
best  test  for  ACTH,  but  again,  if  there  is  a con- 
traindication, a carefully  monitored  metyrapone 


test  can  be  done.  It  blocks  the  conversion  of  11- 
deoxycortisol  to  cortisol,  thus  blocking,  in  turn, 
feedback  to  the  pituitary  and  yielding  increased 
serum  ACTH  and  urinary  17-OH  corticoste- 
roids. LH  and  FSH  can  be  tested  by  a gonado- 
tropin releasing  hormone  test.  In  a prepubertal 
patient  or  one  who  has  evidence  of  long-standing 
hypopituitarism,  several  infusions  of  gonadotro- 
pin releasing  hormone  (LHRH)  may  be  needed 
to  wake  up  the  gonadotropic  axis.  A single  neg- 
ative test  with  LHRH  does  not  necessarily  mean 
that  the  patient  is  not  producing  LH  or  FSH. 

There  are  two  new  tests  to  determine  pituitary 
function.  Dr.  Harold  Sacks,  of  our  faculty,  is  now 
studying  corticotropin-releasing  factor,  which  is  a 
direct  stimulus  to  ACTH  production.  This  may 
provide  the  safest  way  to  test  pituitary  ACTH 
production.  Also,  a member  of  our  pediatric  fac- 
ulty is  studying  growth  hormone  releasing  factor; 
this  is  less  well  characterized  and  will  probably 
take  longer  to  become  clinically  available  for  pa- 
tient evaluation. 

Diagnosis 

When  evaluating  a patient  with  borderline  el- 
evation of  plasma  prolactin,  it  is  important  to  look 
for  other  causes  of  the  abnormality,  such  as  stress, 
exercise,  or  recent  sleep.  The  thyroid  status  must 
be  evaluated,  because  hypothyroidism  is  known 
to  be  accompanied  by  increased  prolactin.  The 
same  is  true  with  pregnancy.  Other  causes  are 
less  common.  Drugs,  including  psychotropic  drugs 
such  as  phenothiazines,  benzodiazepines,  and 
antidepressants,  as  well  as  aldomet,  reserpine, 
metoclopramide,  estrogens,  narcotics  (morphine, 
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TABLE  2* 

PROLACTINOMA  SIZE  AND  PREOPERATIVE  PROLACTIN 
CONCENTRATIONS  RELATIVE  TO  “CURE” 


Diameter  of  Adenoma 

o/ 

/o 

Preoperative  Prolactin 

% 

mm 

Cure 

ng/ml 

Cure 

1-5 

77 

20-50 

86 

6-10 

77 

51-100 

83 

11-15 

44 

101-250 

74 

16-30 

35 

251-500 

48 

30 

11 

501-1000 

21 

1000 

6 

‘From  Hardy  and  Mohr2  with  permission. 


heroin),  and  endogenous  endorphins  can  elevate 
it.  Bromocriptine  and  levodopa  will  decrease  it, 
the  former  being  a mainstay  of  therapy. 

It  is  easiest  for  me  to  remember  what  to  look 
for  in  a patient  if  I am  aware  of  what  each  spe- 
cific hormone  does  in  the  body.  For  example,  the 
only  known  physiologic  effect  of  prolactin  is  to 
stimulate  the  production  of  milk  in  the  fully  de- 
veloped breast.  Because  breast  development  is 
dependent  on  insulin,  as  well  as  female  hor- 
mones in  a positive  ratio  of  estrogen  to  andro- 
gen, there  may  or  may  not  be  gynecomastia  in 
men.  In  women,  galactorrhea  may  not  be  pres- 
ent if  the  breast  tissue  has  not  been  stimulated 
to  maturation  by  the  appropriate  hormonal  en- 
vironment, e.g.,  pregnancy. 

Pathophysiologically,  prolactin  increases  pro- 
duction of  adrenal  androgens;  this  may  be  mani- 
fested by  hirsutism,  and  there  is  some  evidence 
it  will  cause  osteoporosis.1  It  is  still  debated 
whether  osteoporosis  is  an  indication  for  testing 
women  in  the  absence  of  other  symptoms,  or 
simply  to  observe  and  measure  plasma  prolactin 
periodically  for  significant  change. 

Prolactin  suppresses  episodic  LHRH  release  by 
the  hypothalamus.  In  women  this  causes  an  ab- 
olition of  the  normal  LH  surge  and  a suppression 
of  ovulation.  It  can  also  suppress  ovarian  proges- 
terone production  and  cause  an  inadequate  lu- 
teal phase.  Thus,  even  if  a woman  ovulates  and 
becomes  pregnant,  she  may  not  be  able  to  hold 
onto  the  fetus. 

In  men,  prolactin  decreases  testosterone  pro- 
duction, sperm  production,  libido,  and  sexual 
potency.  Although  administered  testosterone  may 
cause  a response,  there  is  indication  in  the  liter- 
ature that  sperm  production  may  be  permanently 
inhibited  or  damaged  with  long-standing  hyper- 
prolactinemia. 
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Treatment 

There  are  three  options  for  treating  prolacti- 
noma— surgical,  medical,  and  radiation. 

Table  2 is  taken  from  a study  by  Hardy  and 
Mohr2  in  Montreal.  Visualizing  the  table  as  hav- 
ing a dotted  line  down  the  middle,  the  informa- 
tion on  one  side  does  not  necessarily  correlate 
with  the  information  on  the  other.  The  preoper- 
ative prolactin  level  does  not  always  correlate 
with  the  size  of  the  tumor,  since  a large  tumor 
can  be  functioning  poorly  and  yield  relatively  low 
prolactin  levels.  In  the  Montreal  study,  patients 
with  microadenomas  (less  than  10  mm  in  diame- 
ter) had  a 77%  surgical  cure  rate,  defined  as  a 
normal  postoperative  serum  prolactin.  With  ma- 
croadenomas the  cure  rate  was  lower.  With  a tu- 
mor the  size  of  the  one  in  the  patient  we  heard 
about  today,  the  cure  rate  was  11%,  hardly  an 
optimal  surgical  result,  and  less  than  6%  if  the 
preoperative  serum  prolactin  was  greater  than 
1,000  ng/ml. 

In  another  study  by  Hardy  and  his  associates,3 
within  a month  of  excision  of  the  tumor,  women 
with  prolactinomas  similarly  categorized  as  those 
with  microadenomas  (group  I)  and  those  with 
macroadenomas  (group  II)  had  normal  postop- 
erative prolactin  as  in  the  previously  studied 
group.2  Thereafter  they  were  followed  longitudi- 
nally with  serial  determinations  of  prolactins,  and 
CT  scans  for  evidence  of  recurrence  of  the  tumor 
(Fig.  3).  Of  the  patients  with  macroadenomas, 
four  of  the  five  had  evidence  of  recurrence  with- 
in three  years  or  less.  The  microadenomas  took 


years 

Figure  3.  Cumulative  recurrence  rate  in  patients  with  microprolacti- 
noma (group  1)  or  macroprolactinoma  (group  2)  after  initial  successful 
surgery.  Figures  in  parenthesis  indicate  the  number  of  patients  who 
were  seen  at  each  yearly  interval  (from  Serri  et  al3  with  permission). 
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Figure  4.  Mechanism  of  action  of  bromocriptine  based  upon  experimental  observations  (from  Rengachary 
et  al7  with  permission). 


longer  to  reappear,  the  recurrence  rate  at  six 
years  being  40%.  An  interesting  observation  in 
this  study  was  that  neither  group  had  evidence  of 
recurrence  on  CT  scan,  making  it  likely  that  pro- 
lactin levels  may  be  a more  sensitive  indication 
of  the  recurrence. 

The  second  option  we  have  and  the  one  we 
chose  in  today’s  patient  is  bromocriptine  thera- 
py. Serum  prolactin  levels  can  return  to  normal 
quite  rapidly,  some  investigators  having  demon- 
strated such  return  within  six  hours  with  one  2.5- 
mg  dose  of  bromocriptine,  though  not  all  pa- 
tients respond  as  rapidly.4  Shrinkage  of  the  tu- 
mor frequently  accompanies  the  decline,  and  was 
quite  dramatic  in  today’s  patient.  There  is  some 
debate  in  the  literature  about  whether  this  makes 
subsequent  surgery  more  difficult.  A group  in 
Switzerland'5  ^ claim  that  the  rapid  collapse  of  the 
tumor  increases  collagen  deposition,  because  the 
body  abhors  an  empty  space  and  likes  to  fill  it 
in. 

Fig.  4 shows  some  proposed  mechanisms  of 
action  of  bromocriptine.7  The  rapidity  with  which 
the  prolactin  level  falls  seems  to  be  mediated  at 
the  cell  membrane  level,  at  least  partly  by  cyclic 
AMP,  which  decreases  the  rate  of  exocytosis  with 
a fall  in  the  serum  prolactin.  The  subsequent  ac- 
cumulated intracellular  prolactin  is  then  degrad- 
ed with  inhibited  production  of  messenger  RNA 
and  of  further  prolactin,  and  blunting  of  the 
stimulus  to  self-replication.  So  it  has  multiple  ac- 
tions on  the  tumor,  though  a rapidly  falling  pro- 
lactin level  does  not  mean  that  an  associated 
clinical  problem,  such  as  hypogonadism,  is  going 
to  be  also  corrected  as  rapidly.8-9  Fig.  5,  taken 


from  a study  done  by  Thorner’s  group  in  Char- 
lottesville,8 shows  on  the  left  serum  prolactin  lev- 
els in  a group  of  six  men  before  and  during 
bromocriptine  therapy.  On  the  right  are  the  ser- 
um testosterone  levels  in  the  same  group.  One 
man’s  prolactin  fell  rapidly,  and  his  testosterone 
became  normal,  so  he  probably  had  return  of  his 
sexual  function.  Another’s  prolactin  became  nor- 
mal but  not  his  testosterone,  which  seems  to  have 
reached  a plateau.  With  exogenous  testosterone 
therapy  sexual  potency  could  probably  be  re- 
stored to  him.  Of  four  other  men  whose  prolac- 
tin remained  elevated,  one  eventually  returned 
to  normal  after  a prolonged  period  of  time.  He 
may  or  may  not  have  had  restoration  of  sexual 
potency,  because  prolactin  has  a depressing  ef- 
fect upon  it,  independent  of  the  serum  testoster- 
one levels.  To  be  noted  is  the  long  time  the  male 
patient  has  to  be  watched  to  see  whether  testos- 
terone production  will  return. 

Women  with  prolactinoma  can  become  preg- 
nant within  a month  or  two  of  initiation  of  bro- 
mocriptine therapy,  though  it  has  been  recom- 
mended by  the  FDA  that  these  women  use 
barrier  contraception  until  their  menses  are  reg- 
ulated and  bromocriptine  discontinued.  Some 
become  pregnant,  however,  before  the  bromo- 
criptine is  discontinued.  In  more  than  1,300 
women  in  Great  Britain  who  had  bromocriptine 
therapy  during  the  early  weeks  of  pregnancy, 
there  has  been  no  evidence  of  teratogenic 
effects10;  despite  these  data,  however,  the  FDA 
recommendations  still  stand. 

Bromocriptine  therapy  carries  with  it  certain 
problems,  one  of  them  the  cost,  which  can  run 
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10,000 


Figure  5.  Serum  prolactin  (left,  mean  of  ten  determinations)  and  serum  testosterone  level  (right)  in  six 
men  with  macroadenomas  treated  with  bromocriptine.  7.5  mg/day  for  12  months.  Values  are  plotted  on  a 
semiiogarithmic  scale  (from  Vance  et  al8  with  permission). 


between  $300  and  $1,000  per  year.  Side  effects 
on  initiation  of  therapy  include  nausea  in  at  least. 
50%  of  patients,  which  can  be  minimized  by 
starting  with  a low  dose  taken  with  food.  Some 
20%  will  develop  headache,  which  is  difficult  at 
times  to  differentiate  from  the  headache  of  re- 
currence of  the  pituitary  tumor.  Dizziness  is  as- 
cribed to  orthostatic  hypotension  so  that  it  is  rec- 
ommended that  the  first  dose  be  given  at  bedtime. 
The  dose  can  be  increased  at  intervals  of  five  days 
to  one  week  with  frequent  monitoring  of  the  pro- 
lactin level  to  determine  the  lowest  dose  neces- 
sary. Nasal  congestion  and  constipation  are  less 
common  and  rarely  require  discontinuing  the 
drug.  High  dose  therapy,  such  as  that  used  in  ac- 
romegaly and  Parkinson’s  disease  (15  mg  to  30 
mg/day),  can  be  accompanied  by  painless,  cold- 
sensitive  digital  vasospasm  in  up  to  30%,  and  a 
disulfiram  type  of  reaction  can  occur  with  inges- 
tion of  alcohol.  Patients  with  Parkinson’s  disease 
have  been  noted  to  have  some  dyskinesia,  occa- 
sional psychiatric  reactions,  and  erythromelalgia, 
a painful  rubor  of  the  extremities. 

30 


When  side  effects  are  encountered,  rather  than 
discontinue  the  bromocriptine  entirely  it  has  been 
recommended  that  the  dose  be  reduced  from  the 
previous  week’s  tolerated  level,  then  increased 
more  slowly  thereafter.  If  the  drug  is  discontin- 
ued, subsequent  reinstitution  may  result  in  re- 
currence of  some  side  effects  and  the  patient 
might  rebel  against  taking  the  medicine.  Bromo- 
criptine is  not  the  ultimate  answer  to  treatment 
of  these  tumors,  since  when  it  is  discontinued, 
most  patients  will  show  a prompt  recurrence  of 
abnormal  serum  prolactin.  The  drug  produces  an 
inhibition  and  regression  of  the  prolactinoma,  but 
does  not  eliminate  it. 

A third  option  for  treatment  is  radiotherapy. 
In  one  study,  women  with  prolactinomas11  were 
treated  with  radiotherapy  and  then  a dopa- 
minergic agent,  such  as  bromocriptine  or  lysur- 
ide,  added.  They  were  carried  through  the  num- 
ber of  pregnancies  that  they  wished.  After  that, 
the  dopaminergic  agent  was  discontinued  inter- 
mittently and  prolactin  levels  reevaluated.  Of  the 
total  group  of  36  patients  treated,  only  eight  had 
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normal  prolactin  levels  for  as  long  as  ten  years 
after  treatment. 

Radiotherapy  is  definitely  too  slow.  Many  of 
the  women  were  beyond  their  fertile  period  by 
the  time  prolactin  became  normal.  If  the  patient 
is  to  go  through  a pregnancy,  a more  rapid  treat- 
ment must  be  used.  Radiation  therapy  also  has 
some  other  problems.  In  a study  of  65  patients 
at  the  M.  D.  Anderson  Hospital  in  Houston12  with 
sinus  or  pharyngeal  cancers,  who  presumably  had 
normal  pituitary  function  before  radiation,  a full 
69%  showed  decreased  response  of  growth  hor- 
mone to  insulin  after  irradiation.  In  younger  pa- 
tients this  was  manifested  by  a decrease  in  growth 
rate  and  bone  age.  A good  37%  showed  de- 
creased cortisol  response  to  insulin-induced  hy- 
poglycemia, and  half  of  these  patients  showed 
symptoms  of  adrenal  insufficiency.  Some  showed 
basal  elevations  in  prolactin  with  no  secretory  re- 
sponse to  chlorpromazine  stimulation,  thought  to 
demonstrate  evidence  of  some  loss  of  hypo- 
thalamic control  of  prolactin  secretion.  Hypothy- 
roidism with  a low  TSH  was  noted  in  8%.  The 
overall  incidence  of  hypopituitarism  within  this 
population  was  believed  to  be  95%. 

Among  other  complications  of  radiation  ther- 
apy, most  patients  note  some  epilation  about  the 
temples.  Though  a rare  complication,  neoplasia 
can  occur,  usually  in  the  form  of  a fibrosarcoma 
within  the  sella.  Brain  necrosis  and  optic  nerve 
damage  are  less  frequent  now  that  there  is  better 
control  of  delivery  of  the  radiation  and  also  due 
to  the  use  of  fractionated  doses. 

In  summary,  though  we  still  don't  have  the 
ideal  therapy  for  prolactinoma,  it  appears,  as 
demonstrated  in  today’s  patient,  that  the  best 
method  we  have  right  now  is  bromocriptine  ther- 


apy to  shrink  a large  tumor.  Surgery  may  not 
yield  a complete  cure,  especially  with  larger  tu- 
mors. Response  to  radiation  therapy  is  slow,  and 
may  be  followed  by  hypopituitarism. 

Addendum:  In  the  discussion  that  followed. 
Dr.  Subir  Nag,  of  the  Radiation  Therapy  De- 
partment, raised  some  objections  to  the  data  from 
the  Houston  Study.12  He  indicated  that  the  dos- 
age of  irradiation  for  nasopharyngeal  cancer  is 
higher  than  that  used  in  the  treatment  of  pitui- 
tary tumors,  and  thus  the  complication  rate  would 
be  greater. 

Besser’s  group  in  London  has  extensive  expe- 
rience in  the  treatment  of  these  tumors.  They  de- 
signed the  study  combining  radiotherapy  and  do- 
paminergic agents  cited  during  the  above 
lecture.11  Though  this  may  eventually  become  the 
treatment  of  choice,  the  jury  is  still  out.  r ^ 
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Trauma  Rounds 


Penetrating  Cardiac  Wounds 

RICK  J.  WEST,  M.D.;  EUGENE  C.  MANGIANTE,  M.D.;  and  TIMOTHY  C.  FABIAN,  M.D. 


Three  out  of  four  victims  sustaining  penetrat- 
ing cardiac  wounds  die  before  they  reach  the 
hospital,1  and  over  half  of  those  who  do  reach  an 
emergency  room  with  some  signs  of  life  succumb 
to  tamponade,  exsanguination,  or  anoxic  en- 
cephalopathy. Though  many  deaths  are  unpre- 
ventable,  outcome  can  be  improved  significantly. 
To  reduce  preventable  deaths,  surgeons  and 
emergency  department  physicians  must  effect 
changes  in  the  training  and  management  tech- 
niques of  personnel  within  the  admitting  area  of 
the  hospital,  as  well  as  in  the  prehospital  system. 
Education  and  system  preparedness  will  make  a 
significant  impact  in  reducing  mortality. 

Case  Report 

At  9:29  AM,  the  Presley  Trauma  Center  received  a para- 
medic communication  that  a 25-year-old  man  was  being 
transported  after  sustaining  a stab  wound  to  the  left  anterior 
chest.  The  patient  was  combative,  and  had  a blood  pressure 
of  60  mm  Hg.  No  intravenous  line  was  inserted  and  the  pa- 
tient arrived  at  9:35  AM.  On  admission,  the  patient  was  agi- 
tated, with  agonal  respirations.  There  was  a 2-cm  laceration 
in  the  fifth  intercostal  space  just  to  the  left  of  the  sternum, 
and  breath  sounds  in  the  left  hemithorax  were  decreased.  The 
trachea  was  in  the  midline  and  the  jugular  neck  veins  were 
distended.  Immediate  endotracheal  intubation  and  insertion 
of  a left  femoral  intravenous  line  with  lactated  Ringer’s  so- 
lution were  carried  out.  Left  tube  thoracostomy  produced  100 
cc  of  blood.  Despite  aspiration  of  35  cc  of  nonclotting  blood 
on  paraxiphoid  pericardiocentesis,  marked  clinical  deteriora- 
tion continued,  and  emergency  department  anterolateral  tho- 
racotomy was  performed.  Through  the  open  pericardium  a 
0.5  cm  right  ventricular  outflow  tract  laceration  was  con- 
trolled by  digital  pressure  and  repaired  with  a single  2-0  silk 
mattress  suture  with  pledgets.  The  patient  was  then  taken  to 
the  operating  room,  where  the  cardiac  wound  was  reexam- 
ined and  the  chest  cavity  and  pericardium  irrigated.  The  pa- 
tient was  monitored  in  the  trauma  intensive  care  unit  and 
extubated  18  hours  postoperatively.  He  was  discharged  home 
on  his  ninth  hospital  day  and  has  subsequently  returned  to 
work  in  the  fast  food  restaurant  where  he  was  wounded. 

Discussion 

The  first  description  of  penetrating  cardiac 
wounds  is  given  in  the  Edwin  Smith  Papyrus, 
which  was  written  in  3000  BC.2  Baron  Larrey, 
Napoleon’s  personal  surgeon,  performed  the  first 
pericardiocentesis  in  1829. 3 The  first  successful 
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cardiorrhaphy  was  reported  by  von  Rehn  in  1896, 4 
13  years  after  Theodore  Billroth  stated  that  “a 
surgeon  who  tries  to  suture  a wound  of  the  heart 
deserves  to  lose  the  esteem  of  his  colleagues.”5 
Because  of  the  excessive  mortality  rate  associ- 
ated with  thoracotomy,  however,  as  late  as  1943 
Blalock  and  Ravitch  advocated  pericardiocente- 
sis and  observation  for  wounds  of  the  heart.6 
Technologic  advances,  coupled  with  both  mili- 
tary experience  and  that  associated  with  increas- 
ing urban  violence,  have  resulted  in  early  thora- 
cotomy and  repair  evolving  as  the  treatment  of 
choice  for  penetrating  wounds  of  the  heart. 

There  appear  to  be  three  areas  that  predomi- 
nantly affect  survival:  prehospital  management, 
type  of  weapon,  and  hospital  preparedness.  Of 
those  sustaining  heart  wounds,  75%  die  before 
they  reach  the  hospital.  This  may  be  improved 
by  reducing  prehospital  transit  times  and/or 
treatment  intervals.  Prehospital  providers  should 
be  instructed  not  to  lose  time  in  the  field  by 
starting  intravenous  lines  where  penetrating  chest 
trauma  occurs  relatively  close  to  a hospital.  The 
small  volume  that  can  be  administered  during 
transport  does  not  justify  the  lost  time;  the  time 
saved  may  be  that  which  will  permit  successful 
definitive  treatment.  Providers  should  usually  be 
encouraged  to  “scoop  and  run”  when  faced  with 
penetrating  chest  trauma. 

The  weapon  generally  determines  the  extent 
of  cardiac  and  pericardial  injury  and  subsequent 
clinical  presentation.  The  mortality  of  gunshot 
wounds  is  twice  that  of  knife  stab  wounds1  be- 
cause of  the  greater  energy  transfer  and  subse- 
quent tissue  destruction.  The  pericardial  injuries 
are  larger,  making  tamponade  less  likely  and 
exsanguination  rapid.  Tamponade  prevents 
exsanguination  and  is  the  reason  survival  is  pos- 
sible after  most  penetrating  wounds  to  the  heart. 
Due  to  its  anterior  prominence  in  the  mediasti- 
num, the  right  ventricle  is  most  frequently  in- 
jured, followed  by  the  left  ventricle  and  the  right 
and  left  atrium,  respectively.  This  anatomic  dis- 
tribution is  fortunate,  since  due  to  high  chamber 
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pressure,  left  ventricular  wounds  are  less  prone 
to  tamponade,  and  atrial  wounds  are  difficult  to 
manage  due  to  their  posterior  location. 

Those  patients  arriving  in  the  emergency  de- 
partment with  some  signs  of  life  have  a reason- 
able chance  for  survival  if  the  personnel  act  rap- 
idly and  proper  equipment  is  immediately 
available.  Near  immediate  diagnosis  is  necessary. 
Beck’s  triad  of  hypotension,  distended  neck  veins, 
and  muffled  heart  sounds  is  quite  helpful,  but  is 
not  uniformly  present,  and  jugular  vein  disten- 
tion may  not  occur  if  hypovolemia  has  resulted 
from  decompression  of  the  wound  into  the  chest. 
Other  described  findings  such  as  pulsus  paradox- 
us, electrical  alternans,  and  Kussmal’s  sign,  al- 
though helpful  when  present,  may  be  difficult  to 
discern  in  an  agitated  patient  or  a noisy  emer- 
gency room.  Cardiac  injury  should  be  highly  sus- 
pected in  any  patient  with  a penetrating  wound 
in  the  rectangle  formed  by  the  clavicles  and  the 
costal  arch  between  the  nipple  lines.  All  trans- 
thoracic gunshot  wounds  carry  a high  potential 
for  cardiac  injury.  With  trauma,  any  patient  with 
cardiac  tamponade,  tension  pneumothorax,  or  a 
sucking  chest  wound  can  be  in  shock  and  have 
distended  neck  veins.  Since  evaluation  of  breath 
sounds,  tube  thoracostomy,  and  coverage  of 
wounds  should  rapidly  indicate  the  proper  diag- 
nosis, ancillary  tools  such  as  electrocardiogram, 
chest  x-ray,  and  fluoroscopy,  which  are  frequent- 
ly normal,  may  waste  valuable  time. 

The  initial  management  should  consist  of  air- 
way control,  large  bore  intravenous  line  inser- 
tion, and  relief  of  associated  hemopneumothor- 
ax.  Pericardiocentesis  may  be  diagnostic,  and  will 
also  partially  relieve  the  tamponade,  thus  tem- 
porarily improving  hemodynamics.  A plastic 
catheter  left  in  the  pericardial  sac  provides  easy 
access  for  repeat  evacuation,  but  it  should  never 
be  used  as  the  sole  method  of  definitive  manage- 
ment. The  classic  finding  of  pericardiocentesis 
yielding  nonclotting  blood  is  not  consistent,  and 
dependence  on  it  may  delay  the  correct  diagno- 
sis; clotted  blood  is  frequently  noted  in  the  peri- 
cardial sac  during  repair  of  penetrating  heart 
wounds.  A subxiphoid  pericardial  window  has 
been  proposed  in  stable  patients  to  improve  di- 
agnostic accuracy.8 

Since  emergency  department  thoracostomy  is 
often  indicated  in  patients  arriving  in  extremis  or 
with  rapid  deterioration  and  suspected  penetrating 
heart  injury,  the  instant  availability  of  instruments, 
suture,  and  a concerted  team  approach  markedly 
improves  prognosis  in  this  situation.  Thoracotomy 


should  be  performed  by  the  most  experienced  phy- 
sician in  attendance,  preferably  a thoracic  or  gen- 
eral surgeon.  When  clinical  conditions  allow,  tho- 
racotomy should  be  performed  in  the  operating 
room.  Removal  of  as  little  as  20  cc  of  blood  by 
pericardiocentesis  may  provide  significant  hemo- 
dynamic improvement  to  permit  the  patient  to  be 
taken  to  the  operating  room. 

A sternum-splitting  incision  may  provide  in- 
adequate exposure  for  associated  intrathoracic 
injuries.  An  anteriolateral  thorocotomy  provides 
excellent  exposure,  can  be  performed  expedi- 
tiously, and  although  infrequently  required,  can 
be  extended  across  the  sternum.  The  pericar- 
dium is  opened  longitudinally  and  anterior  to  the 
phrenic  nerve.  After  digital  control  of  the  wound 
is  obtained,  2-0  cardiovascular  silk  pledgeted 
mattress  sutures  will  usually  manage  the  injury. 
Special  precautions  and  techniques  must  be  em- 
ployed for  wounds  adjacent  to  the  left  anterior 
descending  artery  to  avoid  iatrogenic  infarction. 
Atrial  injuries  can  be  initially  controlled  with  a 
partial  occlusion  clamp  followed  by  suture  re- 
pair. Cardiopulmonary  bypass  is  rarely  required 
unless  coronary  artery  laceration  has  occurred. 
Valvular  or  septal  wounds  should  be  managed 
later  unless  they  are  of  such  magnitude  that  im- 
pending heart  failure  will  preclude  survival.8 
Simple  and  inexpensive  autotransfusion  devices 
are  commercially  available  for  blood  lost  into  the 
pleural  cavity,  and  can  negate  the  delays,  incom- 
patibilities, and  expense  of  banked  blood. 

Summary  and  Conclusions 

Penetrating  cardiac  injury  is  fairly  common  in 
urban  society.  Patients  who  arrive  in  the  emer- 
gency department  with  vital  signs  present  have  a 
good  chance  for  survival.  Optimal  results  are  ob- 
tained when  the  emergency  medical  system,  in- 
cluding prehospital  and  hospital  components, 
have  protocols  for  immediate  action.  r ^ 
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EKG  of  the  Month 


W.  BARTON  CAMPBELL,  M.D. 


A 47-year-old  salesman  was  hospitalized  following  two  months  of  recurrent 
pneumonia  unresponsive  to  expectorants,  antibiotics  and  decongestants.  He  had 
been  a three  pack  per  day  cigarette  smoker  for  15  years.  CT  chest  scan  showed  a 
large  left  pleural  effusion  with  a hilar  mass.  When  bronchoscopy  disclosed  a fria- 
ble mass  in  the  left  main  stem  bronchus,  a left  pneumonectomy  was  carried  out, 
during  which  the  pericardium  was  opened  around  the  pulmonary  veins  to  obtain 
hemostatis.  Moderate  intraoperative  bleeding  occurred.  Poorly  differentiated  large 
cell  carcinoma  was  found. 

His  postoperative  course  was  relatively  uncomplicated  and  he  was  discharged 
on  albuterol  (Ventolin)  and  anhydrous  theophylline  (Theo-Dur).  Eleven  days  fol- 
lowing discharge  he  was  readmitted  with  increased  shortness  of  breath  and  a blood 
pressure  of  172/110  mm  Hg.  No  rubs,  murmurs  or  gallops  were  audible,  and  he 
had  no  edema.  Chest  x-ray  showed  a large  pleural  effusion  with  complete  opaci- 
fication of  the  left  hemithorax  and  shift  of  the  heart  and  mediastinum  to  the  left. 
Blood  pressures  varied  from  140/70  mm  Hg  to  160/80  mm  Hg  following  admis- 
sion. Right  heart  catheterization  disclosed  right  atrial  pressures  of  8 to  10  mm  Hg 
(mean)  and  pulmonary  artery  diastolic  pressures  of  14  to  18  mm  Hg.  The  cardiac 
output  (by  thermodilution)  was  6.0  to  7.5  liters/min.  An  electrocardiogram  was 
obtained  (Fig.  1). 
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From  the  Department  of  Cardiology,  St.  Thomas  Hospital,  Box 
380,  Nashville,  TN  37202. 
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Discussion 

Electrical  alternans  is  the  striking  feature  on 
this  electrocardiogram.  The  beat  to  beat  varia- 
tion in  QRS  voltage  known  as  electrical  alter- 
nans is  best  seen  in  leads  I,  II,  aVL,  aVR,  and 
XV There  is  an  alternating  T vector  (upright  T 
waves  in  leads  I,  II,  aVL,  and  V4  through  V6  al- 
ternate with  inverted  T waves).  The  upright  T 
waves  always  follow  the  diminished  amplitude 
QRS  complex.  The  PP  and  RR  intervals  are  con- 
stant thereby  excluding  a bigeminal  arrhythmia 
as  cause  for  the  voltage  variation.  P wave  alter- 
nans cannot  be  discerned  in  this  tracing.  There  is 
sinus  tachycardia  at  a rate  of  125/min. 

Electrical  alternans  has  been  recognized  in  the 
human  heart  since  1910,*  1 QRS  amplitude  alter- 
nation being  the  most  common  presentation.  Iso- 
lated P wave  alternans,  which  can  be  experimen- 
tally induced  in  animals,  has  been  described  in 
the  presence  of  severe  heart  disease  or  electro- 
lyte problems  with  tachycardia,  or  with  sudden 
change  in  cardiac  cycle  length.2  Isolated  ST  alter- 
nans was  also  recently  described  in  two  patients 
with  Prinzmetal  angina.3 

Electrical  alternans  of  QRS  forces  occurs  most 
commonly  with  pericardial  effusion,  frequently 
when  there  is  tamponade,  though  it  may  occur 
with  many  cardiac  abnormalities  (Table  l).4 

Mechanisms  of  electrical  alternans  remain  un- 
clear. Electrical  alternans  occasionally  is  ob- 
served with  3:1  or  4:1  periodicity  instead  of  the 
usual  2:1  periodicity  noted  in  this  electrocardi- 
ogram. Total  electrical  alternans  (alternans  in- 
volving both  P waves  and  QRS  forces)  is  thought 
to  be  virtually  pathognomonic  of  pericardial  ef- 
fusion. 

Mechanical  motion  of  the  heart  within  the 
pericardial  space  allows  alternans  in  the  presence 
of  pericardial  effusion.  The  first  direct  confirma- 
tion of  this  hypothesis  was  supplied  in  1969,  when 
cardiac  angiography  of  a patient  with  effusion  re- 
vealed motion  of  the  heart  correlating  with  the 
voltage  variations.5  Echocardiography  has  subse- 
quently demonstrated  a swinging  motion  of  the 
heart  in  patients  with  pericardial  effusion.  The 
factors  dictating  periodicity  of  this  motion  are  not 
well  understood  but  involve  intrapericardial  vol- 


TABLE  1 

CONDITIONS  IN  WHICH  ELECTRICAL  ALTERNANS 
HAS  BEEN  REPORTED 

Pericardial  effusion  (with  or  without  tamponade) 

Amyloidosis 

Cardiac  trauma 

Congestive  heart  failure 

Constrictive  pericarditis 

Ischemic  heart  disease 

Electrolyte  imbalance  (especially  hypocalcemia) 

Hypotension 

Myocarditis 

Pneumonectomy 


ume,  viscosity  of  the  pericardial  fluid,  and  intra- 
pericardial pressures.  The  periodicity  of  cardiac 
motion  within  the  pericardial  space  mandates 
surface  voltage  variation  that  disappears  with 
pericardiocentesis  and  cessation  of  intrapericar- 
dial motion.6 

In  disease  states  without  significant  intraperi- 
cardial cardiac  movement,  the  production  of 
electrical  alternans  appears  to  be  related  to  vari- 
ation in  ionic  flux  across  the  sarcolemma.  Dem- 
onstration of  transmembrane  electrical  alternans 
recorded  in  single  heart  muscle  cell  action  poten- 
tials strongly  supports  this  viewpoint.7 

This  patient  with  electrical  alternans  had  no 
evidence  of  pericardial  tamponade,  and  subse- 
quent six-month  follow-up  has  shown  no  further 
problems  with  either  pericardial  effusion  or  de- 
terioration of  cardiovascular  performance. 

CONCLUSION:  Electrical  alternans  of  QRS  and 
T wave  (post  pneumonectomy);  sinus  tachycar- 
dia. r ^ 
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Loss  Prevention  Case  of  the  Month 


Let  the  Record  Show  . . . 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 50-year-old  construction  company  owner  was  admitted 
for  surgery  for  a detached  retina.  Preoperative  examination 
conducted  by  the  anesthesiologist  revealed  no  contraindica- 
tions for  the  use  of  general  anesthesia.  A review  of  the  pa- 
tient’s chart  revealed  a normal  electrocardiogram,  normal  chest 
x-ray,  and  normal  laboratory  work.  The  next  morning,  the 
patient  was  taken  to  the  operating  room  for  a scleral  buckling 
procedure  with  encircling  band  of  the  right  eye. 

The  anesthesiologist  did  the  induction  and  intubation,  as 
well  as  the  positioning  of  the  patient  for  the  procedure,  after 
which  maintenance  of  the  anesthesia  was  turned  over  to  his 
certified  registered  nurse  anesthetist.  The  surgery  lasted  ap- 
proximately three  hours  and  twenty  minutes.  Several  months 
later,  the  patient  complained  to  the  anesthesiologist  about 
paresthesia  of  his  left  arm.  “Exercise  and  warm  compresses” 
were  prescribed  by  the  anesthesiologist. 

Because  of  continuing  arm  pain,  the  patient  sought  the 
services  of  an  orthopedic  surgeon,  whose  x-rays  revealed  a 
small  spur  over  the  ulnar  epicondyle.  An  electromyelogram 
revealed  rather  mild  atrophy,  but  good  motor  strength. 

The  pain  and  paresthesia  persisted  and  the  patient  filed 
suit,  alleging  that  the  anesthesiologist  was  negligent  in  posi- 
tioning his  arm.  The  patient  also  alleged  the  anesthesiologist 
was  negligent  in  failing  to  use  the  proper  padding  over  pres- 
sure point  areas. 

Even  though  this  injury  was  relatively  insignificant  and 
affected  a wealthy  plaintiff,  the  case  was  vigorously  pursued. 
The  ultimate  result  was  a jury  verdict  for  the  defendant. 

Dr.  Avery  is  medical  director  of  State  Volunteer  Mutual  Insur- 
ance Company. 


Loss  Prevention  Comments 

The  anesthesiologist  was  successfully  defend- 
ed largely  on  the  strength  of  his  records.  At  dep- 
osition and  at  trial,  the  anesthesiologist  was  able 
to  testify  and  show  by  his  records  that  the  risks, 
benefits,  and  any  alternative  to  general  anesthe- 
sia had  been  discussed  with  the  patient.  The 
anesthesia  record  reflected  that  elbow  pads  as 
well  as  padded  arm  boards  were  utilized.  In  ad- 
dition, the  preoperative  history  and  physical  ex- 
amination conducted  by  the  anesthesiologist 
showed  that  the  patient  himself  made  reference 
to  an  old  elbow  injury.  Finally,  there  were  no 
complaints  of  arm  pain  found  in  the  hospital  chart 
during  the  entire  hospital  stay. 

It  is  important  to  realize  that  if  a lawsuit  is 
filed,  the  medical  record  is  a physician’s  absolute 
“best  friend.’’  It  is  the  most  important  evidence 
that  will  be  presented  in  the  courtroom.  Just  as 
a sloppy  record  equals  sloppy  care  in  the  minds 
of  the  jury,  so  does  a carefully  documented, 
complete  record  reflect  careful  and  complete  pa- 
tient care.  r ^ 
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CT  Scan  of  the  Month 


Intrahepatic  Filling  Defects 

P.  H.  PATEL,  M.D.;  DAVID  C.  TABOR,  M.D.;  and  EAPEN  THOMAS,  M.D. 


A 70-year-old  white  woman  with  histiocytic  lymphoma,  in 
remission  following  chemotherapy,  recently  had  right  upper 
quadrant  abdominal  pain,  fever  with  chills,  and  night  sweats 
for  four  weeks.  She  was  thin,  febrile,  alert,  and  oriented.  The 
abdomen  was  soft  but  the  liver  w?as  mildly  enlarged  and  tend- 
er. Her  sclerae  were  anicteric;  her  total  bilirubin  was  0.7  mg/ 
dl.  alkaline  phosphatase  1445  U/dl,  aspartate  aminotrans- 
ferase (AST)  229  U/ml.  and  (LDH)  lactic  dehydrogenase  754 
U/ml.  A CT  scan  of  the  abdomen  is  shown  (Fig.  1).  What  is 
your  diagnosis? 

(1)  Polycystic  liver  disease 

(2)  Multiple  liver  abscesses 

(3)  Metastatic  liver  disease 

(4)  Recurrence  of  lymphoma 

Discussion 

The  CT  scan  (Fig.  1)  shows  numerous  ill-de- 
fined areas  of  low  attenuation.  They  have  irreg- 
ular margins  and  vary  greatly  in  size  and  shape. 
Though  these  findings  suggest  metastatic  liver 
disease,  they  can  also  occur  in  the  other  condi- 
tions. 

Cysts  in  the  liver  can  be  single  or  multiple. 
They  are  usually  spherical,  and  can  vary  in  size 
from  1 cm  to  extremely  large  areas  that  replace 
a whole  lobe.1'3  Multiple  liver  cysts  may  accom- 
pany polycystic  kidneys  and  pancreas,  and  ap- 
pear on  CT  scan  as  areas  of  low  attenuation  of  a 
density  approaching  that  of  water.  Contrast  me- 
dia do  not  alter  their  size  and  no  capsule  or  rim 
enhancement  becomes  visible.  Thus,  it  is  usually 
possible  to  distinguish  cysts  from  abscesses  or  tu- 
mors. 

Hepatic  abscesses  are  usually  due  to  bacter- 
emia or  septicemia  and  have  variable  appear- 
ances on  the  CT  scan.4  They  are  most  often  sol- 
itary but  may  be  multiple  in  about  a third  of 
cases.  They  appear  as  rounded  well-defined  or 
irregular  poorly  defined  areas  of  low  attenuation: 


From  the  Department  of  Internal  Medicine,  Quillen-Dishner  Col- 
lege of  Medicine.  East  Tennessee  State  University,  Johnson  City,  and 
the  Division  of  Gastroenterology,  Veterans  Administration  Medical 
Center,  Mountain  Home,  Term. 

Reprint  requests  to  Division  of  Gastroenterology.  Veterans 
Administration  Medical  Center,  Mountain  Home.  TN  37684  (Dr. 
Thomas). 


Figure  1.  CT  scan  of  the  abdomen 


their  density  may  vary  from  that  of  cysts  to  that 
of  solid  tumors.  Other  features  include  gas  with- 
in the  lesion  and  edge  enhancement  after  con- 
trast; these  favor  abscesses  more  than  the  other 
conditions,  but  they  are  frequently  absent. 

Metastases  appear  on  CT  scan  as  single  or 
multiple  areas  of  low  attenuation  that  vary  in  both 
size  and  shape,  and  generally  appear  more  dense 
than  cysts  or  abscesses.  Some  may  be  sharply  de- 
fined. while  others  may  have  ill-defined  margins. 
They  may  rarely  contain  small  flecks  of  calcium, 
as  in  colloid  carcinoma  of  the  colon,  or  they  may 
be  totally  calcified,  as  in  osteogenic  sarcoma. 
Contrast  enhancement  may  aid  in  their  differen- 
tiation. 

Hepatic  involvement  is  present  in  about  a third 
of  newly  diagnosed  cases  of  lymphoma.  The  larg- 
er the  liver,  the  greater  the  possibility  that  the 
hepatic  enlargement  is  related  to  infiltration.  He- 
patomegaly is  more  common  in  non-Hodgkin's 
than  in  Hodgkin's  lymphoma.5  The  pattern  of  in- 
volvement in  non-Hodgkin’s  lymphoma  is  non- 
specific, and  appears  on  CT  scan  as  either  diffuse 
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enlargement  or  nodular  infiltration6;  the  tumor 
nodules  may  be  solitary  or  multiple  and  of  vari- 
able size  and  shape,  resembling  metastatic  carci- 
noma. 

Thus,  although  CT  scan  provides  important 
information,  the  appearance  may  be  nonspecific 
and  evaluation  by  other  techniques  is  necessary. 
Liver  scintigraphy  is  nonspecific,  and  may  only 
confirm  filling  defects.7  Ultrasonography  is  also 
nonspecific,  but  may  demonstrate  a fluid-filled 
lesion,  thereby  differentiating  solid  tumors  from 
cysts  and  abscesses.  Magnetic  resonance  imaging 
has  recently  been  introduced,  but  at  present  it 
does  not  seem  to  be  better  than  CT  scan  for 
evaluating  the  liver  for  lymphomatous  involve- 
ment.8 

In  non-Hodgkin’s  lymphomas  complete  remis- 
sion rates  consistently  reach  or  exceed  50%,  and 
success  or  failure  seems  to  be  evident  in  two 
years.  Our  patient  had  histiocytic  lymphoma  and 
had  been  in  remission  for  several  months.  Nei- 
ther liver  scintigraphy,  ultrasonography,  nor  CT 


examinations  were  diagnostic,  and  though  they 
suggested  metastatic  disease  the  other  conditions 
could  not  be  ruled  out  completely.  Thus  a liver 
biopsy  and  Chiba  fine  needle  aspiration  biopsy 
were  done  to  provide  the  correct  diagnosis. 

ANSWER:  The  correct  answer  is  (4),  recurrence 
of  lymphoma.  r S 
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The  American  physician  isn't  extinct.  But 
your  freedom  to  practice  is  endangered. 
Increasing  government  intervention  is  threat- 
ening the  quality  of  medicine  — and  your 
right  to  function  as  an  independent  profes- 
sional. The  government,  responding  to  myr- 
iad cost-containment  pressures,  has  taken  a 
greater  role  in  legislating  reimbursement 
methods,  payment  levels  and  even  access 
to  care. 


You  can  fight  back.  The  American  Medical 
Association  is  your  best  weapon.  No  other 
organization  can  so  effectively  reach  the 
national  policymakers  who  will  help  deter- 
mine your  future  and  the  future  of  medicine. 
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and  your  patients. 
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Health  and  Environment  Report 


Finding  Ears  That  Do  Not  Hear 

JANET  E.  COSCARELLI-BUCHANAN,  M.S.,  CCC-A 


It  is  estimated  that  one  in  every  1,000  new- 

j 7 

borns  has  a severe  to  profound  sensorineural 
hearing  loss.  For  high-risk  infants  from  intensive 
care  units,  the  incidence  increases  to  approxi- 
mately one  in  50,  and  when  mild  to  moderate 
hearing  losses  due  to  both  sensorineural  and  con- 
ductive losses  are  considered,  the  incidence  in- 
creases dramatically. 

Hearing,  language,  and  speech  development 
are  closely  linked.  The  critical  period  of  lan- 
guage development  occurs  between  birth  and  two 
years  of  age.  Reduced  auditory  input  during  this 
period  can  cause  irreparable  damage  to  a child's 
speech  and  language  skills. 

Early  identification  of  hearing  impairment  has 
obvious  benefits  to  the  hearing  impaired  child.  It 
has  been  shown  that  hearing  impaired  infants  who 
are  identified  early  and  receive  early  interven- 
tion have  significantly  improved  IQ  scores.  In 
addition,  subsequent  early  habilitation  efforts 
have  been  shown  to  be  cost  effective  over  time. 
For  these  reasons , it  is  imperative  that  children  with 
hearing  losses  be  identified  as  early  as  possible, 
preferably  during  the  first  year  of  life. 

In  1982,  the  Joint  Committee  on  Infant 
Screening  recommended  some  high-risk  factors 
for  hearing  loss.  They  suggested  that  infants  who 
possess  one  or  more  of  these  factors  should  have 
a hearing  evaluation  as  soon  after  birth  as  possi- 
ble and  at  subsequent  well-child  checkups. 

The  risk  factors  are  family  history  of  childhood 
hearing  loss,  congenital  perinatal  infection  (rubel- 
la, cytomegalovirus,  herpes,  toxoplasmosis,  syphil- 
is), anatomic  malformations  involving  the  head  or 
neck,  birthweight  of  less  than  1,500  gm,  hyperbili- 
rubinemia exceeding  indications  for  exchange 
transfusions,  bacterial  meningitis,  and  severe  as- 
phyxia, which  may  include  infants  with  Apgar 
scores  of  0-3  or  who  fail  to  institute  spontaneous 
respirations  by  ten  minutes,  and  those  with  hypo- 
tonia persisting  to  two  hours  of  age. 


From  the  Division  of  Speech  and  Hearing  Services,  Tennessee 
Department  of  Health  and  Environment,  Nashville. 


The  TDHE  Speech  and  Hearing  Program  is 
working  closely  with  nursing  staff  to  identify  all 
infants  with  hearing  loss.  In  fact,  low  birthweight 
infants,  those  with  a family  history  of  childhood 
hearing  loss,  and  infants  with  severe  asphyxia  as 
defined  above  may  be  placed  on  the  TDHE  High- 
Risk  Registry.  This  tool  is  designed  to  identify 
infants  born  with  special  risk  factors  and  to  fol- 
low these  infants  to  see  that  all  needed  services 
are  provided. 

Another  strategy  TDHE  is  implementing  to 
identify  hearing  losses  early  is  through  hearing 
screening  at  the  time  of  routine  child  health 
checkups.  Nurses  using  the  newly  revised  Child 
Health  Standards  have  adopted  the  HEAR-Kit 
instrumentation  and  protocol  for  hearing  screen- 
ing of  infants  and  young  children.  The  HEAR- 
Kit  contains  four  standardized  measured  noise- 
makers,  a loud  horn  to  illicit  a startle  response, 
a plastic  diversion  ball,  manual,  and  score  pads. 
The  instrumentation  comes  packed  in  a portable 
carrying  case.  The  Child  Health  Standards 
schedules  hearing  screening  with  the  HEAR-Kits 
at  birth  to  5,  6,  15,  and  30  months. 

Hearing  screening  with  more  sophisticated  au- 
diologic equipment  is  completed  at  ages  4,  6 and 
14.  Youngsters  failing  the  HEAR-Kit  or  hearing 
screenings,  or  who  have  one  of  the  high-risk  fac- 
tors, are  referred  to  the  Regional  Speech  and 
Hearing  Coordinator  for  a more  comprehensive 
hearing  evaluation.  Medical,  audiologic,  and 
therapeutic  management  follows  as  needed. 

During  the  first  three  months  of  use,  241  chil- 
dren failed  the  HEAR-Kit  screening  and  were 
referred.  Three  children  (1%)  were  later  diag- 
nosed as  being  deaf  or  having  a permanent  sen- 
sorineural hearing  loss.  Forty-seven  (20%)  of 
those  referred  were  found  to  need  medical  man- 
agement for  their  hearing  loss. 

These  results  agree  with  national  hearing  loss 
incidence  data;  they  demonstrate  that  the  HEAR- 
Kit  is  an  effective  screening  tool,  and  remind  us 
of  the  importance  of  routinely  screening  infants 
and  young  children  for  hearing  loss.  r S 
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Clarence  R.  Sanders 


United  . . . We  Will  Stand 

Since  this  is  the  beginning  of  a brand  new  year,  complete  with  its  own 
peculiar  problems  and  challenges,  it  occurred  to  me  that  this  might  be  an 
appropriate  time  to  stress  the  urgency  for  those  of  us  who  call  ourselves 
men  and  women  of  medicine  to  come  together  as  a single  and  strong  unit  in 
order  that  we  might  better  face  and  deal  with  these  same  problems  and 
challenges.  And,  as  I become  more  intimately  involved  with  the  business  of 
our  own  Tennessee  Medical  Association,  I am  convinced  that  there  can  be 
no  better  way  for  us,  at  the  state  level,  to  present  such  a united  front  than 
to  actively  support  the  TMA.  I am  exceedingly  proud  of  this  vigorous  and 
hard-working  professional  organization  and  I can  assure  you  that  I have  no 
negative  feelings  whatsoever  about  the  future  of  the  TMA.  This  group  will 
continue  to  concentrate  its  efforts  toward  providing  concrete  services  not 
only  to  the  members  of  the  Association  collectively,  but  also  to  physicians 
on  a more  personal  and  individualized  basis. 

Because  of  the  distinguished  caliber  of  the  TMA  membership,  our  Asso- 
ciation has  gained  national  recognition  and  respect  and,  as  a result,  is  today 
considered  one  of  the  more  progressive  and  active  groups  in  the  country. 
Boasting  a membership  of  5,700  physicians,  it  is  also  one  of  the  strongest 
medical  associations.  Ironically,  however,  our  present  membership  does  not 
reflect  the  potential  growth  which  could  be  achieved,  with  simply  a little 
prodding  from  within  the  ranks.  For  this  reason,  I urge  each  of  you  to  ap- 
proach our  colleagues  who  have  not  thus  far  found  their  way  into  the  fold, 
and  invite  them  to  join  the  TMA.  According  to  available  information,  there 
are  approximately  2,000  physicians  in  Tennessee  who  are  not  now  members 
of  the  Association.  We  need  their  presence  and  their  support  and  they,  in 
turn,  would  find  membership  in  the  TMA  beneficial  to  them,  not  only  from 
a professional  standpoint,  but  from  a personal  one,  as  well. 

The  TMA  is,  indeed,  an  important  and  worthwhile  organization,  richly 
deserving  of  your  continued  support  and  participation.  It  will,  I am  con- 
vinced, require  the  dedication  and  involvement  of  all  of  us  if  we  are  to 
continue  to  provide  quality  care,  not  only  to  those  patients  whom  we  serve 
today,  but  to  those  patients — and  perhaps  we  too  might  be  included  in  this 
projection — who  will  require  care  in  the  years  to  come.  We  are  all  aware 
that  the  medical  profession  is  undergoing  continual  change  and  incessant 
attack  from  virtually  all  sides.  If  we  are  to  continue  to  achieve  any  sembl- 
ence  of  growth  and  progress,  it  is  vital  that  we  present  a strong  and  united 
face  to  the  public,  and,  together,  we  can  gain  and  maintain  that  strength. 
For,  as  the  old  adage  reminds  us:  “United  we  stand;  divided  we  fall.” 


journal  of  (he 

(enne//ee 

medical  a/zocktUon 

PUBLISHED  MONTHLY 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL 
PROFESSION  OF  TENNESSEE 

OFFICE  OF  PUBLICATION:  112  LOUISE  AVENUE, 
NASHVILLE,  TN  37203 

JOHN  B.  THOMISON,  M.D.,  EDITOR 

ADDISON  B.  SCOVILLE,  JR.,  M.D.,  ASSOCIATE  EDITOR 

JEAN  WISHNICK,  MANAGING  EDITOR 

Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1 103,  Act  of  October  3,  1917, 
authorized  July  15,  1932. 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire 
merely  giving  credit  to  this  publication. 


Address  papers,  discussions  and  scientific  matter  to: 

John  B.  Thomison,  M.D.,  Editor,  P.O.  Box  70, 
Nashville,  TN  37202 

Address  organizational  matters  to  L.  Hadley  Williams, 
Executive  Director,  1 12  Louise  Avenue,  Nashville,  TN  37203 

COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

OSCAR  M.  McCALLUM,  M.D.,  Chairman,  Henderson 

SIDNEY  L.  BICKNELL,  M.D.,  Jackson 

CLAUDE  H.  CROCKETT,  JR.,  M.D.,  Bristol 

WINSTON  P.  CAINE,  M.D.,  Chattanooga 

TED  W.  HILL,  M.D.,  Gallatin 

FRANCIS  W.  GLUCK,  JR.,  M.D.,  Nashville 

JOHN  B.  THOMISON,  M.D.,  Nashville,  Ex-Officio 


JANUARY,  1986 


editorial/ 


The  Foggy,  Foggy  Dew: 

Welcome  to  1986 

Although  by  the  time  you  read  this  we  will,  I 
trust,  be  well  into  1986,  it  is  now  hardly  Thanks- 
giving— in  fact,  that  is  Thursday  next,  and  I am 
counting  my  blessings,  which  are  many.  I plan  on 
their  extending  on  into  1986,  Lord  willing,  but 
my  crystal  ball  has  clouded  up.  Before  it  did, 


though,  I thought  I noted  clouds  on  the  horizon 
of  medicine.  Now  there  have  been  clouds  there 
for  a long  time,  and  as  I recall,  the  horizon  has 
never  been  free  of  them;  they  are  getting  pretty 
black  and  ominous  now,  though,  and  they  are 
spreading.  To  make  matters  worse,  a jumble  of 
letters  of  the  alphabet  keep  floating  up  in  front 
of  my  eyes.  They  seem  to  form  themselves  into 
specific  groups,  such  as  HMO,  HCFA,  PPO, 
IPA,  HHS,  IRS,  SSA,  FTC,  SOB,  and  so  on. 
They  are  so  big  and  cast  such  long  shadows  that 
they  make  it  hard  to  see  anything  else.  In  fact,  I 
think  that  is  what  has  made  the  crystal  ball  fog 
up.  They  emanate  an  impenetrable  gloom 
through  which  little  light  can  pass;  they  also  gen- 
erate a lot  of  heat. 

In  spite  of  all  this,  I think  we  have  focused  so 
much  on  the  government  as  the  source  of  our 
miseries  that  we  neglect  some  other  fertile  areas 
for  harvesting  gloom,  despair,  agony,  deep,  dark 
depression,  and  excessive  misery,  to  use  the  Hee- 
Haw  vernacular. 

To  begin  with,  we  have  among  ourselves  some 
of  our  own  worst  enemies.  As  an  example,  a 
pharmacist  in  a neighboring  community  called 
me,  as  president  of  the  Nashville  Academy  of 
Medicine,  to  inquire  if  there  was  anything  to  be 
done  about  a local  physician  who  was  gouging 
his  patients.  It  seems  the  physician  does  such 
things  as  prescribe  30  days  worth  of  digoxin  for 
cardiac  patients  without  allowing  a refill,  requir- 
ing the  patients  to  return  at  that  time  for  a com- 
plete checkup,  at  a fancy  price.  The  list  of  com- 
plaints against  him  was  long.  Further,  he  has 
informed  his  patients  that  two  recently  arrived 
young  practitioners  are  incompetent.  What,  asked 
the  pharmacist,  could  be  done  about  such  an 
abuse  of  privilege? 

I explained  to  him  that  since  the  physician  is 
not  a member  of  the  Academy  (or  any  other  body 
in  organized  medicine — or  any  hospital  staff, 
either),  there  was  nothing  we  could  do,  and  that 
even  if  he  were,  we  still  would  be  powerless  be- 
cause of  antitrust  implications  that  would  rule  us 
in  restraint  of  trade,  and  subject  us  to  triple 
damages.  The  only  things  to  be  done  would  be 
to  get  the  community  to  rise  up  and  run  the  doc- 
tor out  of  town,  and  then  to  work  to  return  med- 
icine to  its  professional  status.  In  my  alphabet 
soup  listed  above,  that  problem  is  categorized 
under  SOB.  To  quote  Pogo,  “we  have  met  the 
enemy  and  they  is  us.” 

To  further  illustrate  that  category,  I need  to 
recount  a story  told  me  recently  by  a surgeon 
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friend.  It  will  point  out  to  you,  if  you  did  not 
know  it  already,  that  business  is  not  on  our  side. 
Business  is  on  the  side  of  business.  Because  the 
health  care  package  is  too  dear,  corporations  are 
looking  for  economies.  There  is  such  a thing, 
though,  as  being  cheap,  which  is  not  the  same  as 
economical  or  inexpensive. 

We  will  call  the  doctor  Smith,  because  he 
wasn't.  One  of  the  better  surgeons  in  Nashville, 
he  was  consulted  by  a young  executive  of  the 
Millicent  Oakie  Super  Widget  Company,  here- 
inafter referred  to  as  “the  company,”  for  a small 
inguinal  hernia  he  had  noticed  a few  days  earlier. 
We  will  call  the  executive  Jones,  because  that 
wasn’t  his  name  either — at  least  I don’t  think  it 
was;  the  surgeon  didn’t  tell  me.  Dr.  Smith  in- 
formed Mr.  Jones  that  since  the  hernia  was  small, 
and  he  was  young  and  in  good  shape,  the  oper- 
ation could  be  performed  as  an  outpatient  under 
local  anesthesia,  and  he  would  be  back  home  only 
slightly  the  worse  for  wear  the  same  day. 

Mr.  Jones  didn’t  cotton  to  the  idea  of  only  a 
local  anesthetic,  and  allowed  as  how  he  would 
prefer  either  a general  or  a spinal  anesthetic.  Dr. 
Smith  said  that  was  fine  with  him,  except  if  he 
did  it  under  spinal  anesthesia,  Mr.  Jones  could 
definitely  not  return  home  that  day,  and  al- 
though he  might  do  so  if  he  had  a general  anes- 
thetic, that  was  unlikely,  too.  Mr.  Jones  said  that 
was  all  right,  since  he  would  rather  spend  a day 
or  two  in  the  hospital  anyway. 

In  making  the  arrangements,  Dr.  Smith  re- 
ceived information  that  the  contract  the  compa- 
ny had  with  Blue  Cross  did  not  allow  hospitali- 
zation for  hernia  operations,  and  that  Mr.  Jones 
therefore  would  have  to  have  his  operation  as  an 
outpatient.  Calling  to  confirm  that  message.  Dr. 
Smith  was  informed  that  that  was  indeed  the  case, 
whereupon  Dr.  Smith  said,  “Look,  young  lady. 
I am  not  mad  at  you.  because  I realize  you  are 
just  doing  your  job.  If  I must  do  this  operation 
on  Mr.  Jones  as  an  outpatient,  though,  you  will 
need  to  instruct  the  attorney  for  Blue  Cross  to 
write  a letter  to  my  attorney  absolving  me  of  all 
responsibility  for  any  possible  complications  that 
may  result  from  his  being  sent  home  sooner  than 
I think  he  should,”  whereupon  the  young  lady  at 
the  other  end  of  the  line  said,  “Dr.  Smith,  I am 
an  RN,  and  I understand  your  problem,  but  there 
is  simply  no  way  Mr.  Jones  can  be  hospitalized 
for  this  procedure.” 

Dr.  Smith  replied,  “I  understand.  You  will 
need  to  call  the  president  of  Blue  Cross,  how- 
ever, and  tell  him  that  if  Mr.  Jones  needs  cath- 


terizing  that  night,  he  had  better  be  prepared  to 
go  to  Mr.  Jones’  home  and  catheterize  him,  be- 
cause I sure  won’t  do  it.”  After  a long  pause,  the 
nurse  said,  “Well,  I maybe  could  give  him  one 
night.”  “I  thought  you  said  he  couldn’t  be  hos- 
pitalized for  this  procedure.”  “Well,  sometimes 
we  make  an  exception.  I will  give  him  one  night.” 

“Suppose”  said  Dr.  Smith,  “I  think  he  isn't 
ready  to  go  home  the  next  day?”  “Well,  maybe 
in  that  case  I could  give  him  two  nights.” 

This,  friends  and  colleagues,  is  a true  story,  as 
it  was  recounted  to  me  by  the  surgeon.  Only  the 
names  were  changed.  I hate  to  spoil  your  happy 
new  year,  but  this  is  what  we  are  up  against.  Be- 
cause he  has  been  around  a while,  and,  despite 
being  a vigorous  man,  is  approaching  the  age 
widely  considered  retirement  age,  he  simply  re- 
fused to  cave  in  to  bureaucratic  pressures.  Not 
all  of  our  colleagues,  however,  will  be  so  bold, 
and  will  find  themselves  in  hot  water  because  of 
some  cost-cutting  measure  imposed  upon  them 
by  some  functionary  who  doesn’t  know  a scalpel 
from  a sponge  stick.  There  are  going  to  be  a lot 
of  lawsuits,  and  you  need  to  take  every  precau- 
tion to  be  sure  you  are  not  the  defendant. 

Our  surgeon  friend  went  on  to  say  to  me  that 
it’s  time  for  some  high-level  confrontations,  and 
that  the  president  of  Super  Widget  and  his  peers 
need  to  get  on  the  horn  and  tell  the  president  of 
Blue  Cross  (and  other  carriers,  as  appropriate) 
that  such  contracts  are  inappropriate  and  danger- 
ous. 

If  I cannot  be  entirely  optimistic  about  medi- 
cal practice  in  1986,  I have  given  you  some  of  the 
reasons.  They  have  to  do  with  bureaucratic  med- 
dling, corporate  penuriousness,  and  collegial  av- 
arice. There  is  probably  little  we  can  do  about 
the  first  problem,  since  that  has  wide  public  sup- 
port, due  in  no  small  degree  to  the  last.  By  the 
same  token  we  are  hampered  by  bureaucratic  in- 
terference from  ameliorating  the  last  problem.  In 
our  defense,  I will  say  I am  persuaded  that  the 
number  of  those  “bad  apples”  matches  their  mo- 
rality, compassion,  and  ethics.  Also,  if  it  is  any 
comfort  to  you,  miscreants  have  always  been 
among  us;  they  simply  represent  one  of  the  ex- 
tremities of  human  nature.  As  an  example  from 
earlier  times,  Henry  Hickman,  the  English  coun- 
try doctor  who  in  1824  first  demonstrated  anes- 
thesia through  inhalation  of  gas,  antedating  by 
decades  the  work  of  Wells,  Long,  and  Morton, 
found  the  practitioners  of  London  and  Paris  too 
preoccupied  with  making  a living  to  engage  in 
the  relatively  easy  experiments  necessary  to  con- 
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firm  his  findings  and  bring  inhalation  anesthesia 
to  the  succor  of  suffering  mankind. 

As  to  the  corporations,  though,  there  may  be 
a way  to  get  to  them.  If  there  is  one  thing  to 
which  they  are  sensitive  it  is  the  morale  of  their 
work  force.  Good  morale  keeps  the  labor  unions 
at  a convenient  distance.  Since  the  American 
worker  considers  health  care  a right,  one  of  the 
best  ways  to  erode  morale  is  through  dissatisfac- 
tion with  the  health  care  benefits  package.  Had 
Mr.  Jones,  our  Super-Widget  executive,  been 
forced  into  the  pattern  prescribed  by  his  compa- 
ny’s contract  with  Blue  Cross,  which  he  almost 
certainly  would  have  but  for  the  aggressive  inter- 
vention of  Dr.  Smith,  or  to  pay  the  difference 
out  of  his  own  pocket,  he  would  have  been  most 
upset.  Our  own  protestations  to  insurance  car- 
riers will  be  predictably  ineffectual.  If  we  wish  to 
change  health  care  benefits,  it  must  be  done 
through  employees.  Given  the  corporate  pen- 
chant for  economies  in  that  area,  the  most  per- 
suasive weapon  would  seem  to  be  through  em- 
ployee morale.  From  here  on,  you’re  on  your 
own. 

As  you  gaze  out  from  under  the  welter  of  reg- 
ulations and  miseries  onto  a horizon  fogged  with 
alphabet  soup  punctuated  by  lightning  flashes  of 
a befouled  and  befuddled  tort  system,  you  may 
begin  to  get  the  idea  that  medical  practice  has 
had  it,  and  that  medicine  is  no  longer  any  fun. 
In  such  a climate  it  may  seem  trite  for  me  to  ob- 
serve that  your  medical  practice  is  largely — not 
entirely,  but  largely — what  you  make  it.  To  be 
sure,  there  are  frustrations  and  difficulties,  but 
when  have  there  not  been?  While  you  may  ulti- 
mately be  restricted  from  doing  everything  for 
your  patient  that  you  know  how  to  do,  it  is  edi- 
fying to  remember  that  it  has  not  been  very  long 
since  even  with  medicine’s  best  efforts  doctors 
couldn’t  do  much  for  their  patients  at  all.  That 
fostered  compassion  and  empathy.  How  are 
yours? 

J.B.T. 

To  the  Combat  Medic 

Regardless  of  similarities  of  one  individual  to 
another,  such  as  for  example  skin  color,  religious 
or  political  preferences,  hair  or  clothing  styles, 
education,  military  combat — the  list  could  go  on 
and  on — the  experiences  of  each  individual  are 
absolutely  unique.  So  embedded  are  they  in  the 
individual’s  psychic  makeup  that  even  when  two 


share  an  activity  side  by  side  their  experiencing 
of  it  may  be  so  different  that  one  listening  to  their 
recounting  of  it  might  wonder  if  they  had  been 
in  the  same  place  at  all.  Further,  failing  a timely 
recording  of  the  event,  memory  plays  us  false, 
and  one’s  perceptions  become  distorted  as  cer- 
tain details — usually  the  more  unpleasant  ones — 
fade,  and  others  are  enhanced,  so  that  even  a 
most  unpleasant  experience  may  become  trans- 
formed by  time  into  a pleasant  memory.  This  is 
particularly  true  of  wartime  experiences.  Or  so  it 
is  with  me. 

An  astute  observer,  likely  apocryphal,  re- 
marked colorfully  during  World  War  II  (or  may- 
be even  in  World  War  I,  or  earlier)  that  you 
should  give  your  heart  and  soul  to  God,  because 
your  ass  belonged  to  the  United  States  guv’mint. 
Though  the  realities  of  that  observation  were 
more  apparent  to  some  than  others,  depending 
on  the  lengths  required  to  protect  that  precious 
bit  of  government  property,  no  one  in  the  mili- 
tary, particularly  in  wartime,  would  deny  its  ac- 
curacy. To  make  matters  worse,  every  bit  of  gov- 
ernment property  that  went  overseas  was 
expendable,  albeit  some  things  were  more  ex- 
pendable than  others. 

In  a Veterans  Day  response  to  my  eulogy  of 
the  Flying  Fortress,  which  necessitated  eulogiz- 
ing those  who  flew  them,  Dr.  Waverly  Green  has 
written  a letter  that  everyone  should  read.  It  ap- 
pears below  in  our  Mail  Box.  Dr.  Green  was  in 
the  infantry  in  the  ETO  (he  has  corresponded 
previously  about  Thomas  Thetcher’s  tombstone 
in  Winchester,  Hants,  England)  and  correctly 
points  out  that  besides  the  air  corps  a lot  of  other 
people  had  a hand  in  winning  the  war.  You 
should  not  try  to  find  any  hidden  implications  in 
either  his  piece  or  mine.  We  were  both  simply 
writing  from  our  own  experiences. 

The  real  subject  of  Dr.  Green’s  letter,  though, 
is  one  dear  to  the  heart  of  any  combat  veteran — 
the  combat  medic.  Countless  individuals  are  vet- 
erans today  because  one  of  them  was  around,  and 
everyone  else  has  friends  who  are.  As  Dr.  Green 
observes,  those  heroes  are  generally  unsung.  Like 
the  interior  linemen  on  a football  team,  theirs  is 
not  a flashy  job,  but  try  getting  along  without 
them!  The  combat  medics  saved  a lot  of  that 
aforementioned  priceless  government  property  for 
future  use.  Much  of  it  is  still  around  in  the  hands, 
so  to  speak,  of  its  original  owners,  thanks  mostly 
to  them. 

In  war  you  cannot  always  be  sure  who  your 
friends  are.  Everyone  knows  stories  of  artillery 
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shelling  or  airplanes  bombing  or  strafing  their 
own  infantry,  or  of  patrols  being  wiped  out  by 
their  own  troops  where  one  or  the  other  became 
misplaced.  Anxious  soldiers  have  tossed  gre- 
nades into  foxholes  inhabited  by  their  own  bud- 
dies. You  will  therefore  sometimes  hear  from 
disgruntled  ex-doggies  that  “Our  artillery  was  al- 
ways shelling  us,”  or  “Our  fly-boys  were  always 
bombing  us.”  On  the  other  hand,  you  never  hear 
anything  but  good  about  the  medics.  Unfortu- 
nately, you  never  hear  much  at  all  about  them — 
in  fact,  almost  nothing. 

We  are  beholden  to  Dr.  Green  for  illuminat- 
ing the  memory  of  that  indispensable  and  largely 
unglorified  individual — the  combat  medic.  May 
we  never  need  to  see  his  likes  again! 

J.B.T. 


Combat  Medics 

To  the  Editor: 

Your  editorial  on  the  B-17  and  those  who  manned 
them  was  most  interesting  (/  Term  Med  Assoc  78:659- 
660,  1985).  I agree  that  the  8th  Air  Force  did  a great 
deal  towards  defeating  the  Germans. 

As  an  ex-infantryman  I do  not  hesitate  to  speak  of 
the  role  of  the  infantry  during  “The  War.”  The  same 
is  true  of  a member  of  the  armored  troops,  the  Navy, 
Marines,  and  the  Coast  Guard.  But  do  you  ever  hear 
plaudits  for  a most  magnificent,  courageous  and  dedi- 
cated group — the  combat  medical  soldiers,  or  “med- 
ics,” as  we  called  them?  These  fellows  performed  he- 
roic acts  with  little  or  no  recognition.  In  fact  they 
seemed  to  be  taken  for  granted. 

In  the  infantry  a medical  aid  man  was  assigned  to 
each  platoon  and  went  right  along  with  the  infantry- 
men when  they  went  into  action.  One  or  more  litter 
squads  was  assigned  to  a company.  They  transported 
the  wounded  by  hand  to  a jeep  that  usually  had  two 
litters  on  its  hood  and  one  or  more  litters  rigged  on 
the  jeep’s  body.  Walking  wounded  got  on  if  room  was 
available. 

In  this  manner  casualties  reached  the  battalion  aid 
station  where  the  battalion  surgeon  and  his  staff  often 
worked  beyond  limits  that  seemed  physically  impossi- 
ble. It  was  often  said  that  a physician  was  not  needed 
at  the  aid  station — that  he  only  practiced  glorified  first 
aid.  But  the  men  at  the  front  felt  better  knowing  that 
the  “Doc”  was  there  to  care  for  them. 


It  is  to  the  aid  men  and  litter  bearers  that  I want  to 
pay  special  tribute.  These  fellows  would  go  forth  to 
care  for  the  wounded  and  often  expose  themselves  to 
enemy  action  even  more  than  the  combat  troops.  Some 
of  the  enemy  respected  the  red  crosses  on  their  hel- 
mets and  sleeves,  but  others  did  not.  We  understood 
that  SS  Troopers  were  usually  about  when  our  medics 
were  fired  on. 

To  our  horror — we  saw  one  of  our  medics  shot  when 
he  was  not  even  in  the  area  where  the  actual  fighting 
was  going  on. 

But  never  were  the  medics  given  special  protection 
from  exploding  artillery  and  mortar  shells.  There  was 
no  discrimination  as  to  those  who  were  and  were  not 
hit  by  this  kind  of  fire. 

So  you  can  understand  that  casualties  among  the 
medics  were  high.  But  there  are  many  fellows  who 
made  it  back  because  of  the  medical  care  rendered  to 
them  in  combat. 

Our  mission  (the  combat  soldiers)  was  to  kill  and 
destroy.  The  medics’  mission  was  a much  more  noble 
one — to  save  lives  and  relieve  suffering. 

Waverly  S.  Green,  Jr.,  M.D. 

3-A  Doctors  Bldg. 

Bristol,  TN  37620 


Philip  C.  Elliott,  age  81.  Died  June  14,  1985.  Graduate 
of  University  of  Iowa  College  of  Medicine.  Member 
of  Nashville  Academy  of  Medicine. 

Preston  C.  McDow,  age  63.  Died  November  13,  1985. 
Graduate  of  Cornell  University  Medical  College. 
Member  of  Chattanooga-Hamilton  County  Medical 
Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Jack  Byrd,  M.D.,  Cleveland 
Robert  Doll,  M.D.,  Benton 
Marilyn  Leisy,  M.D.,  Cleveland 
Richard  Oberg,  M.D.,  Cleveland 

CARTER  COUNTY  MEDICAL  SOCIETY 

Brent  D.  Laing,  M.D.,  Elizabethton 

COFFEE  COUNTY  MEDICAL  SOCIETY 

John  A.  Anderson,  III,  M.D.,  Tullahoma 
James  Lindsay,  M.D.,  Tullahoma 
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Morris  Lovejoy,  M.D.,  Tullahoma 
Michael  McMullin,  M.D.,  Tullahoma 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

R.  Michael  Cobb , M.D.,  Jackson 
John  E.  Everett,  M.D.,  Jackson 
James  J.  Straub,  M.D.,  Jackson 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Allen  Christopher  Gooch,  M.D.,  Troy 

OVERTON  COUNTY  MEDICAL  SOCIETY 

Jim  Crow,  M.D.,  Livingston 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Albert  K.  Holmes,  M.D.,  Cookeville 
Karl  Klein,  M.D.,  Cookeville 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

Robert  J.  Dray,  M.D.,  Murfreesboro 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Lawrence  W.  Schmidt,  M.D.,  Johnson  City 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Seventeen  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
October  1985. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  recipi- 
ents will  be  published  as  they  are  received  from 
AMA. 

Richard  D.  Buchanan,  M.D.,  Nashville 
John  W.  Chambers,  M.D.,  Cleveland 
Thomas  M.  Crenshaw,  M.D.,  Humboldt 
Sik  M.  Fan,  M.D.,  Cordova 
Thomas  C.  Farrar,  M.D.,  Nashville 
William  E.  Foree,  Jr.,  M.D.,  Athens 
Thomas  C.  Gettelfinger,  M.D.,  Memphis 
Clarence  E.  Goulding,  III,  M.D., 

Johnson  City 

Charles  M.  Graeub,  Jr.,  M.D.,  Hixson 
Jeffrey  S.  Harris,  M.D.,  Nashville 
Frederick  T.  Horton,  Jr.,  M.D.,  Nashville 
Patrick  A.  Kelley,  M.D.,  Chattanooga 
Raymond  L.  Meneely,  M.D.,  Franklin 
Michael  J.  Odell,  M.D.,  Greeneville 
Ronald  S.  Roney,  M.D.,  Memphis 
Frank  W.  Stevens,  M.D.,  Nashville 
James  B.  Talmage,  M.D.,  Cookeville 


p«f/onal  new  / 


H.  R.  Anderson,  M.D.,  Nashville,  has  received  the 
Tennessee  Public  Health  Association’s  R.  H.  Hutche- 
son, Sr.,  M.D.  Award,  in  recognition  of  a dedicated 
career  in  the  field  of  public  health. 

Carson  E.  Taylor,  M.D.,  Lawrenceburg,  was  selected 
as  Family  Physician  of  the  Year  for  1985  by  the  Ten- 
nessee Academy  of  Family  Physicians. 

The  following  TMA  members  have  been  inducted  as 
Fellows  of  the  American  Academy  of  Family  Physi- 
cians: William  M.  Milam,  M.D.,  Tullahoma;  Wen  T. 
Shiao,  M.D.,  Nashville. 

The  following  TMA  members  have  been  certified  as 
Diplomates  of  the  American  Board  of  Family  Practice: 
Mohamed  F.  Ali,  M.D.,  Johnson  City;  John  A.  An- 
derson, III,  M.D.,  Tullahoma;  James  H.  Donnell,  M.D. 
Jackson. 


announcement/ 


March  3-7 
March  5-9 

March  8-14 

March  9-13 
March  9-13 

March  9-13 

March  13-16 
March  15-18 

March  15-19 

March  17-21 
March  20-22 

March  20-23 
March  22 
March  22-26 
March  23 


CALENDAR  OF  MEETINGS 
NATIONAL 

Society  of  Toxicology — Hyatt  Regency,  New 
Orleans 

American  Medical  Student. Association — 
Hyatt  Regency  Crystal  City,  Washington, 
D.C. 

International  Academy  of  Pathology,  United 
States-Canadian  Division — Hilton,  New  Or- 
leans 

American  College  of  Cardiology — Atlanta 
American  Society  of  Contemporary  Medi- 
cine and  Surgery — Diplomat  Hotel,  Holly- 
wood, Fla. 

American  Society  of  Contemporary  Oph- 
thalmology— Diplomat  Hotel,  Hollywood, 
Fla. 

Society  for  Adolescent  Medicine — Boston 
Southeastern  Surgical  Congress — Galt 
House,  Louisville 

Congress  of  the  International  Anesthesia 
Research  Society — Caesars  Palace,  Las  Ve- 
gas 

American  Society  of  Clinical  Hypnosis — 
Westin,  Seattle 

American  Society  for  Clinical  Pharmacology 
and  Therapeutics — Sheraton  Washington 
Hotel,  Washington,  D.C. 

American  Psychosomatic  Society — Hyatt 
Regency,  Baltimore 

Association  for  the  Advancement  of  Psy- 
choanalysis— Barbizon  Plaza,  New  York 
American  Academy  of  Allergy  and  Immu- 
nology— Hilton,  New  Orleans 
American  Association  of  Certified  Allerg- 
ists— Hilton,  New  Orleans 
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UNIVERSITY  OF  LOUISVILLE 


UNIVERSITY  OF  TENNESSEE 


Continuing  Education  Schedule 


March  1-2 
March  14 

March  23-28 

April  17-18 


Memphis 

Bone  and  Neurology  Radiology 
15th  Annual  Residents-Alumni  Day  (Oph- 
thalmology) 

19th  Annual  Review  Course  for  the  Family 
Physician 

State  Perinatal  Meeting 


For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office 
of  Continuing  Medical  Education,  University  of  Tennessee 
College  of  Medicine,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)  528-5547. 


EAST  TENNESSEE  STATE  UNIVERSITY 

Feb.  27  School  Health  VIII:  Communicating  with 

Families — Johnson  City 

For  information  contact  Sue  Hutchinson,  M.P.H.,  Pro- 
gram Coordinator,  Office  of  CME,  Quillen-Dishner  College 
of  Medicine,  Box  19660A,  Johnson  City,  TN  37614,  Tel.  (615) 
928-6426,  ext.  204. 


NASHVILLE  TRANSPLANT  PROGRAM 

April  17-18  Issues  in  Transplantation  1986 — Opryland 
Hotel,  Nashville.  Credit:  10.5  hours  AMA 
Category  1. 

For  information  contact  H.  Keith  Johnson,  M.D.,  Nash- 
ville Transplant  Program,  1600  Hayes  St.,  Nashville,  TN 
37203,  Tel.  (615)  327-3061. 


HCA  WEST  SIDE  HOSPITAL— NASHVILLE 
Gynecologic  Laser  Workshops 

Advanced  Gynecologic  Laser  Workshops  for  Surgical 
Lasers  Featuring  Endoscopic  and  Open  Abdominal  CO:  and 
Nd:YAG  Laser  Training  will  be  held  on  the  following  dates: 
Feb.  14-15,  April  11-12,  May  30-31,  Aug.  22-23,  Oct.  10-11, 
Dec.  12-13,  1986.  Credit:  18  hours  AMA  Category  1. 

For  information  contact  the  Women's  Health  Group  Re- 
search and  Education  Foundation,  2222  State  St.,  Nashville, 
TN  37203,  Tel.  (615)  321-3500. 


IN  SURROUNDING  STATES 


UNIVERSITY  OF  KENTUCKY 


Feb.  23-28 
April  11-12 

April  18-19 

May  18-23 
June  13-14 
Oct.  26-31 


17th  Family  Medicine  Review  (50  hours) 
Aggressive  Management  of  Diabetes  and 
Obesity  (11  hours) 

Contemporary  Pediatrics  for  the  Practicing 
Physician  (10  hours) 

17th  Family  Medicine  Review  (50  hours) 
Update  in  Ob/Gyn  (10  hours) 

17th  Family  Medicine  Review  (50  hours) 


For  information  contact  Office  of  Continuing  Education, 
UK  College  of  Medicine,  132  COM  Office  Bldg.,  Lexington, 
KY  40536,  Tel.  (606)  233-5161. 


April  4 Kareem  B.  Minhas  Memorial  Lectureship 

(Pediatrics) — Kosair-Children’s  Hospital, 
Louisville.  Credit:  1 hour  AMA  Category  1. 

For  information  contact  Debbie  James,  Department  of 
Pediatrics,  Kosair-Children’s  Hospital,  University  of  Louis- 
ville, Louisville,  KY  40292,  Tel.  (502)  562-8800.  ' 


OF  SPECIAL  INTEREST 


KNOXVILLE  ACADEMY  OF  MEDICINE 

Feb.  22-29  Annual  Knoxville  Academy  of  Medicine 
Educational  Ski  Trip — The  Charter  Resort, 
Beaver  Creek,  Colo. 

For  information  contact  the  Knoxville  Academy  of  Med- 
icine or  I.  Ray  King,  M.D.,  Suite  405,  200  Blount  Ave., 
Knoxville,  TN  37920,  Tel.  (615)  573-0031. 


AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE 

The  American  College  of  Preventive  Medicine  announces  the 
availability  of  this  continuing  medical  education  course: 

Title:  Prevention  of  Motor  Vehicle  Trauma 
Credit:  1 to  2 hours  AMA  Category  1 
Fee:  Materials  provided  free  of  charge 

For  information  contact  American  College  of  Preventive 
Medicine,  1015  15th  St.,  N.W.,  Suite  403,  Washington,  DC 
20005,  Tel.  (202)  789-0003. 


PRACTICE  OPPORTUNITIES 

The  Tennessee  Physician  Placement  Service  acts 
as  a clearinghouse  for  private  practice  physicians 
seeking  a Tennessee  community  in  which  to  establish 
a practice,  whether  solo,  partnership,  group  or  salar- 
ied position  is  your  preference.  This  is  accomplished 
by  allowing  physicians  seeking  associates  and  com- 
munities seeking  a physician  to  list  their  opportunity. 
We  then  disseminate  this  information  to  inquiring  phy- 
sicians. Our  service  also  assists  physicians  interested 
in  public  health,  mental  health  or  physicians  with  a 
National  Health  Service  Corps  obligation.  There  is  no 
charge  for  this  service. 

For  further  information,  please  contact: 
Physician  Placement  Service 
Tennessee  Department  of  Health  and  Environment 
100  9th  Avenue  North 
Nashville,  Tennessee  37219 
(615)  741-7308 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

September  24, 1985 


Members  Present:  I.  Lee  Arnold,  M.D. 

Duane  C.  Budd,  M.D. 

John  H.  Burkhart,  M.D., 
President 

Howard  R.  Foreman,  M.D., 
Secretary 

Alvin  J.  Ingram,  M.D. 
Members  Absent:  None 


Others  Present:  Sherryl  Midgett, 

Assistant  Commissioner 
Ray  C.  Hall,  Director, 
Health  Related  Boards 
Patricia  Newton,  Attorney 
Rudy  Trudell,  Attorney 
Marvelene  Corcoran, 
Administrative  Assistant 


The  meeting  was  called  to  order  at  8:30  AM  by  Dr. 
John  Burkhart,  president,  at  the  Legislative  Plaza  in 
Nashville. 

Minutes  of  the  July  23,  1985  meeting  were  ap- 
proved with  a note  that  the  word  “medicate”  on  line 
three  of  the  last  paragraph  on  page  two  should  read 
“medical.”  Reciprocity  applications  of  Drs.  Ernest  A. 
Bell,  Jr.  and  Vinu  A.  Patel  were  unanimously  ap- 
proved. The  Board  authorized  Dr.  Howard  Foreman 
to  approve  the  reciprocity  license  request  of  Dr.  Rufus 
T.  Boggs,  subject  to  receipt  of  a letter  from  the  chief 
of  his  training  program  confirming  that  Dr.  Boggs’ 
performance  during  the  program  was  satisfactory. 

Dr.  George  P.  Jones  was  approved  to  have  his  Ten- 
nessee medical  license  reactivated. 

The  reinstatement  request  of  Dr.  Friedrick  E.  Stoll 
was  denied  at  the  present  time  because  he  stated  that 
he  had  no  intention  of  actually  practicing  in  Tennessee 
but  desired  a Tennessee  license  for  the  purpose  of  oc- 
casional visits  to  Tennessee  for  locum  tenens.  The 
Board  will  be  happy  to  reconsider  the  application  if 
and  when  Dr.  Stoll  intends  to  practice  in  Tennessee. 

Dr.  Rafael  Conte,  a medical  graduate  of  Centro  de 
Estudios  Technicos  (CETEC  University),  had  applied 
for  authorization  to  sit  for  the  FLEX  examination.  The 
Board  voted  unanimously  to  deny  the  request  at  the 
present  time  but  advised  Dr.  Conte  that  he  might 
reapply  upon  completion  of  the  training  program  in 
which  he  is  currently  enrolled. 

The  FLEX  examination  application  of  Dr.  Jack  R. 
Grimes  was  unanimously  denied.  Dr.  Grimes  gradu- 
ated from  the  Universida  del  Noreste  located  at  Tam- 
pico, Mexico.  The  Board  was  not  satisfied  that  the 
quality  of  medical  education  received  was  acceptable 
I 
I 


and  Dr.  Grimes  was  advised  that  he  has  the  right  to 
request  a contested  case  hearing. 

Assistant  Commissioner  Sherryl  Midgett  reported 
that  plans  for  expansion  of  the  Medical  Board  office 
are  progressing  quite  well.  She  also  informed  the  Board 
that  an  additional  secretarial  position  has  been  estab- 
lished and  efforts  are  continuing  to  fill  the  position. 

Jack  Fosbinder,  Tennessee  Medical  Association 
representative,  addressed  the  Board  in  reference  to 
X-ray  operators.  He  agreed  to  provide  written  sugges- 
tions and  recommendations  expressing  the  position  of 
the  TMA  regarding  the  certification  of  x-ray  operators 
in  physicians’  offices. 

Physician  Assistants.  Health  Related  Boards  Direc- 
tor Ray  Hall  advised  that  the  Governor  has  appointed 
a Committee  on  Physician  Assistants.  Committee 
members  are:  Gary  C.  Johnson,  Donald  E.  Young, 
Kim  D.  Dees,  Anthony  P.  Massaro,  and  Mark  J.  Scott. 
Mr.  Hall  suggested  that  PA  committee  members  might 
wish  to  arrange  a “workshop”  type  meeting  before 
formally  meeting  with  the  Board  of  Medical  Exam- 
iners. He  related  that  a sign-in  register  had  been  pro- 
vided for  persons  in  the  audience  who  wished  to  ad- 
dress the  Board  in  reference  to  Physician  Assistants. 
Gary  C.  Johnson,  PA  director  at  Trevecca  Nazarene 
College,  presented  a background  history  of  the  physi- 
cian assistant  as  well  as  detailed  curriculum  and  re- 
quirements information.  Other  speakers  included  Don 
Black;  Dr.  C.  C.  Woodcock,  Dr.  Paul  Alexander,  Dr. 
Hector  Howard,  Attorney  Penny  Harrington,  Cathy 
Taylor,  Jay  Milam,  and  Stan  Roberts. 

An  agreed  order  proposal  was  offered  to  the  Board 
whereby  Dr.  I.  W.  Howell  voluntarily  surrendered  his 
Tennessee  medical  license  on  Sept.  12,  1985.  Dr. 
Howell’s  personal  physician,  Dr.  Walter  P.  Griffey,  Jr., 
stated  by  way  of  an  affidavit  that  Dr.  Howell’s  physi- 
cal condition  renders  him  disabled  to  practice  medi- 
cine and  that  the  prognosis  is  poor  that  the  condition 
will  ever  improve.  By  unanimous  vote,  the  Board  ac- 
cepted the  agreed  order  for  voluntary  license  surren- 
der and  retired  the  charges  against  Dr.  Howell  with 
the  stipulation  that  he  not  reapply  for  licensure  unless 
his  attending  physician  certifies  that  he  is  physically 
and  mentally  able  to  practice  medicine. 

Dr.  Gary  B.  Bryant  was  charged  with  and  admitted 
to  having  been  found  guilty  in  the  Circuit  Court  of 
Benton  County,  Tenn.,  of  three  counts  of  dispensing 
controlled  substances  not  in  good  faith  to  relieve  pain 
and  suffering  and  not  to  cure  a physical  infirmity  or 
disease.  He  was  further  charged  with  personally  mis- 
using drugs  in  such  a manner  as  to  adversely  affect  his 
ability  to  practice  medicine  and  of  prescribing  various 
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drugs  not  in  the  course  of  professional  practice.  The 
Board  unanimously  found  Dr.  Bryant  guilty  of  the 
charges  and  directed  that  the  following  actions  be  tak- 
en: (1)  license  is  suspended  for  five  years  and  must 
reapply  for  reinstatement;  (2)  must  have  TMA  Im- 
paired Physician  advocacy;  (3)  must  receive  additional 
continuing  medical  education  approved  by  the  Con- 
sultant Board  member;  and  (4)  DEA  certificate  shall 
be  surrendered  and  reapplication  not  made  without 
prior  Board  approval. 

The  medical  license  of  Dr.  Robert  M.  Hunt  was 
summarily  suspended  on  May  21,  1985  as  a result  of 
the  Board's  conclusion  that  he  had  dispensed,  pre- 
scribed. or  otherwise  distributed  controlled  substances 
to  himself  not  in  the  course  of  professional  practice, 
or  not  in  good  faith  to  relieve  pain  and  suffering,  or 
not  to  cure  an  ailment,  physical  infirmity  or  disease. 
Dr.  Hunt  had  become  physically  dependent  on  con- 
trolled substances  and  was  receiving  medical  treatment 
for  addiction.  Dr.  David  Dodd,  medical  director  of  the 
TMA  Impaired  Physician  Program,  advised  that  Dr. 
Hunt  signed  a 20  month  contract  on  Jan.  31,  1985  and 
has  regularly  attended  all  mandated  meetings.  Dr. 
Dodd  expressed  full  support  for  the  lifting  of  suspen- 
sion of  Dr.  Hunt’s  license.  Dr.  Duane  Budd  moved 
that  the  request  be  denied  and  a full  hearing  be  sched- 
uled but  the  motion  died  due  to  lack  of  a second.  Dr. 
Lee  Arnold  made  a motion  that  the  suspension  of  Dr. 
Hunt’s  license  be  lifted  with  license  placed  on  proba- 
tion for  a period  of  five  years;  that  he  remain  under 
contract,  supervision,  and  advocacy  of  the  TMA  Im- 
paired Physician  Program  for  five  years  with  license 
automatically  suspended  if  TMA  endorsement  re- 
scinded; and  duplicates  of  all  scheduled  prescriptions 
must  be  maintained.  Dr.  Ingram  seconded  the  motion 
which  passed  with  all  members  voting  in  favor  except 
for  Dr.  Budd  who  voted  against  the  motion  and  rei- 
terated his  concern  of  the  Board's  action  without  hav- 
ing held  a detailed  hearing. 

At  a meeting  held  on  July  31,  1984,  Dr.  Jerry  Slay 
admitted  to  the  charges  that  he  had  personally  used 
drugs  in  such  a manner  as  to  potentially  adversely  af- 
fect his  ability  to  practice  medicine.  The  Board  or- 
dered Dr.  Slay  to  continue  participation  in  the  TMA 
Impaired  Physician  Program  and  to  comply  with  all 
conditions  of  its  after-care  contract.  On  Feb.  20,  1985. 
Dr.  Slay  was  charged  with  violations  of  his  license  re- 
strictions and  reinstituting  the  habit  of  ingesting  intox- 
icants. narcotics  or  controlled  substances.  By  consent 
agreement,  Dr.  Slay’s  license  was  suspended  indefi- 
nitely with  the  directive  that  he  not  reapply  for  a pe- 
riod of  at  least  six  months.  Dr.  David  Dodd  spoke  on 
Dr.  Slay’s  behalf  and  assured  the  Board  that  Dr.  Slay 
is  in  compliance  with  the  TMA  Impaired  Physician 
Program  mandates  and  has  signed  another  contract  with 
them.  Following  much  discussion,  the  Board  voted 
unanimously  to  reinstate  Dr.  Slay’s  license  with  the 
following  stipulations:  (1)  license  is  on  probation  for  a 


period  of  five  years;  (2)  TMA  Impaired  Physician  con- 
tract must  be  maintained  and  fulfilled  for  five  years 
with  periodic  reports  forwarded  to  Board  office;  (3)  no 
DEA  certificate  is  permitted  for  three  years  and  then 
must  reapply;  and  (4)  license  is  automatically  revoked 
upon  violation  of  restrictions. 

Dr.  H.  B.  Moore  was  charged  with  various  viola- 
tions pertaining  to  dispensing,  prescribing,  or  other- 
wise distributing  controlled  substances  or  other  drugs 
not  in  the  course  of  professional  practice,  or  not  in 
good  faith  to  relieve  pain  and  suffering  or  not  to  cure 
an  ailment,  physical  infirmity  or  disease.  Dr.  Moore 
offered  to  voluntarily  surrender  his  DEA  certificate. 
The  Board  voted  unanimously  to  accept  the  DEA  cer- 
tificate surrender. 

X-ray  Operators.  Diane  George  and  Neta  Mc- 
Knight,  Tennessee  Society  of  Radiological  Technolo- 
gists, expressed  concern  that,  to  date,  no  procedure 
has  been  established  for  State  certification  testing  of 
x-ray  operators  nor  have  any  training  programs  been 
approved  by  the  Board.  A discussion  of  the  matter 
resulted  in  agreement  that  a Board  member  would  act 
as  consultant  in  approving  or  disapproving  any  sub- 
mitted training  programs  using  the  previously  estab- 
lished criteria  as  a guideline.  The  Board  voted  to  es- 
tablish test  fee  of  $50  with  the  amount  of  $25  to  be 
application  fee  and  non-refundable. 

Dr.  Wendell  Thrower  was  charged  with  engaging  in 
the  practice  of  medicine  when  mentally  or  physically 
unable  to  safely  do  so.  State  Attorney  Patricia  Newton 
advised  that  Dr.  Thrower  is  apparently  a manic  de- 
pressive and  is  presently  in  treatment  for  the  condi- 
tion. A proposed  consent  agreement  directed  that  (1) 
Dr.  Thrower  submit  to  a psychiatric  examination  by 
Dr.  Otto  Billig  and  authorize  release  of  examination 
results  to  the  Board:  (2)  no  surgery  be  performed  by 
Dr.  Thrower  until  patient  has  been  seen  by  and  ap- 
proved for  such  surgery7  by  another  surgeon,  and  (3) 
that  Dr.  Thrower  not  begin  any  surgery  without  first 
being  personally  checked  out  on  day  of  surgery  and 
approved  by  another  surgeon  as  being  mentally  and 
physically  fit  to  operate.  The  Board  voted  unanimous- 
ly to  accept  the  proposed  consent  agreement. 

Charges  against  Dr.  Michael  Perkins  included  ha- 
bitual intoxication  or  personal  misuse  of  drugs  or  use 
of  intoxicating  liquors,  narcotics,  controlled  sub- 
stances, or  other  drugs  or  stimulants  in  such  manner 
as  to  adversely  affect  his  ability  to  practice  medicine 
and  engaging  in  the  practice  of  medicine  when  men- 
tally or  physically  unable  to  safely  do  so.  By  unani- 
mous vote,  the  Board  agreed  to  accept  a proposed 
consent  agreement  whereby  Dr.  Perkins  would  have  a 
psychiatric  examination  by  three  physicians,  one  of 
w:hom  must  be  a psychiatrist.  The  physicians  shall  re- 
port their  findings  to  the  Board,  for  the  Board  to  take 
such  further  action  as  necessary. 

The  meeting  adjourned  at  5:00  PM.  /~  ^ 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

September  25,  1985 


Members  Present:  I.  Lee  Arnold,  M.D. 

Duane  C.  Budd,  M.D. 

John  H.  Burkhart,  M.D., 
President 

Howard  R.  Foreman,  M.D., 
Secretary 

Members  Absent:  Alvin  J.  Ingram,  M.D. 


Others  Present  Ray  C.  Hall,  Director, 

Health  Related  Boards 
Patricia  Newton,  Attorney 
Frank  Scanlan,  Attorney 
Marvelene  Corcoran, 
Administrative  Assistant 


The  meeting  was  called  to  order  at  8:00  AM  by  Dr. 
John  H.  Burkhart,  president,  at  the  Legislative  Plaza 
in  Nashville. 

X-ray  Operators.  A curriculum  training  program  for 
a certificate  limited  to  chest  and  extremity  radiography 
submitted  by  LaVerne  T.  Gurley  was  approved.  The 
Board  also  approved  the  American  Registry  of  Ra- 
diological Technologists  examination. 

The  FLEX  examination  application  of  Dr.  Stephan- 
ie A.  Skolik  who  is  dyslexic  was  approved.  The  Board 
voted  unanimously  to  direct  that  no  disciplinary  inves- 
tigations be  held  in  abeyance  unless  by  court  order. 


Dr.  Winston  H.  Worthington  requested  that  the  re- 
strictions previously  placed  upon  his  medical  license 
be  removed  and  all  restrictions  were  lifted  by  unani- 
mous Board  vote. 

Dr.  Horace  Elmore  appeared  before  the  Board  and 
offered  to  surrender  his  Tennessee  medical  license 
within  30  days  and  agreed  not  to  use  his  DEA  privi- 
leges during  the  30  days  he  was  allowed  to  close  out 
his  practice.  The  Board  accepted  Dr.  Elmore’s  offer. 

Attorney  Patricia  Newton  advised  the  Board  that 
its  proposed  Advertising  Rules  and  Regulations  have 
been  in  the  Attorney  General’s  office  since  October  of 
1984  and  expressed  concern  about  what  appears  to  be 
some  deceptive  and  misleading  advertising.  The  Board 
asked  that  Ms.  Newton  draft  a letter  to  the  Attorney 
General’s  office  for  Dr.  Foreman’s  signature. 

Vanderbilt  University  had  sent  a letter  to  the  Board 
office  requesting  a listing  of  newly  licensed  physicians 
in  Tennessee  for  the  purpose  of  offering  free  training 
to  them.  The  Board  felt  that  it  would  be  inappropriate 
to  forward  such  a list  and  voted  to  deny  the  request. 

A meeting  date  of  Oct.  30,  1985  was  established. 

Board  members  volunteering  to  serve  as  Chief 
Proctors  for  the  Dec.  3-5,  1985,  FLEX  examination 
were:  Dec.  3 — Dr.  John  Burkhart;  Dec.  4 — Dr.  Duane 
Budd;  Dec.  5 — Dr.  I.  Lee  Arnold. 

The  meeting  adjourned.  r V7 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Laparoscopic  Tubal  Ligation 
Under  Local  Anesthesia 

DANIEL  MASSOUDA,  M.D.  and  DAVID  MURAM,  M.D. 


Introduction 

Voluntary  surgical  sterilization  has  become  a 
popular  and  well-established  contraceptive  choice, 
providing  effective  protection  against  pregnancy 
for  couples  desiring  no  more  children.  It  offers 
many  advantages  over  other  methods  of  contra- 
ception since  it  is  a once  only  procedure  and  thus 
requires  neither  sustained  motivation  for  the  user 
nor  the  need  for  or  expense  of  continued  contra- 
ceptive supplies. 

Female  sterilization  usually  entails  the  inter- 
ruption of  the  oviduct  by  one  means  or  another. 
In  recent  years,  the  elective  interval  laparoscopic 
sterilization  has  become  an  outpatient  proce- 
dure, although  for  convenience  or  personal  rea- 
sons an  occasional  woman  may  remain  in  the 
hospital  overnight;  longer  hospital  stays  are  like- 
ly for  medical  reasons.  The  procedure  is  best  car- 
ried out  by  a trained  obstetrician/gynecologist  in 
an  adequate  facility,  because  although  complica- 
tions are  uncommon,  when  they  do  occur,  they 
may  be  serious  and  require  intervention  by  an 
experienced  surgeon.  Sterilization  can  be  carried 
out  under  either  a local  or  general  anesthetic,  and 
women  can  be  discharged  home  with  relatively 


From  the  Department  of  Obstetrics  and  Gynecology,  University 
of  Tennessee  College  of  Medicine,  Memphis. 

Reprint  requests  to  Department  of  Obstetrics  and  Gynecology, 
UT  College  of  Medicine,  800  Madison  Ave.,  Memphis,  TN  38163  (Dr. 
Massouda). 


minor  postoperative  symptoms  the  same  day  the 
surgery  is  performed. 

Recent  interest  in  health  care  costs  mandates 
that  physicians  take  a new  look  at  surgical  steri- 
lization and  try  to  reduce  the  cost  involved. 
Achieving  this  will  require  organizing  an  inex- 
pensive procedure  in  which  safety  will  not  be 
compromised. 

Materials  and  Methods 

Two  hundred  seventy-five  laparoscopic  tubal 
ligations  were  performed  from  May  1983  to  June 
1985  in  the  outpatient  department  of  Memphis 
Planned  Parenthood  under  local  anesthesia  with 
a minimal  supplement  consisting  of  nalbuphine 
(Nubain)  20  to  40  mg  and  droperidol  (Inapsine) 
1.25  to  2.5  mg,  or  fentanyl  0.1  to  0.25  mg  and 
droperidol  1.25  to  2.5  mg;  occasionally  nitrous 
oxide  inhalation  was  also  used.  This  procedure 
was  found  to  be  safe  and  to  cause  minimal  dis- 
comfort to  the  patient. 

The  Set  Up 

Basic  requirements  are  an  appropriately 
equipped  operating  room  that  is  able  to  manage 
an  acute  emergency,  with  a certified  registered 
nurse  anesthetist  (CRNA)  present,  and  a backup 
hospital  nearby.  Special  procedures  for  handling 
emergencies  need  to  be  developed  and  practiced 
by  the  staff.  In  the  Memphis  facility,  all  emer- 
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gencies  are  transferred  to  the  Regional  Medical 
Center. 

In  order  to  reduce  the  likelihood  of  such 
emergencies,  one  must  try  to  exclude  patients 
who  are  at  higher  risk  of  developing  intraopera- 
tive complications.  Any  patient  with  previous  ab- 
dominal surgery  (other  than  cesarean  section),  a 
history  of  pelvic  inflammatory  disease,  or  serious 
medical  problems  is  considered  a high-risk  pa- 
tient and  should  not  be  scheduled  for  surgery  in 
such  a facility.  The  patient  must  be  advised  and 
counseled  prior  to  surgery  about  the  procedure, 
the  lack  of  general  anesthesia,  and  the  possible 
need,  in  case  of  emergency,  to  be  transferred  to 
a hospital.  Such  counseling  can  be  enhanced  by 
a movie  presentation  detailing  the  procedure.  If 
following  counseling  the  patient  is  anxious  or 
would  prefer  to  be  asleep  during  the  procedure, 
she  should  then  be  referred  to  another  facility. 

The  surgeon  now  obtains  a detailed  medical 
history  and  examines  the  patient.  The  pelvic 
evaluation  includes  endocervical  smear  for  cytol- 
ogy and  cultures  for  Neisseria  gonorrhoeae.  A 
pregnancy  test  is  performed  as  part  of  this  rou- 
tine evaluation.  Only  patients  with  normal  find- 
ings on  pelvic  examination  are  considered  suita- 
ble candidates. 

Finally,  patients  are  given  written  material 
concerning  the  surgery,  with  instructions  they  are 
to  follow  before  being  admitted  to  the  outpatient 
surgical  unit. 

Procedure 

The  patient  is  taken  to  a holding  room  where 
an  intravenous  infusion  of  lactated  Ringer’s  so- 
lution is  started  by  a CRNA.  If  the  patient  is 
anxious,  she  is  given  either  droperidol  1.25  to  2.5 
mg  or  diazepam  (Valium)  2.5  to  5 mg  intrave- 
nously; she  then  walks  to  the  operating  room, 
where  nalbuphine  or  fentanyl  is  given  intrave- 
nously by  the  nurse  anesthetist,  and  she  is  pre- 
pared for  surgery.  Two  percent  chloroprocaine 
(Nesacaine)  is  injected  beneath  the  umbilicus  in 
a fan-like  fashion  at  the  site  where  the  trocar  is 
to  be  inserted.  Laparoscopic  sterilization  is  then 


performed  through  a small  intraumbilical  inci- 
sion. Prior  to  the  application  of  the  fallop  ring, 
2.5  cc  of  chloroprocaine  is  sprayed  over  each 
tube,  which  is  then  telescoped  into  the  applica- 
tor. The  tubes  are  then  inspected  again  to  con- 
firm satisfactory  application  of  the  rings.  The 
carbon  dioxide  is  allowed  to  escape  from  the  ab- 
domen and  the  incision  is  closed  with  000  Dexon 
subcuticular  sutures.  The  patient  is  helped  to  the 
recovery  room,  and  is  discharged  about  two  hours 
after  the  procedure  with  a prescription  for  ap- 
propriate analgesics. 

Results 

Minor  side  effects  occurred  in  23  patients, 
nausea  being  the  most  common  (20  patients). 
Vomiting  occurred  in  two  patients  while  the  re- 
maining patient  had  a wound  infection.  There 
were  no  surgical  complications.  Two  pregnancies 
were  reported,  one  in  a patient  who  was  early  in 
her  pregnancy  at  the  time  of  tubal  ligation,  even 
though  a pregnancy  test  was  reported  as  negative 
two  days  before  the  procedure.  This  patient  had 
an  elective  termination  of  the  pregnancy,  and 
subsequent  hysterosalpingogram  revealed  the 
fallopian  tubes  to  be  occluded.  The  other  preg- 
nancy appears  to  have  been  a procedure  failure; 
the  patient  decided  to  continue  with  her  preg- 
nancy, and  was  lost  to  follow-up. 

Conclusions 

This  facility  is  providing  the  community  with 
a safe  sterilization  program,  with  significant  sav- 
ings to  the  patients.  The  cost  for  the  procedure 
on  a day  care  basis,  without  hospitalization  but 
using  general  anesthesia,  ranges  in  area  hospitals 
between  $1,150  and  $1,469,  as  compared  with  a 
$450  charge  by  Planned  Parenthood  of  Memphis 
for  the  program  described. 

We  must  note  that  patient  selection  is  crucial 
for  the  safety  and  success  of  such  a program.  The 
surgeon  must  be  an  experienced  laparoscopist  and 
familiar  with  the  techniques  used  for  local  anes- 
thesia. In  addition,  a backup  facility  must  be 
readily  available.  Only  with  these  safeguards 
should  such  a program  as  this  be  instituted. 
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Promoting  Positive  Outcomes 
Through  Geriatric  Units 

Statistical  Profile  of  the  First  100  Patients 


JAMES  A.  GREENE,  M.D.  and  WOODY  JOHNSON,  CMSW 


The  medical  and  psychological  problems  of  the 
elderly  have  become  increasingly  visible  and  of 
significant  concern  during  the  past  decade.  The 
National  Institutes  of  Health  estimates  that  three 
out  of  four  persons  aged  65  and  over  have  at  least 
one  medical  problem.  These  illnesses  may  affect 
the  aging  persons  to  the  point  that  they  become 
dependent  on  others.  When  these  factors  are  not 
addressed  with  a holistic  approach,  many  pa- 
tients may  remain  untreated  and  may  go  to  nurs- 
ing homes  or  other  institutions,  whereas  with 
proper  diagnosis  and  treatment  many  of  them 
might  be  able  to  regain  much  of  their  independ- 
ence. 

Since  the  completion  of  this  study  in  1980, 
many  others  have  been  reported.17  The  evidence 
from  these  studies  supports  the  conclusions  that 
a specialized  geriatric  unit  promotes  more  posi- 
tive outcomes  for  geriatric  patients  in  medical, 
psychological,  and  social  perspectives.  The  pres- 
ent paper  will  review  the  statistical  profile  of  the 
first  100  patients  admitted  to  a geriatric  unit  in 
1978-79  at  the  James  A.  Haley  VA  Hospital. 

The  Geriatric  Unit 

The  geriatric  psychiatry  program  at  the  James 
A.  Haley  VA  Hospital  was  established  in  July 
1978  with  the  development  of  a 12-bed  geriatric 
psychiatry  treatment  unit  co-located  on  a psychi- 
atric rehabilitation  unit.  Because  of  the  increas- 
ing need  for  physicians  with  special  training  in 
geriatrics  and  the  need  for  special  treatment  pro- 
grams, the  goals  of  this  program  were  to  provide 


From  the  Health  and  Creative  Aging  Clinic.  Knoxville. 

Reprint  requests  to  708  Blount  Professional  Bldg.,  Knoxville,  TN 
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treatment  for  elderly  retirants  suffering  from 
psychiatric  disorders,  involve  training  opportuni- 
ties in  geropsychiatry  and  develop  research  in  this 
area. 

Many  if  not  most  of  these  individuals  had  at 
least  one  medical  illness  in  addition  to  their  psy- 
chiatric disorder  and  socioeconomic  needs.  The 
program  was  designed  to  address  each  of  these 
needs  and  was  delivered  by  an  interdisciplinary 
team  supervised  by  the  associate  chief  of  geriat- 
ric psychiatry.  The  team  further  consisted  of  a 
registered  nurse,  nursing  assistant,  and  geriatric 
fellows,  assisted  by  the  nursing  staff  of  the  unit. 
A chaplain,  occupational  therapist,  social  work- 
er, dietician,  and  medical  resident  were  assigned 
to  the  program  by  their  respective  services. 

Multiple  treatment  methods  were  used,  in- 
cluding psychopharmacology,  individual  and 
family  group  therapy,  corrective  therapy,  recre- 
ation, and  social  skills  training.  Emphasis  was  on 
group  activities,  and  group  therapy  was  tailored 
to  meet  the  abilities  of  the  members  to  tolerate 
the  group  experience.  For  patients  who  required 
slower  paced  interactions,  groups  of  two  or  three 
were  utilized,  whereas  for  others,  larger  groups 
were  formed  which  had  to  be  more  highly  struc- 
tured. Insight  uncovering  therapy  was  not  at- 
tempted routinely  but  was  used  when  indicated. 
Field  trips  to  local  parks,  museums,  shopping 
malls,  and  libraries  were  regularly  scheduled. 

Walking  rounds  were  held  daily  for  all  pa- 
tients on  the  unit;  Wednesday  morning  more  de- 
tailed and  intensive  walking  rounds  concentrated 
upon  the  geriatric  population  only  and  were  at- 
tended by  all  of  the  involved  staff  in  addition  to 
the  chief  of  geriatric  medicine. 

Trainees  were  geriatric  psychiatry  fellows, 
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psychiatrists  who  had  completed  their  residencies 
and  were  in  effect  serving  a PGY-V  geriatric  psy- 
chiatry tract;  two  were  allocated  to  the  program. 
They  participated  in  the  VA  Mental  Health  Clin- 
ic and  University  of  South  Florida  College  of 
Medicine  Medical  Clinics,  as  well  as  the  inpa- 
tient program. 

Admissions 

Admissions  to  the  inpatient  geriatric  program 
were  by  transfer  from  the  general  psychiatric  ad- 
missions unit,  day  hospital,  day  treatment  cen- 
ter, or  medical-surgical  units  through  the  geriat- 
ric psychiatric  consultation  and  liaison  program. 
Direct  admissions  were  accomplished  through  the 
ambulatory  care  of  the  Geriatric  Mental  Health 
Clinic.  All  prospective  admissions  or  transfers 
were  screened  by  a member  of  the  geriatric  psy- 
chiatry team  who  rotated  alternately  for  this  duty. 

Criteria  for  admission  were  age  60  years  or 
older,  an  identifiable  psychiatric  condition,  a 
previous  admission  for  a psychiatric  condition, 
medically  stable,  ambulatory  (wheelchair  accept- 
able), and  residence  within  a 20-mile  radius  of 
the  Tampa  VA  Hospital  or  physically  accessible 
to  the  Orlando  (Fla.)  VA  Outpatient  Clinic. 

There  were  no  restrictions  as  to  non-service 
connected  status. 

Method 

A complete  medical  and  psychiatric  history  was 
taken  from  each  patient,  followed  by  a psychiat- 
ric and  physical  examination,  standard  labora- 
tory tests,  and  the  SPMSQ  (Appendix  A)  and 
the  SPES  (Appendix  B)8 — all  within  24  to  48 
hours. 

All  diagnoses  were  made  on  the  basis  of  the 
clinical  information  gathered  from  the  patient’s 


TABLE  1 

DEMOGRAPHIC  DATA 


Race 

Sex 

Marital 

Status 

Compensation 

Status 

White 

94 

Male  94 

Single  19 

Service 

Black 

3 

Female  6 

Married  61 

connected  32 

Hispanic 

3 

Divorced  17 

Non-service 

Widowed  3 

connected  78 

100% 

100% 

100% 

100' 

78 


data  base — patient’s  assessment  in  areas  of  social 
function,  economic  resources,  mental  health, 
physical  health,  self-care  capacity,  and  psycho- 
social stress.  All  diagnostic  classification  adhered 
to  standard  DSM-III  criteria. 

Results 

The  mean  age  of  the  100  patients  was  60.6 
years,  with  the  youngest  being  52  years  and  the 
oldest  87.  The  educational  mean  was  11.8  years 
of  school;  the  least  educated  patient  had  a third 
grade  education  and  the  most  educated  patient 
18  years.  Ninety-four  percent  of  the  patients  were 
white  and  94%  male.  Sixty-one  percent  were 
married  and  78%  of  their  disease  was  non-serv- 
ice connected  (Table  1). 

Eighty-six  discharge  diagnoses  were  complet- 
ed, of  which  a full  55%  were  found  to  be  an  af- 
fective disturbance  such  as  depression  (39%),  bi- 
polar depression  (8%),  hypochondriasis  (3%), 
paranoia  (3%),  and  involutional  (1%).  Only  26% 
were  found  to  have  an  organic  basis  (Table  2). 
This  finding  was  significant  because  the  symp- 
toms of  affective  disorders  can  mimic  the  symp- 
toms associated  with  OMD,  an  effect  well  estab- 
lished in  recent  literature.913 

Forty-six  percent  of  the  patients  had  been  hos- 
pitalized previously  for  psychiatric  needs.  A ma- 
jority had  abnormal  findings  in  both  their  chest 
x-ray  (60%)  and  other  laboratory  results  (55%), 
and  65%  had  major  medical  problems  that  re- 
quired treatment. 

Electrocardiographic  procedures  were  per- 
formed within  a few  days  of  admission;  72%  were 
abnormal  (Table  3). 

Cognitive  and  affective  testing  were  per- 


TABLE  2 

DIAGNOSTIC  DISTRIBUTION 


Discharge  Diagnosis 

Frequency 

(N  = 86) 

No. 

% 

Affective  disorder — unipolar  depression 

32 

39 

Affective  disorder — bipolar  depression 

7 

8 

Organic  mental  disorder 

15 

18 

Personality  disorder 

7 

8 

Schizophrenia  or  other  unspecified  disorder 

8 

9 

Hypochondriasis 

3 

3 

Paranoia 

3 

3 

Situational  disturbance 

2 

2 

Involutional 

1 

1 

Other  diagnoses* 

8 

9 

’“Other  diagnoses"  included  a wide  variety  of  disorders  such  as  alcohol  abuse, 
drug  dependence,  toxic  states,  or  psychiatric  disorders  due  to  medical  compli- 
cations. 
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TABLE  3 

FREQUENCY  OF  ECG  ABNORMALITIES 


ECG  Findings 

No. 

% 

Normal 

20 

28 

Atrial  arrhythmia 

5 

7 

Conduction  disturbance 

9 

12 

Old  myocardial  infarction 

18 

24 

Left  axis  deviation 

7 

9 

Nonspecific  ST-T  wave  abnormalities 

6 

8 

Left  ventricular  hypertrophy 

3 

4 

Right  axis  deviation 

2 

3 

Left  bundle  block 

4 

5 

formed  within  a few  days  of  admission  and  near 
the  patient’s  anticipated  discharge.  The  average 
number  of  errors  scored  on  the  cognitive  evalu- 
ation (SPMSQ)  decreased  from  3.6  to  1.0,  and 
the  average  number  of  positive  responses  indi- 
cating affective  disfunctioning  (SPES)  was  re- 
duced from  5.9  to  2.4. 

The  status  of  the  patient’s  living  arrangements 
before  admission  and  after  discharge  were  re- 
corded, and  yielded  some  very  interesting  data. 
The  number  of  patients  who  lived  with  their 
spouse  after  discharge  decreased  by  20%.  The 
number  of  patients  who  decided  to  live  alone  af- 
ter discharge  increased  by  6%  and  those  who 
needed  a nursing  home  or  boarding  home  in- 
creased by  only  1%  respectively  (Table  4). 

The  number  of  medications  the  patients  were 
taking  prior  to  admission  and  after  discharge  were 
recorded.  Patients  averaged  a decrease  in  medi- 
cations from  4.87  at  admission  to  3.61  at  dis- 
charge. The  average  number  of  medical  diagno- 
ses was  increased  from  1.73  prior  to  admission  to 
2.82  after  assessment  and  treatment  in  this  unit. 
The  average  number  of  psychiatric  diagnoses  in- 
creased only  slightly  from  1.05  to  1.22  after 
treatment.  The  mean  number  of  days  of  treat- 
ment on  the  unit  was  49.8  days,  with  the  range 


TABLE  5 

SOURCE  OF  INCOME 


Income  Source  (N  = 87) 

No. 

% 

Pension 

18 

21 

Social  Security 

22 

26 

VA  compensation 

32 

36 

Savings 

5 

5 

Employment 

10 

12 

TABLE  4 

PRE-ADMISSION  AND  DISCHARGE  DESTINATION 


Living  Arrangement 

Pre-Hospital 

Discharge 

(N  = 73) 

(N  = 75) 

Lives  with  spouse 

68 

48 

Lives  alone 

18 

24 

Boarding  home 

3 

4 

Lives  with  other  relatives 

4 

15 

Nursing  home 

3 

4 

Personal  care 

4 

5 

100% 

100% 

being  from  as  few  as  15  days  to  180  days  as  the 
longest  length  of  stay. 

Table  5 shows  a breakdown  of  the  sources  of 
income  for  87  patients. 

Discussion 

This  random  sample  of  100  elderly  psychiatric 
patients  was  markedly  different  in  terms  of  age 
and  sex  from  that  in  Canadian  studies1415  and  one 
from  the  UCLA  Medical  School.16  Table  6 pro- 
vides comparisons  with  previous  findings.  The 
significance  of  the  similarities  in  diagnostic  data, 
however,  is  striking  indeed.  The  least  percent  of 
diagnosed  depression  by  Baribeau-Brown  et  al14 
was  47.1  and  the  greatest  was  52.0,  made  by 
Goldstein  and  Grant,15  a difference  of  only  4.9 
between  the  studies.  The  figures  for  diagnosed 
dementia  were  comparable,  but  less  dramatic. 

The  results  of  this  study  also  strongly  suggest 
that  the  VA  geriatric  patient  in  general  appeared 
to  be  better  educated  than  a VA  psychiatric  pa- 
tient. The  majority  were  white,  which  raises  many 


TABLE  6 

COMPARISON  WITH  OTHER  SAMPLES 


Present 

Baribeau- 

Brown 

Goldstein 

and 

Sparr 

Sample 

et  al14 

Grant15 

et  al16 

X Age  Years 

60.6 

72.9 

73.4 

Male 

94.0 

27.0 

41.0 

25.0 

Female 

6.0 

73.0 

59.0 

75.0 

Diagnosis 

Depressed 

51.0 

47.1 

52.0 

51.6 

Demented  (OMD) 

18.0 

22.9 

26.1 

27.0 

Other 

31.0 

30.0 

27.4 

21.0 

Length  of  Stay  (days) 

49.8 

25.0 

44.5 
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GERIATRIC  UNITS/Greene 

questions  regarding  the  impact  of  subcultures  on 
adaption  to  the  aging  process,  and  the  majority 
of  illness  was  not  service  connected.  Several  im- 
portant factors  were  documented  in  this  study  that 
are  consistent  with  the  findings  in  other  geriatric 
psychiatry  programs  and  by  geriatric  research- 
ers.17 For  instance,  over  50%  of  the  entire  pa- 
tient population  had  abnormal  chest  x-ray  and 
laboratory  findings,  and  had  major  medical 
problems  requiring  treatment.  Seventy-two  per- 
cent had  abnormal  ECG  findings,  and  a majority 
were  depressed  or  disturbed  by  other  affective 
problems. 

These  findings  demonstrate  the  potential  of  a 
multidisciplinary  geriatric  staff  to  assess  reversi- 
ble conditions.  More  medical  problems  were 
identified  that  had  been  previously  missed,  and 
these  problems  were  effectively  treated  without 
the  use  of  excessive  medications.  Since  this  study 
was  completed,  Greene17  has  further  elaborated 
the  complexities  and  importance  of  minimizing 
psychotropic  drug  use  with  older  Americans. 

The  success  of  the  program  was  also  con- 
firmed by  two  measures.  There  was  a significant 
increase  in  the  number  of  patients  who  did  not 
require  institutional  placement  following  treat- 
ment, and  who,  in  fact,  were  able  to  either  main- 
tain or  increase  their  quality  of  life.  The  pre-  and 
post-test  findings  from  the  SPMSQ  and  SPES 
clearly  indicated  significantly  reduced  scores. 

The  results  recorded  in  Table  4 provided  oth- 
er interesting  sociological  phenomena  for  specu- 
lation. For  instance,  there  was  a significant  num- 
ber of  patients  that  lived  with  spouses  prior  to 
hospitalization  who  did  not  return  to  live  with 
their  spouses  after  discharge.  It  is  not  clear 
whether  the  educational  elements  of  the  program 
may  have  affected  the  caregiving  spouse’s  per- 
ceptions about  their  willingness  to  continue  in  the 
caregiving  role,  or  whether  the  perceptions  of  the 
patients  themselves  may  have  been  altered. 

This  study  was  conducted  in  Florida,  which 
raises  many  questions  regarding  the  impact  of  the 
retirement  subculture.  Although  comparative 
figures  were  not  available  for  divorce/separation, 
many  couples  were  observed  to  have  a partner 
express  disillusionment  with  the  “retirement  to 
Florida”  dream.  The  disillusioned  partner  pre- 
ferred to  go  home,  and,  in  fact,  many  did  just 
that.  Those  that  remained  together  in  Florida  or 
went  home  together  suffered  considerable  stress 
as  a result  of  this  conflict. 
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Conclusion 

It  is  clear  that  the  James  A.  Haley  geriatric 
psychiatry  program  was  effective  in  meeting  its 
goals  and  objectives. 

Multidisciplinary  and  geriatrically  enhanced 
assessment  and  diagnostic  procedures  identified 
previously  missed  medical  disorders  and  treata- 
ble conditions.  The  geriatric  unit  interventions 
reduced  the  need  for  post-discharge  institution- 
alization. Readmissions  were  reduced  to  14% 
with  concomitant  reduction  in  hospital  costs,  and 
prescribed  medications  were  reduced. 

Further,  a geropsychiatric  program  provides  a 
highly  specialized  treatment  environment  specific 
to  the  problems  faced  by  the  geriatric  patient. 
An  example  of  the  specific  use  of  geriatrics  units 
has  been  documented  by  Greene  et  al.18  Assess- 
ment, specialized  training,  and  environmental 
factors  were  integrated  into  a long-term  care  fa- 
cility where  the  target  population  consisted  of  di- 
agnosed OMD  patients  to  obtain  improvements 
in  cognitive/affective  functioning. 

Utilizing  a multidisciplinary,  team-oriented 
approach  on  the  geriatric  unit  facilitates  the  di- 
agnosis and  treatment  of  both  medical  and  psy- 
chiatric problems.  Relationships  between  pa- 
tients and  staff  members  are  important,  and  on 
this  type  of  unit,  more  supportive  attitudes  are 
established  toward  the  patient,  while  at  the  same 
time  allowing  as  much  independence  as  possible 
in  both  psychological  and  physical  functioning. 

Ackno  wledgrn  en  t: 

The  authors  express  their  appreciation  to  Chester  Luney, 
Ph.D.,  for  his  assistance  in  collecting  data. 

REFERENCES 

1.  Moore  JT,  Warshaw  GA.  Walden  LD,  et  al:  Evolution  of  a geriatric 
evaluation  clinic.  J Am  Geriatr  Soc  32:900-905,  1984. 

2.  Lefton  E,  Bonstelle  S.  Frengley  JD:  Success  with  an  inpatient  geriatric 
unit.  J Am  Geriatr  Soc  31:149-155,  1983. 

3.  Rubenstein  LZ,  Abrass  IB,  Kane  RL:  Improved  care  for  patients  on  a 
new  geriatric  evaluation  unit.  J Am  Geriatr  Soc  29:531-536,  1981. 

4.  Fogel  BS,  Stoudemire  AS.  Houpt  JL:  Contrasting  models  for  combined 
medical  and  psychiatric  inpatient  treatment.  Am  J Psychiatry  142:1085-1088,  1985. 

5.  Rubenstein  LZ,  Josephson  KR.  Wieland  GD.  et  al:  Effectiveness  of  a 
geriatric  evaluation  unit.  N Engl  J Med  311:1664-1670,  1984. 

6.  Rubenstein  LZ,  Rhee  L,  Kane  RL:  The  role  of  geriatric  assessment  units 
in  caring  for  the  elderly:  an  analytic  review.  J Gerontol  37:513-521,  1982. 

7.  Applegate  WB,  Akins  D,  VanderZwaag  R,  et  al:  A geriatric  rehabilita- 
tion and  assessment  unit  in  a community  hospital.  J Am  Geriatr  Soc  31:206-210, 
1983. 

8.  Pfeiffer  E,  Cairl  R.  Keller  D:  Functional  Assessment  Inventory.  Tampa, 
Fla,  Suncoast  Gerontology  Center,  University  of  South  Florida,  1983. 

9.  Lehmann  HE:  Affective  disorders  in  the  aged.  Psychiatr  Clin  North  Am 
5:27-41,  1982. 

10.  Moore  JT:  Depression  in  the  elderly.  Seminar  in  Family  Medicine.  Duke 
University  Press,  1980. 

11.  Hirschfeld  RMA,  Klerman  GL:  Treatment  of  depression  in  the  elderly. 
Geriatrics  31:51-57,  1979. 

12.  Kay  DWK.  Beamish  P,  Roth  M:  Old  age  disorders  in  New  Castle  upon 
Tyne,  part  II.  Br  J Psychiatr  110:668-682,  1964. 

13.  Wells  CE:  Pseudodementia.  Am  J Psychiatr  36:895-899.  1979. 

14.  Baribeau-Brown  J,  Goldstein  S,  Braun  C:  A multi-variate  study  of  psy- 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


chogeriatric  readmissions.  J Gerontol  34:351,  1979. 

15.  Goldstein  A,  Grant  A:  The  psychogeriatric  patient  in  hospital.  Can  Med 
Assoc  J 111:329,  1974. 

16.  Sparr  JE,  Ford  CV,  David  B,  et  al:  Hospital  treatment  of  elderly  neu- 
ropsychiatric patients.  II.  Statistical  profile  of  the  first  122  patients  in  a new  teach- 
ing ward.  J Am  Geriatr  Soc  28:539-543,  1980. 

17.  Greene  JA:  Psytropic  drug  use  in  older  people:  a review.  J Tenn  Med 
Assoc  78:431-435,  1985.' 

18.  Greene  JA,  Asp  J,  Crane  N:  Specialized  management  of  the  Alzheimer’s 
disease  patient:  does  it  it  make  a difference?  J Tenn  Med  Asroc  78:559-563,  1985. 

APPENDIX  A 

SPMSQ  (SHORT  PORTABLE  MENTAL 
STATUS  QUESTIONNAIRE)* 

1.  What  is  the  date  of  today? 

2.  What  day  of  the  week  is  it? 

3.  What  is  the  name  of  this  place? 

4.  What  is  your  telephone  number? 

4a.  What  is  your  street  address? 

5.  How  old  are  you? 

6.  When  were  you  born? 

7.  Who  is  the  President  of  the  U.S.  now? 

8.  Who  was  President  just  before  him? 

9.  What  was  your  mother’s  maiden  name? 

10.  Subtract  3 from  20  and  keep  subtracting  3 from 
each  new  number,  all  the  way  down. 


*The  SPMSQ  assesses  the  patient's  orientation  and 
long-  and  short-term  memory  capacity.  The  scale  was  de- 
veloped by  Dr.  Eric  Pfeiffer  (1974)  and  provides  an  easily 
determined  and  reliable  summary  measure  of  the  extent 
to  which  the  patient  is  intellectually  intact.8 


APPENDIX  B 

SPES  (SHORT  PSYCHIATRIC 
EVALUATION  SCHEDULE)* 

1.  Do  you  wake  up  fresh  and  rested  most  mornings? 

2.  Is  your  daily  life  full  of  things  that  keep  you  interest- 
ed? 

3.  Have  you,  at  times,  wanted  to  leave  home? 

4.  Does  it  seem  that  no  one  understands  you? 

5.  Have  you  had  periods  of  days  or  weeks  when  you 
couldn’t  “get  going”? 

6.  Is  your  sleep  disturbed? 

7.  Are  you  happy  most  of  the  time? 

8.  Is  anyone  plotting  against  you? 

9.  Do  you  feel  useless  at  times? 

10.  During  the  past  few  years,  have  you  been  well  most 
of  the  time? 

11.  Do  you  feel  weak  all  over  much  of  the  time? 

12.  Are  you  troubled  by  headaches? 

13.  Have  you  had  difficulty  in  keeping  your  balance  in 
walking? 

14.  Are  you  troubled  by  your  heart  pounding  or  by  short- 
ness of  breath? 

15.  Even  when  you  are  with  people,  do  you  feel  lonely 
much  of  the  time? 


*The  SPES  was  developed  by  picking  the  most  predic- 
tive items  from  the  MMPI  to  determine  the  presence  of 
psychiatric  symptoms  and  includes  depression,  anxiety, 
paranoia,  and  hypochondriasis.8 
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Chlorpropamide -Induced  Pulmonary- 
Infiltration  and  Eosinophilia  With 

Multisystem  Toxicity 
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Treatment  of  a patient  with  diabetes  mellitus 
often  involves  the  use  of  insulin  or  an  oral  hy- 
poglycemic agent;  the  latter  are  often  selected 
because  of  ease  of  administration  and  relative 
safety.  Oral  agents  currently  in  use  in  the  United 
States  are  all  sulfonylureas,  and  include  aceto- 
hexamide,  chlorpropamide,  tolazamide,  tolbu- 
tamide, and  more  recently,  glipizide  and  glybur- 
ide.  The  most  commonly  used  of  these  drugs, 
chlorpropamide  (Diabinese),  ranks  in  the  top  25 
of  most  commonly  used  drugs  according  to  a re- 
cent survey  of  new  and  refill  prescriptions  in  re- 
tail pharmacies.1 

Use  of  the  sulfonylureas  is  not  without  risk. 
Reported  reactions  included  involvement  of  the 
respiratory  tree,2  cholestatic  liver  disease,35  syn- 
drome of  inappropriate  antidiuretic  hormone  se- 
cretion,35 and  erythematous  skin  rash.6  We  re- 
port what  we  believe  to  be  the  first  description 
of  a case  with  simultaneous  occurrence  of  each 
of  these  manifestations. 

Report  of  Case 

A 35-year-old  black  woman  was  admitted  to  her  local 
hospital  with  nausea,  vomiting,  and  pruritus  for  four  days. 
During  this  admission,  she  developed  scleral  icterus,  gener- 
alized maculopapular  rash,  fever,  and  chills,  in  association 
with  elevated  hepatic  enzymes.  Monospot,  abdominal  ultra- 
sound, and  hepatitis  B surface  antigen  and  A antibody  were 
all  negative.  Four  days  later,  she  was  transferred  for  further 
evaluation. 

On  admission  to  the  referral  hospital,  the  patient  denied 
any  past  history  of  hepatitis,  alcohol  or  drug  abuse,  blood 
product  transfusion  or  other  known  predisposing  factors  for 
hepatitis.  Past  medical  history  was  significant  for  hyperten- 
sion, treated  for  two  years  with  hydrochlorothiazide  50  mg/ 
day,  and  non-insulin-dependent  diabetes  mellitus,  treated  with 


From  the  Departments  of  Internal  Medicine  and  Pharmacy,  Bap- 
tist Memorial  Hospital-Medical  Center,  Memphis. 

Reprint  requests  to  Baptist  Memorial  Hospital,  899  Madison  Ave., 
Memphis,  TN  38146  (Dr.  Milnor). 
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chlorpropamide  250  mg  three  times  daily  beginning  six  weeks 
prior  to  admission.  Both  medications  had  been  discontinued 
four  days  previously. 

Examination  on  admission  revealed  an  obese  black  wom- 
an in  no  acute  distress.  Vital  signs  were  within  normal  limits, 
as  were  cardiac  and  pulmonary  examinations.  Both  sclerae 
and  the  oral  mucosa  were  icteric;  the  liver  and  spleen  were 
nonpalpable,  and  there  was  no  evidence  of  ascites.  A fine 
erythematous  maculopapular  rash  was  present  over  the  entire 
body  surface,  sparing  palms  and  soles.  Early  desquamation 
was  present  over  the  face  and  upper  extremities.  Lips  were 
cracked  and  raw,  but  no  other  oral  lesions  were  noted. 

Admission  complete  blood  count  showed  hematocrit  of 
34.3%,  white  blood  cell  count  of  29,000/cu  mm,  with  40% 
segmented  neutrophils,  17%  bands,  17%  lymphocytes,  4% 
monocytes,  and  19.5%  eosinophils.  Sedimentation  rate  was 
107  mm/hr,  sodium  117  mEq/liter,  potassium  2.9  mEq/liter, 
chloride  70  mEq/liter,  glucose  160  mg/dl,  albumin  2.7  gm/dl, 
total  protein  5.1  gm/dl,  SGOT  75  U/liter,  SGPT  141  U/liter, 
GGTP  >500  U/liter,  alkaline  phosphatase  >700  U/liter,  bili- 
rubin total  11.9  mg/dl,  direct  8.8  mg/dl.  Prothrombin  time 
and  activated  partial  thromboplastin  time  were  within  normal 
limits.  Sickledex  was  negative,  as  were  hepatitis  B surface 
antigen  and  hepatitis  A antibody.  Sputum  Gram  stain  showed 
normal  flora.  Chest  x-ray  revealed  mild  diffuse  bilateral  pul- 
monary infiltrates.  Abdominal  ultrasound  outlined  a normal 
liver  and  ductal  tree. 

Admission  treatment  consisted  of  3%  saline  with  potas- 
sium supplementation,  and  high-dose  prednisone.  Shortly 
following  admission,  the  patient  became  short  of  breath,  with 
arterial  blood  gases  of  pH  7.44,  Po2  65  mm  Hg,  Pco2  43  mm 
Hg,  progressing  over  two  days  to  extreme  dyspnea  and  hy- 
poxemia. Serial  chest  radiographs  revealed  a progressive  in- 
terstitial infiltrative  process.  She  was  intubated,  placed  on 
positive  end-expiratory  pressure  ventilation,  and  therapy  with 
intravenous  steroids  and  antibiotics  was  begun  after  obtaining 
appropriate  sputum  and  blood  cultures. 

Over  the  following  seven  days  the  patient  responded  suf- 
ficiently to  this  regimen  to  allow  extubation,  and  pulmonary 
status  continued  to  improve  thereafter.  Follow-up  chest  ra- 
diographs demonstrated  slow  improvement,  with  eventual 
complete  resolution. 

The  rash  gradually  progressed  to  generalized  epithelial 
desquamation  then  regressed,  clearing  by  the  14th  day.  Over 
the  same  period,  hepatic  enzymes  returned  toward  normal, 
scleral  icterus  cleared,  and  eosinophilia  resolved.  Four  days 
prior  to  discharge,  and  two  weeks  after  admission,  she  devel- 
oped an  acute  uveitis  of  the  right  eye,  which  responded  to 
5%  homatropine.  Eighteen  days  following  admission,  she  was 
discharged  from  the  hospital. 
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Discussion 

In  1964,  Bell  described  the  pulmonary  infil- 
trates with  eosinophilia  (PIE)  syndrome  follow- 
ing chlorpropamide  administration,2  but  he  later 
withdrew  his  claim  because  of  the  conflicting  as- 
sociated findings  of  documented  bacterial  and 
fungal  pulmonary  infections.7  In  our  case,  multi- 
ple sputum  cultures  for  both  bacteria  and  fungus 
were  negative,  as  were  serum  antibody  titers  for 
aspergillus  and  other  fungi. 

Pulmonary  infiltration  and  eosinophilia  are 
well-known  hypersensitivity  reactions  to  a num- 
ber of  drugs,  including  nitrofurantoin,  naproxen, 
cromolyn  sodium,  para-aminosalicylic  acid,  pen- 
icillin, the  sulfonamides,  procarbazine,  imipra- 
mine,  and  mephenesin.8'11  The  pathogenesis  is  not 
understood  and  little  histologic  information  is 
available,  but  in  many  instances,  the  lympho- 
cytes of  an  affected  individual  have  undergone  a 
transformation  or  produced  macrophage-inhibit- 
ing factor  after  exposure  to  the  particular  drug.12 

The  drug  that  is  the  most  often  documented 
as  causing  this  reaction  is  nitrofurantoin,11  with 
which  the  reaction  typically  occurs  within  several 
hours  or  up  to  ten  days  after  drug  administra- 
tion. Symptoms  include  cough,  fever,  chills,  eos- 
inophilia, dyspnea,  and  malaise.  Bibasilar  rales 
and  infiltrates  are  also  found  and  are  occasion- 
ally a nonspecific  rash.  The  alveolar  or  alveolar- 
interstitial  infiltrates  seen  on  the  chest  x-ray  typ- 
ically clear  within  24  to  48  hours  after  the  drug 
is  withdrawn. 

Our  experience  with  chlorpropamide  closely 
resembles  the  above  syndrome  as  evidenced  by 
the  pulmonary  infiltration  with  eosinophilia,  fe- 
ver, cough,  malaise,  chills  and  rash,  which 
strengthens  the  case  for  a drug-induced  reaction, 
but  onset  is  more  typical  of  the  described  hepatic 
reaction.13 

As  mentioned  earlier,  cholestatic  jaundice  fol- 
lowing chlorpropamide  has  been  reported,  but  it 
appears  to  be  infrequent.3'5  Most  previous  re- 
ports of  cholestatic  jaundice  with  chlorpropa- 
mide have  involved  larger  doses  than  those  cur- 
rently recommended.  Following  release  of  the 
drug  in  the  1950s,  doses  of  1 to  2 gm  per  day 
were  common,  and  most  reports  of  this  reaction 
occurred  with  these  dosages.3'514  There  have  been 
only  occasional  reports  of  this  syndrome  using 
today’s  smaller  drug  doses,4  which  would  appear 
to  indicate  a dose-related  toxic  drug  effect.  In- 
deed, it  has  been  suggested  by  Reichel  that  a di- 
rect hepatotoxicity  of  the  drug  may  be  responsi- 
ble for  some  cases  of  this  reaction.3  Signs  of 


hypersensitivity,  however,  are  often  present,13  and 
hypersensitivity  resulting  in  hepatic  granulomas 
has  been  reported.15 

Onset  of  chlorpropamide  hepatotoxicity  is 
usually  seen  after  two  to  six  weeks  of  drug  ther- 
apy, and  classically  elicits  nausea,  vomiting,  dark 
urine,  clay  colored  stools  and  jaundice.  Pruritus, 
hepatomegaly,  fever,  rash  and  eosinophilia  also 
commonly  occur.13  All  these  findings  are  consis- 
tent with  a hypersensitivity  reaction  to  chlorpro- 
pamide.3'5 In  our  case,  the  modestly  increased 
transaminases  with  marked  alkaline  phosphatase 
and  GGT  elevations  and  hyperbilirubinemia  are 
consistent  with  cholestatic  jaundice  with  a minor 
element  of  hepatocellular  damage.16  Because  of 
the  presence  of  marked  eosinophilia  and  multi- 
system involvement,  hypersensitivity  was  consid- 
ered the  most  likely  etiology. 

The  SIADH-type  features  of  this  case  are  also 
known  to  occur  with  chlorpropamide.17'20  Al- 
though the  mechanism  has  not  been  fully  de- 
fined, it  appears  that  chlorpropamide  enhances 
endogenous  antidiuretic  hormone  (ADH)  effects 
at  the  renal  level.20'23  It  has  been  found  that  the 
antidiuretic  action  of  chlorpropamide  in  patients 
with  diabetes  insipidus  is  proportionate  to  their 
ability  to  release  ADH  and  concentrate  the  urine 
in  response  to  dehydration.24  Additional  evi- 
dence for  the  role  of  endogenous  ADH  is  de- 
rived from  the  observation  that  ethanol,  which 
inhibits  ADH  release,  overcomes  the  antidiuretic 
action  of  chlorpropamide.24  Alternatively,  Miller 
and  Moses  postulate  that  chlorpropamide  may 
directly  induce  release  of  ADH.25 

At  least  three  studies  report  the  occurrence  of 
the  chlorpropamide-SIADH  syndrome  in  con- 
junction with  patients  who  were  concurrently  re- 
ceiving thiazide  diuretics.171926  It  has  been  stated 
by  Fichman  et  al26  that  the  antidiuretic  action  of 
chlorpropamide  may  be  additive  to  that  of  thia- 
zide diuretics.  With  this  consideration  in  mind,  it 
is  quite  plausible  that  in  the  present  case,  hy- 
drochlorothiazide may  have  been  contributory. 

Skin  rash  with  various  presentations  has  also 
been  described  following  chlorpropamide  admin- 
istration.1527'29 These  manifestations  include 
exfoliative  dermatitis,15  lichenoid  eruption,27  tox- 
ic erythema,28  and  Stevens-Johnson  syndrome.29 
As  in  our  case,  these  reactions  are  probably  of 
hypersensitivity  origin. 

In  summary,  we  believe  this  case  represents  a 
hypersensitivity  reaction  to  the  drug  chlorpro- 
pamide, and  is  the  first  reported  simultaneous 
occurrence  of  PIE  syndrome,  cholestatic  jaun- 
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dice,  SIADH,  and  skin  rash  secondary  to  the 
drug. 

Although  chlorpropamide  is  considered  a safe 
and  effective  drug  in  our  therapeutic  armamen- 
tarium, its  use  is  not  without  risk.  The  clinician 
should  be  mindful  of  complications  that  may 
arise.  Such  complications  may  involve  not  only 
hepatic,  dermatologic,  and  SIADH  reactions,  but 
also  pulmonary  effects. 

We  have  described  a patient  with  simultane- 
ous pulmonary,  hepatic  and  dermatologic  reac- 
tion, and  SIADH  following  administration  of  the 
antidiabetic  agent  chlorpropamide.  In  our  opin- 
ion, the  first  three  manifestations  represent  a hy- 
persensitivity reaction  to  the  drug.  r S 
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associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 
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CT  Scan  of  the  Month 


GARY  BIENVENU,  M.D.;  PETER  CARNESALE,  M.D.;  and  STEPHEN  L.  GAMMILL,  M.D. 


A 42-year-old  white  man  complained  of  left  hip  and  thigh 
pain  for  two  weeks.  He  has  a history  of  hereditary  multiple 
exostosis.  Fig.  1 is  a computerized  axial  tomogram  of  the 
femoral  heads.  The  most  likely  diagnosis  is: 

(1)  Osteochondroma  with  hematoma 

(2)  Osteochondroma  with  degeneration  to  osteosarcoma 

(3)  Osteochondroma  with  degeneration  to  chondrosarcoma 

Discussion 

Bony  projections  from  the  left  proximal  femur 
in  Fig.  1 represent  an  osteochondroma.  There  is 
a noncalcified  soft  tissue  mass  in  the  region  of 
the  sartorius  muscle.  At  the  preliminary  open  bi- 
opsy, a very  large  hematoma  containing  both  liq- 
uid and  clotted  blood  was  found  and  was  seen  to 
have  originated  from  an  arterial  pumper  that 
seemed  to  arise  from  the  superficial  femoral  ar- 
tery. Contiguous  to  the  hematoma  was  a rela- 
tively sharp  projection  of  the  osteochondroma. 
The  osteochondroma  itself  had  a very  sessile  base 
that  almost  encircled  the  cirumference  of  the  fe- 
mur at  the  site  of  origin,  which  was  near  the  base 
of  the  neck.  No  evidence  of  malignancy  was 
found. 

Osteochondromatosis  (hereditary  multiple  ex- 
ostosis) is  manifested  by  numerous  osteochon- 
dromas at  the  ends  of  the  shafts  of  tubular  bones. 
They  may  occur  in  any  bones  that  are  preformed 
in  cartilage,  and  are  usually  bilateral  and  sym- 
metrical, being  most  common  at  the  site  of  great- 
est growth  (knees,  hips,  shoulders,  and  wrist). 
The  syndrome  is  inherited  as  an  autosomal  dom- 
inant trait  with  complete  penetrance  in  the  male 
and  reduced  penetrance  in  the  female.  The  male 
to  female  ratio  is  3 to  1.  The  lesions  are  not  pres- 
ent at  birth,  but  usually  are  discovered  during 
childhood.  As  a rule,  they  are  asymptomatic  un- 
less they  cause  pressure  upon  other  structures. 
They  grow  throughout  childhood,  and  growth 
usually  ceases  when  the  nearest  epiphysis  fuses.1 

Malignant  degeneration  to  chondrosarcoma 
occurs  in  5%  to  25%  of  cases.2  The  average  age 
of  malignant  degeneration  is  between  20  and  40 
years  of  age.  This  takes  place  in  the  cartilaginous 


From  the  Departments  of  Radiology  and  Orthopedics,  Baptist 
Memorial  Hospital.  899  Madison  Ave.,  Memphis,  TN  38146. 
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Figure  1.  CT  scan  showing  two  cuts  through  the  pelvis  at  the  level  of 
femoral  heads  (F).  Note  the  irregular  bony  projection  from  the  left 
femoral  head  representing  an  osteochondroma.  Also,  note  the  asym- 
metry of  the  soft  tissues  of  the  legs  produced  by  the  mass  effect 
adjacent  to  the  osteochondroma. 


cap.  Malignant  change  should  be  suspected  if  pain 
occurs  or  there  is  enlargement  after  a stationary 
asymptomatic  period.  There  is  a predilection  for 
this  to  occur  in  the  flat  bones.  Patients  with  sol- 
itary exostosis  had  equal  involvement  of  long  and 
flat  bones,  whereas  patients  with  multiple  exos- 
tosis have  80%  involvement  of  the  flat  bones.2 

Plain  radiographic  signs  suggestive  of  malig- 
nancy are  fuzzy,  indistinct  or  irregular  appear- 
ance of  the  osteochondroma  especially  in  the 
cartilaginous  cap  region,  focal  areas  of  lucency  in 
the  interior  of  the  osteochondroma,  soft  tissue 
mass  that  usually  contains  stippled  calcifications, 
and  destruction  or  pressure  erosion  of  adjacent 
bone.3 

Scintographic  signs  suggesting  malignancy  are 
increased  radionuclide  uptake  on  bone  scan  in 
patients  older  than  30  years. 

CT  signs  suggesting  malignancy  are  a bulky, 
thick  cartilaginous  cap  (over  3 cm  thick),  mottled 
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disorganized  calcification,  large  irregular  soft  tis- 
sue mass  that  usually  contains  mottled  calcifica- 
tion, and  destruction  or  pressure  erosion  of  ad- 
jacent bones.4 

CT  is  more  helpful  in  identifying  the  thickness 
of  the  cartilaginous  cap.  Thickness  less  than  3 cm 
implies  benignity.  They  are  usually  less  than  1 
cm  or  not  seen  at  all.  Greater  thickness  than  3 
cm  implies  malignancy.  CT  is  also  much  better  at 
defining  the  soft  tissue  mass,  which  is  of  great 
help  to  the  surgeon. 

The  most  likely  diagnosis  in  this  case  was  he- 


matoma, because  no  calcifications  were  seen  in 
the  mass  and  the  acute  enlargement  of  the  leg. 

FINAL  DIAGNOSIS:  Osteochondroma  associ- 
ated with  soft  tissue  hematoma.  r N 
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VUH  Morning  Report 


Exotic  Infection  in  the  Immunocompromised  Host 


Case  Report 

This  74-year-old  white  man  has  nephrotic  syndrome  being 
treated  with  high  dose  corticosteroids.  He  was  diagnosed  six 
months  prior  to  admission  and  required  hemodialysis  via  a 
left  forearm  Cimino  shunt  before  response  to  empiric  pred- 
nisone therapy  (40  mg  daily)  resulted  in  return  of  renal  func- 
tion. The  shunt  was  removed  three  montns  prior  to  admis- 
sion, but  the  wound  did  not  heal  well,  and  one  month  prior 
to  admission  the  forearm  became  red  and  swollen,  with  sub- 
sequent vesicle  formation  (Fig.  1).  He  was  admitted  to  the 
VUH  dermatology  service  for  further  evaluation. 

On  admission  he  gave  a two-week  history  of  headache 
and  fever.  His  BUN  was  34  mg/dl,  creatinine  1.5  mg/dl,  and 
WBC  count  13,400/cu  mm  with  a lymphopenia.  Skin  biopsy 
yielded  Cryptococcus  neoformans,  and  blood  and  cerebrospi- 
nal fluid  cultures  grew  the  fungus.  The  CSF  contained  54 
WBC/cu  mm  with  69%  segmented  neutrophils  and  31% 
monocytes.  The  CSF  cryptococcal  antigen  was  positive  at 
1:512,  the  serum  antigen  at  1:256.  Treatment  was  begun  with 
amphotericin  B and  5-flucytosine;  prednisone  was  reduced  to 
20  mg  daily. 

On  day  21  a tender  mass  appeared  in  the  right  thigh.  CT 
scan  delineated  a soft  tissue  abscess  which  was  surgically 
drained.  Gram  stain  of  the  drainage  showed  a partially  acid- 
fast  branching  Gram-positive  rod,  identified  by  culture  as 
Nocardia  asteroides,  for  which  trimethoprin  and  sulfamethox- 
azole (Bactrim  DS)  one  tablet  twice  a day  was  started. 

Comments 

Infection  in  the  immunosuppressed  patient  may 
be  difficult  to  diagnose  because  of  a diminished 
host  inflammatory  response.  The  presence  of 
more  than  one  pathogen  and  disseminated  dis- 
ease are  also  challenging  problems.  The  progno- 
sis of  the  underlying  disease  may  well  be  better 
than  that  of  an  unrecognized  infection. 

Cryptococcus  neoformans  is  a common  cause 
of  central  nervous  system  infection  in  patients 
with  lymphoproliferative  disorders  and  those  re- 
ceiving chronic  immunosuppression  (prednisone 
10  to  100  mg  daily).  Typically,  there  have  been 
at  least  six  weeks  of  immunosuppression,  and 
usually  more  than  one  year.  Subacute  fever  and 
headache,  with  infrequent  evidence  of  meningeal 
irritation,  altered  mentation,  or  focal  neurologic 
deficits  constitute  the  usual  clinical  presentation. 
Skin  lesions  may  indicate  systemic  disease  and 
may  precede  CNS  involvement.  Cryptococcal  skin 
lesions  should  prompt  a lumbar  puncture  even  in 
the  absence  of  CNS  symptoms.  The  rich  blood 


Prepared  by  Margaret  Brennan,  M.D.,  Hugh  J.  Morgan  chief 
medical  resident,  Vanderbilt  Medical  Center,  Nashville. 


Figure  1 . Skin  lesion  of  Cryptococcus  neoformans. 


supply  to  the  skin  predisposes  to  involvement  with 
hematogenous  infection.  Conversely,  with  sec- 
ondary defenses  impaired,  the  skin’s  role  as  a 
primary  defense  mechanism  becomes  more  im- 
portant, and  minor  trauma  or  any  interruption  of 
this  barrier  can  result  in  systemic  infection.  Pa- 
tients taking  steroids,  with  consequent  fibroblast 
proliferation  and  inhibition  of  collagen  deposi- 
tion, are  predisposed  to  injury  with  minor  trau- 
ma and,  as  in  this  patient,  to  poor  wound  heal- 
ing. 

Nocardia  species  are  associated  with  oppor- 
tunistic infection.  N.  asteroides  is  usually  a pleu- 
ropulmonary  pathogen  with  propensity  to  dis- 
seminate to  the  CNS.  This  patient  has  no 
evidence  of  intracranial  disease  by  either  LP  or 
CT  scan. 

N.  brasiliensis  usually  causes  local  disease,  cel- 
lulitis, pustules,  and  subcutaneous  disease,  often 
at  the  site  of  minor  trauma;  it  is  unlikely  to  dis- 
seminate. Disease  caused  by  N.  asteroides  re- 
quires a more  prolonged  course  of  therapy,  often 
3 to  12  months  of  effective  antimicrobial,  r ^ 
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Haemophilus  Influenzae  and  Systemic  Disease 
Not  Strictly  a Pediatric  Pathogen 


Case  Report 

This  35-year-old  white  woman  was  seen  in  the  emergency 
room  four  days  prior  to  admission  with  a sore  throat  and  pain 
on  swallowing.  Temperature  was  102°  F,  the  pharynx  was 
erythematous  without  exudate,  cervical  adenopathy  was  not- 
ed, and  the  WBC  count  was  24,000/cu  mm  with  a left  shift. 
Treated  with  oral  penicillin  at  home,  she  failed  to  improve 
and  was  admitted  to  VUH  with  persistent  fever  and  lethargy. 

She  was  found  to  have  bilateral  pleural  effusions,  and 
thoracentesis  yielded  cloudy  fluid  with  pH  6.6,  35,000  WBC/ 
cu  mm  with  70%  segmented  neutrophils  and  30%  monocytes, 
7,000  RBC/cu  mm,  protein  5.8  mg/dl,  and  nondetectable  glu- 
cose. Blood  and  pleural  fluid  cultures  grew  Haemophilus  in- 
fluenzae, type  b,  sensitive  to  ampicillin  and  chloramphenicol. 
Treated  with  cefoperazone  then  ampicillin  and  a right-sided 
chest  tube,  she  eventually  required  decortication  on  the  right 
side.  Immunoglobulin  levels  were  normal. 

Comments 

Most  systemic  disease  caused  by  H.  influen- 
zae, i.e.,  meningitis,  epiglottitis,  cellulitis,  arthri- 
tis, osteomyelitis,  pericarditis,  pneumonia  and 
bacteremia,  is  caused  by  the  serotype  b orga- 
nisms and  occurs  in  children.  Nontypable  strains, 
part  of  the  normal  adult  respiratory  flora,  are 
typically  associated  with  exacerbations  of  bron- 
chitis, conjunctivitis,  and  sinusitis  in  adults.  An 
increasing  incidence  of  adult  disease  caused  by 
type  b strains  has  been  noted,  however. 

Type  b H.  influenzae  is  probably  the  most  fre- 
quent bacterial  cause  of  acute  epiglottitis.  Odyn- 
ophagia in  the  absence  of  respiratory  distress 


characterized  this  patient’s  presentation.  In  chil- 
dren, H.  influenzae  bacteremia  does  not  always 
cause  localized  disease,  or  even  illness  severe 
enough  to  require  hospitalization.  In  adults,  bac- 
teremia has  been  associated  with  underlying  pul- 
monary disease,  alcoholism,  and  age  over  50. 
Healthy  adults,  however,  can  also  be  bacteremic. 
Bacteremic  pneumonia  may  be  manifested  by  fe- 
ver (58%),  cough  (38%),  dyspnea  (38%),  nausea 
and  vomiting  (21%),  pleuritic  chest  pain  (16%), 
hemoptysis  (8%),  or  sore  throat  (8%).  Although 
pleural  involvement  is  frequent,  empyema  is  rare. 
Mortality  correlates  with  the  severity  of  the  un- 
derlying disease.  Choice  of  antibiotic  should  be 
based  on  the  known  resistance  pattern  of  the  or- 
ganism in  the  community. 

Systemic  disease  caused  by  H.  influenzae  may 
be  increasing  in  incidence,  but  it  is  certainly  not 
entirely  a modern  entity  alone.  On  Dec.  29,  1919, 
Sir  William  Osier  died  with  empyema  complicat- 
ing a H.  influenzae  bronchopneumonia,  r ^ 
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Health  and  Environment  Report 


Medical  Passport 

FREDIA  S.  WADLEY,  M.D.,  MSHPA 


The  Medical  Passport,  which  is  being  distrib- 
uted to  physicians  across  the  state,  is  not  a re- 
quired document  for  clinic  entry  and  exit,  but  it 
could  make  continuity  of  care  easier  for  all  par- 
ties providing  health  care  to  children  in  Tennes- 
see. 

The  Governor’s  Task  Force  on  Healthy  Chil- 
dren established  a Medical  Home  Subcommittee, 
chaired  by  Hays  Mitchell,  M.D.,  of  Cleveland, 
to  determine  what  services  are  needed  by  chil- 
dren from  their  primary  health  provider  and  also 
to  recommend  ways  of  making  these  services 
available  to  more  children.  Among  the  partici- 
pants of  this  subcommittee  is  a private  physician 
from  each  region  of  the  state.  One  of  the  first 
suggestions  of  these  physicians  was  to  explore  a 
means  of  coordinating  care  for  the  many  children 
who  see  multiple  health  providers. 

When  children  receive  medical  services  at  more 
than  one  location,  it  is  especially  difficult  to  know 
what  preventive  services  have  been  provided. 
Although  parents  do  not  always  carry  records 
with  them  as  requested,  it  has  been  noted  that 
parents  are  compliant  in  direct  proportion  to  the 
emphasis  placed  on  the  record  by  their  physi- 
cians or  clinic.  Therefore,  the  subcommittee  de- 
cided to  develop  a record  that  would  contain 
pertinent  information  that  physicians  often  have 
difficulty  in  obtaining  from  either  the  parents  or 
other  health  providers. 

The  medical  passport  is  a blue,  tri-fold  card 
containing  information  on  both  sides.  It  folds  to 
credit  card  size  and  comes  with  its  own  clear 
plastic  case  to  diminish  wear  and  tear.  On  the 
front  side  (Fig.  1),  there  is  space  for  the  child’s 
name,  the  date  of  birth,  and  the  name  of  the 
physician  providing  continuous  care.  Immuniza- 
tions can  be  recorded  by  date  and  provider;  dates 


From  the  Tennessee  Department  of  Health  and  Environment. 
Nashville. 


and  results  of  tuberculosis  skin  tests  can  be  not- 
ed, and  significant  allergies  (penicillin,  bee  sting, 
etc.)  as  well  as  any  other  data  pertinent  to  the 
child  can  be  recorded.  There  is  also  space  to  put 
the  dates  for  the  Medicaid  EPSDT  examinations 
to  prevent  duplication  of  these  screenings. 

On  the  back  of  the  card  (Fig.  2)  is  space  for 
(1)  Important  Diagnoses  or  Hospitalizations  and 
their  dates,  (2)  Comments/Pertinent  Data  not  re- 
corded in  another  section,  and  (3)  Lab  tests. 

This  small  card  was  designed  to  be  a capsule 
of  the  medical  record,  but  medical  passports  will 
be  beneficial  only  if  physicians  and  clinics  are 
committed  to  recording  information  on  them  and 
to  convincing  parents  to  carry  them.  Two  areas 
of  the  state  did  a pilot  testing  of  the  passport  and 
found  it  to  be  very  beneficial  to  both  public  and 
private  health  providers.  It  was  utilized  well  by 
all  providers  and  the  majority  of  parents  were 
compliant  in  carrying  it.  On  recommendation  of 
the  Medical  Home  Subcommittee,  the  Depart- 
ment of  Health  and  Environment  has  printed 
300,000  of  these  and  is  making  them  available  to 
physicians  across  the  state. 

Physicians  caring  for  children  should  have  re- 
ceived a sample  of  this  medical  passport  in  Jan- 
uary 1986,  along  with  information  about  how  to 
request  a supply  from  their  health  department.  If 
you  have  not  received  this  information,  you  may 
call  your  health  department  and  arrange  to  get  a 
supply  for  your  pediatric  patients. 

With  design  of  the  passport,  another  duplica- 
tion problem  has  been  resolved.  Many  children 
see  their  private  physician  and  are  referred  to  the 
health  department  for  WIC  services  (Women, 
Infant  and  Children  Supplemental  Food  Pro- 
gram). The  measurements  and/or  hematocrit  have 
been  repeated  by  the  health  department  accord- 
ing to  our  guidelines.  However,  we  have  changed 
our  policy  so  that  if  a physician  records  this  in- 
formation on  the  medical  passport,  we  will  use 
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MEDICAL  PASSPORT 

Name  

D.O.B. 

MEDICAL  HOME  


Carry  this  record  at  all  times  and 
present  it  to  EVERYONE  who  provides 
medical  services  for  your  child. 

IMMUNIZATIONS 

Vaccine  Date  Provider 

DTP/Td  

DTP/Td  

DTP/Td  

DTP/Td  

DTP/Td  

POLIO  

POLIO  

POLIO  

POLIO  

POLIO  

MMR  

Tbc  

Allergies 


Other 


IMPORTANT  DIAGNOSES 
or  HOSPITALIZATIONS  Date 

1  

2  

3 

4 

5 

6 

7 

8 

9  

10  

COMMENTS/PERTINENT  DATA 


LAB  TESTS: 

Date  Test  Result 

PKU 

TVTSH  


EPSDT  DATES  

1 ^ 13 Abnormal  tests 

2  8 14 

3  9 15 

4  10 16 

5 11  17 

6 12 18 


Figure  1.  Front  side  of  Medical  Passport.  Figure  2.  Back  side  of  Medical  Passport. 


these  data  to  initially  certify  the  child’s  eligibility 
for  the  WIC  program  as  well  as  for  recertifica- 
tion every  six  months.  Since  federal  guidelines 
require  that  these  measurements  be  done  within 
30  days  of  certification,  the  health  department  will 
repeat  only  those  not  done  within  that  time 
frame.  This  information  can  best  be  recorded  un- 
der Comments/Pertinent  Data  by  noting  the  date, 
height,  weight,  hematocrit  and  head  circumfer- 
ence (the  last  up  to  2 years  of  age).  If  the  physi- 


cian is  referring  the  child  because  of  an  abnormal 
measurement,  he  may  not  wish  to  do  a hemato- 
crit. This  can  be  done  at  the  health  department 
if  the  physician  did  not  do  one  in  his  office. 

The  physicians  on  the  Medical  Home  Subcom- 
mittee are  enthusiastic  about  the  potential  of  the 
medical  passport  in  improving  continuity  of  care 
for  children  of  Tennessee.  If  you  have  any  com- 
ments or  suggestions,  Dr.  Hays  Mitchell  and  I 
would  like  to  hear  from  you.  an? 
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Loss  Prevention  Case  of  the  Month 


Absent  Doctor — Absent  Defense 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 52-year-old  woman  was  brought  to  the  emergency  room 
by  ambulance  at  1:00  AM  complaining  of  pain  in  her  side  and 
abdomen  from  a fall  suffered  at  home  some  two  hours  ear- 
lier. Examination  by  her  attending  physician  revealed  her  vi- 
tal signs  to  be  essentially  stable,  but  there  was  generalized 
pain  and  tenderness  across  the  lower  chest  anteriorly.  X-rays 
and  laboratory  work  were  all  within  normal  limits.  The  pa- 
tient was  given  100  mg  of  meperidine  hydrochloride  in  the 
emergency  room  and  discharged  home  with  the  instructions 
to  return  if  necessary.  She  was  given  a prescription  for  an 
analgesic  and  instructed  to  arrange  for  an  appointment  with 
the  attending  physician  in  one  or  two  days. 

The  patient  was  returned  to  the  hospital  by  ambulance  in 
the  mid-afternoon,  approximately  16  hours  later  complaining 
of  constant  pain  in  the  abdomen  with  nausea  and  vomiting. 
She  had  a low-grade  fever,  but  the  remainder  of  her  vital 
signs  were  stable.  Her  physician  was  contacted  by  phone,  and 
without  coming  to  the  emergency  room  he  admitted  her  to 
the  hospital.  He  ordered  complete  bedrest,  oral  pain  medi- 
cations, and  hot  packs  to  the  abdomen.  She  had  essentially 
no  further  contact  with  her  doctor  or  the  nursing  staff  for  the 
remainder  of  the  day. 

At  approximately  8:00  AM  the  following  morning,  the  pa- 
tient was  examined  by  her  physician.  The  history  revealed 
severe  abdominal  pain,  especially  over  the  right  lower  quad- 
rant, and  the  patient  complained  of  frequent  vomiting.  Her 
pulse  was  elevated,  her  oral  mucosa  dry,  and  her  abdomen 
distended.  Right  lower  quadrant  direct  and  rebound  tender- 
ness led  to  a diagnosis  of  acute  abdomen;  orders  were  placed 
for  nothing  by  mouth  and  intravenous  fluids  were  begun. 

When  a general  surgery  consultation  was  obtained  six  hours 
after  this  examination,  she  was  found  to  be  in  severe  abdom- 
inal pain.  Her  blood  pressure  was  80/0  mm  Hg,  her  pulse  120/ 
min,  and  she  had  severe  abdominal  tenderness  especially  on 
the  right  side,  with  no  bowel  sounds  and  moderate  disten- 
tion. The  diagnosis  of  an  acute  abdomen  was  made,  believed 
possibly  to  result  from  a duodenal  injury,  and  the  patient  was 
scheduled  for  an  emergency  exploratory  laparotomy. 

At  surgery  she  was  found  to  have  peritonitis  due  to  a blow- 
out rupture  of  the  duodenum  at  the  junction  of  its  second 
and  third  portions,  with  a consequent  retroperitoneal  abscess 


Dr.  Avery  is  medical  director  of  State  Volunteer  Mutual  Insur- 
ance Company. 


of  the  right  gutter.  A moderate  amount  of  blood-tinged  fluid 
was  drained  from  the  peritoneal  cavity.  Following  closure  of 
the  duodenal  perforation,  a feeding  jejunostomy  was  formed. 

The  following  day  the  patient’s  complete  care  was  turned 
over  to  the  general  surgeon.  The  patient  remained  in  the  hos- 
pital six  weeks  following  surgery  but  did  finally  achieve  a 
complete  recovery. 

Loss  Prevention  Comments 

The  aggressive  management  of  patients  who 
are  suspected  of  having  complications  resulting 
from  surgery  or  trauma  is  essential  if  significant 
patient  morbidity  is  to  be  prevented  or  mini- 
mized. 

Taking  the  record  of  the  initial  visit  to  the 
emergency  room  at  face  value,  one  could  per- 
haps question  the  large  dose  of  meperidine  hy- 
drochloride without  better  particularization  of  the 
character  of  the  fall  and  its  initial  effects.  On  the 
second  visit  to  the  emergency  room,  some  16 
hours  after  the  initial  injury,  when  she  com- 
plained of  nausea,  vomiting,  constant  abdominal 
pain,  and  low-grade  fever,  her  complaints  were 
managed  solely  by  phone. 

Traumatic  rupture  of  the  duodenum  is  not  a 
common  sequela  of  “a  fall  suffered  at  home.” 
Without  the  benefit  of  a “hands  on”  evaluation 
of  this  patient  at  the  second  emergency  room  vis- 
it, the  chances  of  an  adverse  patient  outcome  be- 
come much  greater.  Though  a bad  result  might 
have  resulted  in  the  hospital  even  with  expert 
evaluation  and  observation,  certainly  the  evalu- 
ation and  treatment  by  phone  was  inadequate, 
and  was  found  to  be  below  the  acceptable  level 
of  care. 

In  situations  like  this  the  absent  doctor  is  vir- 
tually impossible  to  defend.  r ^ 
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Clarence  R.  Sanders 


Support  a “Smokeless  Society ” 

In  a move  which  is  certain  to  create  considerable  controversy  and  some 
consternation  across  the  country,  the  American  Medical  Association  recent- 
ly pledged  its  support  to  the  promoting  of  a “Smokeless  Society”  in  the 
United  States  by  the  year  2000.  Whether  or  not  this  ambitious  goal  can 
actually  become  a reality  is  a matter  of  conjecture  and  debate,  but  the  fact 
remains  that  something  positive  needs  to  be  done  immediately  about  stamp- 
ing out  one  of  the  most  serious  threats  to  the  health  and  well-being  of  the 
citizens  of  this  country.  It  is  an  established  and  much-publicized  medical  fact 
that  cigarette  smoking  is  harmful  to  the  health  of  those  who  continue  and 
persist  in  indulging  in  the  habit.  Yet,  despite  being  virtually  bombarded  with 
tragic  statistics  and  pertinent  facts  and  figures  spelling  out  the  inherent  dan- 
gers of  smoking,  Americans  continue  to  smoke  in  alarming  and  ever-increas- 
ing numbers.  Lung  cancer  is  a leading  cause  of  death,  and  it  is  imperative 
that  we  join  forces  in  fighting  this  largely  preventable  type  of  cancer. 

As  physicians,  most  of  us  have  encountered  terminal  cancer  patients  who 
have  confessed  to  having  smoked  cigarettes  for  most  of  their  lives.  By  the 
same  token,  most  of  us  have  experienced  the  effects  of  smoking  on  a much 
more  personal  level;  perhaps  a family  member  or  a close  friend  has  suffered 
the  agonies  of  lung  cancer.  It  is  not  a pleasant  experience  for  either  the 
patient,  the  physician,  or  the  ones  who  are  forced  to  helplessly  watch  some- 
one they  love  die  of  a condition  which  could  possibly  have  been  avoided. 

I have  witnessed  the  effects  of  lung  cancer  from  both  a personal  and  a 
professional  viewpoint  and,  because  I have,  I am  doubly  determined  to  do 
what  I can  to  assure  that  the  smoking  of  cigarettes  and  other  such  related 
products  becomes  a habit  of  the  past  in  this  country.  In  this  regard,  I urge 
each  of  you  to  counsel  with  your  patients,  warn  them  of  the  dangers  of 
continued  smoking,  and  solicit  their  support  in  joining  the  National  Cancer 
Institute,  the  AMA,  and  other  cancer-fighting  organizations  in  drastically 
reducing  the  number  of  Americans  who  smoke  cigarettes.  But  let's  not  wait 
for  the  year  2000.  Let’s  do  it  today. 

Prevention  is  possible.  This  fact  alone  should  be  inspiration  enough  to 
provide  the  impetus  for  our  fight.  Together  we  can  make  great  strides  in 
reducing  smoking-related  cancers  in  this  country. 
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Preserving  the  Union 
From  Inside  Out 

Travel  has  been  termed  broadening,  but  now- 
adays it  can  also  be  restricting,  and  if  the  travel  is 
for  business,  even  stultifying.  Ignoring  the  more 
obvious  confinement  consequent  to  becoming  a 
hostage,  which  can  happen  nowadays,  I refer  in- 
stead to  the  lack  of  reflection  that  is  induced  by 
the  speed  with  which  a modern  traveler  can  cover 


ground.  The  easy  access  to  far  away  places  en- 
courages the  once-over-lightly  approach,  and  trav- 
elers tend  to  resort  to  photographs  instead  of  the 
elegant  prose  of  such  18th  century  wanderers  as 
William  Bartram  or  John  L.  Stephens  for  report- 
age, if  indeed  they  report  at  all  except  over  cock- 
tails. More  often  the  traveler  returns  exhausted  in 
body  and  soul,  without  the  peace  offered  by  an 
ocean  voyage  at  the  end  to  allow  him  to  collect  his 
wits  and  think  on  where  he  has  been.  The  modern 
alternative  to  such  contemplation  is  jet  lag. 

Or  take  modern  exploration.  When  one  of  the 
moon  voyages  ran  into  trouble  with  its  equipment, 
with  the  threat  of  stranding  its  astronauts  in  space, 
two-way  television  communication  with  mission 
control  allowed  diagnosis  of  the  problem  and  on 
the  spot  repairs  through  directions  from  the  ex- 
perts. Though  the  risks  taken  by  such  travelers  are 
real,  and  have  been  likened  to  those  of  the  early 
ocean  explorers,  there  are  differences,  and  those 
differences  are  significant.  Indeed,  the  similar- 
ity ends  with  mapping  of  new  territory  and  the 
possibility  that  their  careers  might  terminate 
abruptly.  Only  space  probes  have  gone  so  far  that 
communication  with  them  takes  more  than  just  a 
very  few  minutes,  and  once  a signal  is  released,  it 
makes  it  through  to  its  destination. 

After  due  exploration  of  the  New  World,  when 
colonists  set  out  to  plant  the  flag  no  one  was  sure 
when  or  if  they  would  ever  be  heard  from  again. 
At  best,  the  crossing  would  take  weeks,  and  the 
ship’s  fate  was  uncertain.  In  short,  they  were  on 
their  own,  and  they  knew  it.  Those  early  settlers 
on  our  shores  were  therefore  either  very  desperate 
or  very  resolute  men  and  women,  or  else  were 
incurable  adventurers.  Though  civilization  grad- 
ually tamed  the  tidewater,  the  pioneer  spirit  re- 
mained strong  along  the  frontier  as  it  advanced 
slowly  westward.  Even  the  seats  of  government, 
however,  particularly  Boston  and  Williamsburg, 
had  their  share  of  firebrands,  who  though  they 
maintained,  at  least  for  a time,  their  loyalty  to  the 
crown,  resented  the  English  Parliament,  with  which 
it  might  take  months  to  communicate,  dabbling  in 
their  affairs,  and  particularly  its  taxing  them  ar- 
bitrarily, just  to  support  England’s  forays  on  the 
European  Continent.  Loyalty  to  the  crown  finally 
dwindled,  with  the  results  we  know. 

Interests  in  the  new  nation  were  expansionist, 
and  little  thought  was  given  to  preserving  historic 
structures,  which  were  not  yet  historic;  the  in- 
habitants were  too  close  to  the  making  of  that 
history,  which  is  seen  only  in  retrospect.  Though 
Independence  Hall  survived,  most  of  historic  Phil- 
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adelphia  and  Boston  went  into  a decline,  being 
situated  along  the  waterfront,  and  once  stately 
edifices  were  turned  into  warehouses.  Most  did 
survive,  however,  after  a fashion,  and  have  lately 
been  reclaimed  for  our  edification.  After  a brief 
period  of  moving  its  capitol  from  one  city  to  an- 
other, the  young  nation  established  a new  capitol 
city,  naming  it  after  the  first  president,  who  was 
widely  considered  the  father  of  his  country.  He 
was  even  offered  a throne,  which  he  mercifully 
declined. 

With  the  removal  of  Virginia’s  capitol  to  Rich- 
mond in  1801,  Williamsburg  went  to  sleep  for  more 
than  a century,  at  last  to  be  reawakened  in  the 
early  1930s.  Accurately  reconstructed  using  inven- 
tories and  plans  discovered  in  European  libraries 
through  a marvel  of  scholarly  endeavor,  Williams- 
burg now  stands  some  50  years  later  in  all  its  pre- 
Revolutionary  glory.  Like  Washington,  it  was  a 
planned  city,  constructed  for  the  removal  of  the 
Virginia  capitol  from  Jamestown,  because  of  its 
situation  on  a marsh.  Williamsburg’s  main  street, 
just  one  mile  long — from  the  capitol  to  the  Col- 
lege of  William  and  Mary — is  80  feet  wide,  but 
mercifully  not  18  inches  deep  in  wet  wet  weather, 
as  described  by  an  early  writer,  pavement  being 
one  of  Williamsburg’s  few  concessions  to  the  20th 
century — and  that  just  five  years  ago. 

Linger  for  a moment  in  the  lower  chamber  of 
Williamsburg’s  capitol  building  and  hear  the  up- 
start Patrick  Henry  with  his  ringing  demand  to 
“give  me  liberty,  or  give  me  death”  exhort  his 
fellow  burgesses  to  separation  from  England. 
Those  men  paid  dearly  for  listening — some  with 
their  lives,  many  with  their  health,  and  all  with 
their  fortunes.  If  we  ignore  their  magnanimous 
bequest,  forgetting  how  great  its  price,  we  come 
to  regard  it  as  a cheap  thing,  to  be  squandered  for 
an  evanescent  moment  of  comfort  and  security. 
“Is  life  so  dear  or  peace  so  sweet  that  they  must 
be  purchased  at  the  price  of  chains  and  slavery? 
Forbid  it.  Almighty  God!”  Few  things  are  to  be 
held  tightly.  Our  liberty  is  one.  To  our  discredit, 
it  remains  continuously  in  peril. 

Not  only  was  our  liberty  bought  at  great  price, 
but  it  has  cost  much  to  maintain  it.  Liberty  is  not 
a self-renewing  commodity.  Each  generation  must 
pay  its  own  dues.  Though  liberty  may  bestow  com- 
fort and  security,  it  likewise  may  confer  just  the 
opposite.  To  believe  otherwise  is  to  ignore  the  cost 
of  freedom,  which  is  responsibility.  John  Adams 
and  Thomas  Jefferson  were  mortal  enemies,  yet 
they  cast  all  that  aside  in  their  passion  for  the 
Union.  It  seems  fitting  that  they  died  on  the  same 


day — and  on  July  4,  at  that.  George  Washington 
and  his  troops  starved  and  froze  at  Valley  Forge, 
and  out  of  loyalty  to  the  Union  Washington  was 
never  able  to  do  the  one  thing  he  cherished  most — 
retire  to  his  beloved  Mount  Vernon  and  live  the 
life  of  a Virginia  planter. 

It  is  all  a matter  of  perspective.  Many  of  Wash- 
ington’s troops  deserted  at  Valley  Forge  to  go 
home  to  their  families.  They  found  their  civil  rights 
abridged  to  the  extent  that  they  were  unwilling  to 
pay  the  price.  Had  the  majority  followed  their 
example,  had  Washington  defected — he  was  of- 
fered a high  commission  in  the  British  Army — 
had  the  leaders  in  the  Virginia  and  Massachusetts 
colonies  not  been  willing  to  lay  aside  their  differ- 
ences— and  they  were  vast — there  would  have  been 
no  United  States  of  America. 

Wander  through  the  Jefferson  and  Lincoln 
memorials  in  Washington.  Read  the  inscriptions 
there — quotations  from  the  two  men.  Jefferson 
opposed  the  Constitution  until  after  its  ratifica- 
tion, when  he  was  instrumental  in  having  ap- 
pended to  it  the  first  ten  amendments — the  Bill  of 
Rights.  Lincoln,  the  Great  Emancipator,  is  con- 
sidered by  many  the  father  of  the  civil  rights  move- 
ment. But  consider  the  price  they  both  paid.  Their 
vision  of  the  United  States  and  for  its  people  was 
one  of  always  giving,  not  of  forever  getting.  It  is 
the  difference  between  liberty  and  license.  It  is  a 
difference  that  tends  to  escape  the  self-styled 
libertarian. 

Union  meant  voluntarily  laying  aside  personal 
differences  and  tightly  held  convictions  for  the 
greater  good.  It  meant  voluntarily  sublimating 
personal  comfort  and  sacrificing  personal  for- 
tunes. It  meant  voluntarily  taking  up  arms  in  de- 
fense of  their  homes.  It  meant  voluntarily  working 
until  all  hours,  forsaking  family  life  and  comfort, 
leaving  the  marital  bed  for  months,  even  years,  on 
end — often  forever.  It  still  does.  Liberty’s  de- 
mands have  not  changed.  Our  revolutionary  fore- 
bears were  fighting  for  the  liberty  to  do  voluntarily 
all  the  things  that  were  required  of  them  by  the 
English  king. 

The  costs  of  society  are  great,  and  they  are  little 
different  regardless  of  its  form  of  government. 
The  difference  lies  in  whether  the  costs  are  paid 
voluntarily  or  through  coercion.  The  gall  in  the 
colonies  was  not  taxation.  It  was  taxation  without 
representation.  The  founders  of  our  nation  there- 
fore limited  the  powers  of  the  federal  government 
to  a few  specific  areas  so  as  to  allow  maximum 
freedom  for  the  states  and  their  people.  Ever  since 
then,  in  order  to  get  more,  we  have  been  surren- 
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dering — voluntarily — our  freedom  a little  bit  at  a 
time  to  the  federal  government.  The  consequence 
could  be  the  inability  to  defend  our  shores. 

Never  in  history,  before  or  since,  has  any  nation 
had  such  auspicious  beginnings  as  this  one.  It  was 
nothing  short  of  miraculous  that  so  many  leaders 
with  such  varied  backgrounds,  aspirations,  and 
visions,  both  personal  and  political,  should  put  all 
that  aside  for  the  nebulous  and  predictably  costly 
concept  of  the  United  States  of  America.  When  I 
was  in  school  we  had  a required  course  in  citizen- 
ship in  which  we  learned  about  such  things.  I guess 
it  was  decided  by  someone — possibly  that  anath- 
ema of  citizenship  and  education  who  fathered  our 
modern  system  of  so-called  education,  John 
Dewey — that  such  trivia  violated  the  civil  rights 
of  the  citizens.  In  any  case,  the  ignorance  of  the 
young — which  is  almost  everybody  educated  since 
the  Koren  War — about  such  things  is  abysmal, 
and  consequently  alarming. 

The  logistics  of  requiring  that  every  mother’s 
son  and  daughter  visit  our  nation’s  cradle  and 
revel  in  our  heritage  boggles  the  mind.  Our  edu- 
cators, though,  have  been  so  innovative  in  expos- 
ing our  young  to  all  sorts  of  minutiae,  much  of  it 
detrimental,  I believe  they  could  lick  that  prob- 
lem, too.  What  I would  propose  would  probably 
be  attacked  by  the  American  Civil  Liberties  Union, 
but  I think  I’ll  propose  it  anyhow;  it  goes  like  this: 

Someone  who  is  up  on  his  (or  her)  history  and 
who  has  the  good  of  the  Union  at  heart  (this  ac- 
tually would  have  first  priority)  would  take  the 
student  on  a video  tour  of  all  those  places — Bos- 
ton, Philadelphia,  Washington,  Williamsburg,  and 
so  on — reading  (and  explaining)  to  them  the  Dec- 
laration of  Independence  and  the  Constitution 
when  those  documents  appeared.  It  would  include 
all  the  battlefields,  with  son-et-lumiere  presenta- 
tions of  such  things  as  Valley  Forge,  Washington 
crossing  the  Delaware,  the  signing  of  the  Decla- 
ration of  Independence,  Patrick  Henry  addressing 
the  House  of  Burgesses — you  get  the  picture.  Then 
every  television  station  in  the  country  would  be 
required  to  present  it  each  year  as  a public  service 
miniseries.  It  would  be  run  in  prime  time  on  every 
channel  at  the  same  time,  so  that  there  would  be 
no  alternative  viewing.  Maybe  it  ought  also  to  be 
run  in  every  movie  theater  at  the  same  time,  as 
well.  Every  student  in  every  school  from  the  6th 
through  the  12th  grades  would  be  given  an  exam- 
ination on  it,  appropriate  to  his  age  and  level  of 
education.  Though  it  would  be  possible  to  make 
it  boring,  that  would  be  hard  to  do.  So  as  to  ob- 
viate such  a possibility,  the  first  thing  to  be  sure 
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of  is  that  no  modern  educator  would  get  his  hands 
on  its  production.  I believe  such  a small  require- 
ment might  well  minimize  the  number  of  other 
regulations  necessary  for  running  the  country.  It 
could  only  help.  It  could  even  preserve  our 
freedom. 

Walking  through  the  Jefferson  Memorial  put 
me  in  mind  of  a banner  I saw  on  a medical  student 
locker,  which  said,  “Proud  to  be  Scottish.” 
Scrawled  on  a piece  of  paper  on  the  locker  next 
to  it  were  the  words,  “Proud  to  be  Americanish.” 
I say  Amen!  It  was  good  to  see  somebody  cared. 

J.B.T. 

December  Flights  of  Ideas 
For  February 

It  seems  about  the  only  thing  one  can  accurately 
say  about  usual  weather  is  that  weather  is  unusual. 
This  has  been  an  unusual  winter  so  far,  and  as  of 
this  writing  winter  has  not  even  started  yet.  I sup- 
pose, then,  that  it  would  be  more  appropriate  to 
say  that  this  has  been  an  unusual  fall,  since  much 
of  the  weather  has  been  wintery,  with  subzero 
temperatures  and  several  feet  of  snow  in  at  least 
some  parts  of  the  country.  On  the  other  hand,  the 
fall  colors  were  still  vivid  in  Quebec  City  the  first 
week  in  November,  and  on  December  12,  Wil- 
liamsburg, Virginia  had  80°  under  cloudless  skies. 
Here  in  Middle  Tennessee,  as  of  the  first  of  De- 
cember, except  for  a couple  of  cold  snaps  the 
weather  had  been  uncommonly  warm — and  of 
course  we  are  still  in  a dry  spell  that  is  going  on 
two  years,  at  the  same  time  that  only  a short  dis- 
tance to  the  north  the  countryside  has  been  wash- 
ing away. 

Though  many  things  affect  the  weather,  whether 
it  is  warm  or  cold  depends  ultimately  upon  the 
distance  of  the  sun  from  the  point  of  interest  on 
the  globe,  and  the  length  of  time  each  day  the  sun 
shines  on  it,  discounting  such  local  factors  as  water, 
vegetation  or  its  lack,  mountains,  and  so  on.  I’m 
not  sure  how  long  it  took  newly  created  man  to 
find  out  how  dependent  he  was  on  the  sun,  but  it 
wasn’t  long.  He  went  into  mourning  as  the  sun 
sank  lower  and  lower  in  the  heavens  throughout 
autumn,  and  gleefully  welcomed  it  back  at  the 
winter  solstice,  hence  such  pagan  revels  as  the 
Saturnalia,  and  its  derivative  feast,  Christmas.  He 
even  built  large  monuments,  such  as  Stonehenge, 
to  tell  him  exactly  when  the  winter  and  summer 
solstices  would  happen. 
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The  earliest  object  of  worship  was  apparently — 
and  not  unpredictably — the  sun,  and  as  a by- 
product of  that  worship  early  man  went  about 
placating  all  those  unquestionably  evil  forces  that 
would  blot  it  out — things  such  as  darkness,  and  so 
on,  though  I guess  it  finally  became  apparent  that 
even  though  the  sun  sank  out  of  sight  each  eve- 
ning, Phoebus  could  be  depended  upon  to  get  his 
horses  out  the  next  morning.  Man  was  doubtless 
much  less  certain  about  the  seasons,  though,  and 
so  the  ancient  Jews  were  greatly  encouraged  when 
God  promised  them  that  seed-time  and  harvest 
would  follow  so  long  as  the  earth  lasted.  (The 
heathen  had  much  less  comfort.)  Worship  of  the 
sun  has  never  waned,  and  people  regularly  take 
off  their  clothes,  the  more  the  merrier,  to  bask  in 
its  light,  often  to  their  peril,  either  short  or  long 
term. 

It  was  natural  that  this  love  affair  with  the  sun 
would  be  transferred  to  closer  objects  of  the  af- 
fection, resulting  in  such  songs  as  “You  Are  My 
Sunshine,”  “O  Sole  Mio”  (“My  Sunshine”),  and 
“The  Sunshine  of  Your  Smile.”  That  sunshine 
warmed  the  heart  instead,  and  the  heart  is  the  seat 
of  the  soul,  n’est-ce  pas ? And  so  to  commemorate 
the  heart's  bubbling  over  in  song  to  its  own  per- 
sonal sunshine,  we  have  Valentine’s  Day. 

Though  I hope  St.  Valentine's  Day  will  not  be 
the  only  time  your  heart  will  be  so  warmed  and 
bubbly,  I trust  you  will  take  the  opportunity  on 
that  day  to  let  her  (or  him,  as  appropriate)  know 
about  it.  (N.B.  At  the  same  time,  in  case  you 
haven't  found  it  out  on  your  own,  I should  warn 
you  that  the  utility  of  such  an  exhibition  is  meas- 
ured more  in  days,  or  even  hours,  than  in  months. 
So  be  warned  about  being  warmed.) 

Go  ye,  therefore,  and  do  likewise. 

J.B.T. 


Prenatal  Care  Suggestions  Desired 

To  the  Editor: 

The  study  by  Oxford  et  al1  reported  in  the  Novem- 
ber Journal  and  McIntyre’s  report  from  the  Depart- 
ment of  Health  and  Environment2  in  the  same  issue. 


deal  with  prenatal  care.  Reading  these  items  prompts 
me  to  ask  your  readers  for  some  advance  input  in  our 
Public  Health  Officers'  Section  Program  for  the  TMA 
annual  meeting  in  April. 

In  my  opinion,  the  Statewide  Prenatal  Care  Pro- 
gram has  done  good  since  its  inception  in  1982,  but 
problems  unsolved  or  partially  solved  remain. 

We  plan  a Thursday  afternoon  panel  to  discuss  in 
part  this  Prenatal  Program  from  public  health  and  pri- 
vate practice  perspectives.  To  augment  the  discussion, 
I request  physicians  from  personal  viewpoints  to  ask 
or  tell  me  about  providing  prenatal  care  to  Tennessee 
mothers;  and,  more  specifically,  (1)  approaches  to  the 
patients  with  limited  or  no  money,  (2)  management  at 
term  with  patients  who  live  in  areas  where  doctors/ 
hospitals  don't  do  obstetrics,  (3)  how  public  health  de- 
partment prenatal  clinics  and  private  physicians  can  best 
work  together  in  improving  prenatal  (and  perinatal) 
care,  and  (4)  maybe  crucial  to  it  all,  how  to  educate 
modification  of  sexual  lifestyles,  including  abstinence 
and  contraception,  given  that  some  unwanted  and  un- 
needed pregnancies  occur  in  high-risk  women. 

Unless  otherwise  requested,  any  or  all  submissions 
may  be  incorporated  into  our  program  in  April. 

I welcome  your  readers’  participation. 

B.D.  Hale,  M.D.,  M.P.H. 
Regional  Medical  Director 
Southwest  Region 
Tennessee  Department  of 
Health  and  Environment 
295  Summar 
Jackson,  TN  38301 
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Roland  E.  Buckalew,  age  49.  Died  December  4,  1985. 
Graduate  of  George  Washington  University  School  of 
Medicine.  Member  of  Lawrence  County  Medical  So- 
ciety. 

James  L.  Caldwell , age  67.  Died  November  25,  1985. 
Graduate  of  Johns  Hopkins  University  School  of  Med- 
icine. Member  of  Chattanooga-Hamilton  County 
Medical  Society. 

M.  F.  Langston,  age  87.  Died  November  28,  1985. 
Graduate  of  Tulane  University  School  of  Medicine. 
Member  of  Chattanooga-Hamilton  County  Medical 
Society. 

John  C.  Pryse,  age  59.  Died  November  18,  1985. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Campbell  County  Medical  Society. 
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John  J.  Redmon,  age  73.  Died  November  30,  1985. 
Graduate  of  University  of  Louisville  School  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical  So- 
ciety. 

Leon  J.  Willien,  age  75.  Died  November  24,  1985. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Cynthia  Carruth,  M.D. , Jackson 
Larry  Carruth,  M.D.,  Jackson 

GREENE  COUNTY  MEDICAL  SOCIETY 

Winston  H.  Kitchin,  M.D.,  Greeneville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Ben  Greer  High,  M.D.,  Columbia 
Cary  Watson  Pulliam,  M.D.,  Columbia 

McMINN  COUNTY  MEDICAL  SOCIETY 

Robert  Kalayjian,  M.D.,  Decatur 
Jerry  McKnight,  M.D.,  Decatur 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Ben  Bursten,  M.D. , Oak  Ridge 
Thomas  L.  Clary,  M.D.,  Oak  Ridge 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Curtis  K.  Drumright,  M.D.,  Johnson  City 
Anil  Kapoor,  M.D.,  Johnson  City 
Elizabeth  Anne  Lawson,  M.D.,  Johnson  City 

(Student) 

Loren  J.  Mouw,  Johnson  City 

WILSON  COUNTY  MEDICAL  SOCIETY 

William  D.  Schenk,  M.D.,  Lebanon 


per/onol  new/ 


Jack  C.  Clark,  M.D.,  Crossville,  who  has  served  as 
the  Tennessee  Army  National  Guard’s  State  Surgeon 
since  1979,  has  received  the  Association  of  Military 
Surgeons  of  the  United  States  Founder’s  Medal,  pre- 
sented annually  for  outstanding  contribution  to  mili- 
tary medicine  and  meritorious  service. 


Morris  Cohen,  M.D.,  Memphis,  has  been  inducted  as 
a Fellow  of  the  American  Society  for  Adolescent  Psy- 
chiatry. 

Richard  V.  Fletcher,  M.D.,  Chattanooga,  has  received 
the  Tennessee  Hospital  Association’s  1985  Meritorious 
Service  Award,  “in  recognition  of  his  constant  concern 
for  quality  and  maintenance  of  the  highest  standards 
of  professional  excellence.” 

Fred  M.  Furr,  M.D.,  Knoxville,  has  been  awarded  the 
Bariatrician  of  the  Year  Award  in  recognition  of  his 
leadership  service  to  the  American  Society  of  Bariatric 
Physicians. 

John  B.  Turner,  M.D.,  Springfield,  was  honored  by 
the  American  Academy  of  Family  Physicians,  in  rec- 
ognition of  25  years  of  continued  membership  in  the 
Academy. 


TMA  Members  Receive 
AMA  Physician's  Recognition  Award 

Twenty  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
November  1985. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Robert  M.  Barnett,  III,  M.D.,  Chattanooga 
Frank  E.  Bishop,  M.D.,  Chattanooga 
William  D.  Black,  M.D.,  Knoxville 
Lonnie  R.  Boaz,  Jr.,  M.D.,  Chattanooga 
Harry  E.  Burck,  Jr.,  M.D.,  McMinnville 
John  S.  Burrell,  M.D.,  Lake  City 
Calvin  L.  Calhoun,  M.D.,  Nashville 
John  M.  Chandler,  M.D.,  Bristol 
Thomas  A.  Currey,  M.D.,  Memphis 
James  H.  Donnell,  M.D.,  Jackson 
Peter  M.  Duvoisin,  M.D.,  Chattanooga 
Edmon  L.  Green,  M.D.,  Nashville 
Jack  D.  Hixson,  M.D.,  Chattanooga 
Donald  D.  Owens,  M.D.,  Memphis 
Henry  P.  Pendergrass,  M.D.,  Nashville 
Charles  A.  Prater,  M.D.,  Jellico 
Charles  L.  Roach,  M.D.,  Sevierville 
N.  N.  Sharma,  M.D.,  Lewisburg 
Clyde  G.  Smith,  M.D.,  Memphis 
Gates  J.  Wayburn,  Jr.,  M.D.,  Nashville 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

October  30,  1985 


Members  Present: 


Members  Absent: 
Others  Present: 


I.  Lee  Arnold,  M.D. 

Duane  C.  Budd,  M.D. 

John  H.  Burkhart,  M.D., 
President 

Howard  R.  Foreman,  M.D., 
Secretary 

Alvin  J.  Ingram,  M.D. 

None 

Ray  C.  Hall,  Director, 
Health  Related  Boards 
Patricia  Newton,  Attorney 
Louise  Blair, 

Administrative  Assistant 
Sylvia  Norris,  Secretary 


The  meeting  was  called  to  order  at  8:30  AM  by  Dr. 
John  Burkhart,  president,  at  the  Legislative  Plaza  in 
Nashville. 

Minutes  of  the  Sept.  24  and  Sept.  25,  1985,  meet- 
ings were  approved  as  submitted. 

The  new  Proposed  Rules  of  the  Board,  which  are 
being  filed  in  lieu  of  a rulemaking  hearing,  were  unan- 
imously approved. 

A revised  reciprocity  application  was  submitted  with 
revisions  suggested  by  Dr.  Foreman,  whereby  the  ap- 
plicant would  request  FLEX  scores  be  sent  directly 
from  the  federation  instead  of  from  the  state  of  origi- 
nal licensure.  This  would  eliminate  the  possibility  of 
the  applicant  falsifying  scores.  Also,  all  references  to 
the  Licensing  Board  for  the  Healing  Arts  were  deleted 
from  the  application.  The  application  was  approved. 

Reciprocity  applications  of  Drs.  Claude  Labrose, 
Charles  K.  Sehon,  and  Wilburne  D.  Johnson,  II,  were 
unanimously  approved.  The  Board  approved  the  reci- 
procity application  of  Dr.  Paul  G.  Hovespian  with  li- 
censure effective  Jan.  1,  1986,  six  months  prior  to  his 
finishing  his  residency  training.  Dr.  Arnold,  Dr.  Budd. 
and  Dr.  Burkhart  voted  “yea”  and  Dr.  Foreman  and 
Dr.  Ingram  voted  “no.”  Dr.  Alvin  J.  Hill  did  not  ap- 
pear; therefore,  approval  of  reciprocity  application  was 
deferred. 

Dr.  Robert  J.  McElroy,  a medical  graduate  of  the 
American  University  of  the  Caribbean,  had  applied  for 
authorization  to  sit  for  the  FLEX  examination.  Since 
it  has  been  the  policy  of  the  Board  to  require  gradu- 
ates of  foreign  medical  schools  not  approved  by  the 
Liaison  Committee  on  Medical  Education  to  finish  a 
three-year  approved  residency  to  be  licensed  in  Ten- 
nessee, the  Board  denied  the  request.  Recommenda- 
tion was  made  that  he  wait  until  he  was  closer  to  fin- 
ishing training  before  he  reapply  to  take  FLEX  in 
Tennessee. 

The  following  policy  statement  was  unanimously 
approved  by  the  Board:  “The  Board  of  Medical  Ex- 


aminers reaffirms  that  medical  school  graduates,  upon 
waiver  by  the  Board,  do  not  require  a Tennessee  li- 
cense to  perform  the  duties  assigned  to  them  as  a part 
of  an  approved  graduate  medical  education  program 
or  residency.  Graduates  of  medical  schools  not  ap- 
proved by  the  Liaison  Committee  for  Medical  Educa- 
tion who  desire  a license  to  practice  medicine  in  Ten- 
nessee must  satisfy  requirements  of  the  Board  including 
documentation  and  specifically  including  reports  of 
satisfactory  performance  in  an  approved  residency. 
They  may  then  appear  before  the  Board  for  consider- 
ation of  such  license  not  before  the  final  four  months 
of  such  approved  residency  of  at  least  three  years’  du- 
ration.” This  statement  will  be  added  to  the  rules. 

X-ray  Operators.  The  Board  approved  the  change 
of  clock  hours  required  for  training  of  x-ray  operators 
from  a total  of  60  hours  to  a total  of  45  hours.  This 
change  will  be  reflected  in  the  rules.  Diane  George 
and  Neta  McKnight,  Tennessee  Society  of  Radiologi- 
cal Technologists,  were  represented  by  Attorney  Wil- 
liam M.  Leech.  Jr.,  who  presented  a petition  to  the 
Board  concerning  implementation  of  the  law.  It  was 
reported  that  the  administrative  staff  of  the  Board  had 
met  with  Mr.  Eddie  Nanney  of  the  Division  of  Ra- 
diological Health.  Mr.  Nanney  will  furnish  the  Board 
a mailing  list  of  physicians’  offices  that  have  x-ray 
equipment  in  order  for  a copy  of  the  law  and  rules  to 
be  forwarded  informing  these  physicians  of  the  certi- 
fication requirements  for  x-ray  operators.  This  should 
be  accomplished  by  the  first  week  in  December.  A na- 
tional examination  was  approved  at  the  last  Board 
meeting.  The  administrative  staff  is  in  the  process  of 
obtaining  a contract  for  giving  the  examination  and 
other  information  from  the  testing  agency.  Certificates 
and  applications  are  also  being  designed  by  the  admin- 
istrative staff  to  be  presented  to  the  Board  for  approv- 
al. Mr.  Ron  Gant  of  the  Tennessee  Medical  Associa- 
tion addressed  the  Board  concerning  x-ray  operators 
and  hopes  to  have  a statewide  training  program  avail- 
able at  the  end  of  the  first  quarter  of  1986. 

Physician  Assistants.  Dr.  Burkhart  introduced  a let- 
ter from  Dr.  Woodcock  suggesting  some  changes  in 
the  Board  of  Medical  Examiners’  interpretation  of  the 
physician  assistant  practice.  The  previous  opinion  of 
the  Board  was  “Physician  assistants  cannot  perform 
surgical  procedures,  including  sutures,  reducing/setting 
fractures  or  casting  fractures.”  This  was  changed  to 
the  following:  “Physician  assistants  may  suture  lacera- 
tions of  the  skin  and  subcutaneous  tissues  only  after 
personal  inspection  of  the  cleansed  laceration  by  the 
supervising  physician.  Physician  assistants  may  not  su- 
ture severed  tendons,  blood  vessels,  or  nerves,  or  oth- 
er vital  structures,  or  more  severe  lacerations  that  re- 
quire debridement  or  undermining  of  adjacent  skin  for 
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closure.  Physician  assistants  may  cast  undisplaced  frac- 
tures that  do  not  require  reduction  only  after  personal 
examination  of  the  patient  and  the  diagnostic  x-rays  of 
the  patient  by  the  supervising  physician.  The  cast  must 
be  personally  inspected  by  the  supervising  physician 
promptly  after  the  cast  has  been  applied.”  Other  than 
these  modifications,  the  Oct.  31,  1984  opinions  of  the 
Board  are  in  full  effect. 

Dr.  Leonard  J.  Brooks  was  brought  before  the 
Board  for  hearing  on  Jan.  16,  1979,  charged  with  per- 
forming abortions  or  attempting  to  procure  miscar- 
riages; unprofessional,  dishonorable,  or  unethical  con- 
duct; conduct  establishing  gross  ignorance  or  gross 
malpractice  in  the  course  of  medical  practice,  etc.  The 
Board  found  Dr.  Brooks  guilty  as  charged  and  re- 
voked Dr.  Brooks’  license  to  practice  medicine  in 
Tennessee  indefinitely.  Dr.  Brooks  appealed  to  chan- 
cery court  and  based  on  a U.S.  Supreme  Court  deci- 
sion that  statutes  against  abortion  are  unconstitution- 
al, the  Board  was  asked  to  reconsider  the  original 
decision  and  reinstate  Dr.  Brooks'  license.  Dr.  Brooks 
was  represented  by  Attorney  Thomas  H.  Ware.  The 
Board  unanimously  reaffirmed  action  taken  by  the 
previous  Board  passed  on  the  conclusion  of  law  that 
the  previous  Board  found  actions  of  Dr.  Brooks  un- 
professional, dishonorable  and  unethical.  Revocation 
remains. 

Dr.  Jerry  Word  filed  for  a continuance  and  the  ad- 
ministrative judge,  Robert  T.  McGowan,  granted  the 
continuance  based  on  Dr.  Word’s  attorney  having  an- 
other case  in  court  and  could  not  be  present  at  this 
time.  Dr.  Word  has  surrendered  his  DEA  Schedule  II 
prescribing  privilege. 

Dr.  Frank  Page  pleaded  guilty  in  federal  court  to 
two  counts  of  signing  and  issuing  prescriptions  for  con- 
trolled substances  for  purposes  other  than  in  the  usual 
course  of  professional  practice  for  a legitimate  medical 
purpose.  The  Board  accepted  an  agreed  order  from 
Dr.  Page  to  the  effect  that  Dr.  Page  shall  execute  any 
forms  or  documents  necessary  to  surrender,  or  with- 
draw any  applications  for  his  controlled  substances 
privileges  with  the  U.S.  Drug  Enforcement  Adminis- 
tration. Further,  Dr.  Page  shall  not  apply  for  said  con- 
trolled substances  privileges  in  the  future  until  or  un- 
less he  is  granted  permission  to  do  so  by  this  Board. 
Dr.  Page  shall  not  engage  in  the  practice  of  medicine 
in  the  future,  prior  to  the  final  hearing  in  this  case. 

Dr.  Ralph  S.  Hobbs  pleaded  guilty  in  federal  court 
to  two  counts  of  signing  and  issuing  prescriptions  for 
controlled  substances  for  purposes  other  than  in  the 
usual  course  of  professional  practice  for  a legitimate 
medical  purpose.  Dr.  Hobbs  was  charged  with  viola- 
tions of  the  provisions  of  the  practice  act,  including 
but  not  limited  to,  the  following:  (1)  Unprofessional, 
dishonorable,  or  unethical  conduct.  (2)  Violation  or 
attempted  violation,  directly  or  indirectly,  or  assisting 


in  or  abetting  the  violation  of,  or  conspiring  to  violate, 
any  provision  of  TCA  63-6-101  et  seq,  or  any  criminal 
statute  of  the  State  of  Tennessee.  (3)  Making  false 
statements  or  representations,  or  in  being  guilty  of 
fraud  or  deceit  in  the  practice  of  medicine.  (4)  Gross 
malpractice,  or  a pattern  of  continued  or  repeated 
malpractice,  ignorance,  negligence  or  incompetence  in 
the  course  of  medical  practice.  (5)  Dispensing,  pre- 
scribing, or  otherwise  distributing  any  controlled  sub- 
stance or  any  other  drug  not  in  the  course  of  profes- 
sional practice,  or  not  in  good  faith  to  relieve  pain  and 
suffering,  or  not  to  cure  an  ailment,  physical  infirmity 
or  disease.  (6)  Dispensing,  prescribing  or  otherwise 
distributing  to  any  person  a controlled  substance  or 
other  drug  if  such  person  is  addicted  to  the  habit  of 
using  said  controlled  substance  without  making  a bona 
fide  effort  to  cure  the  habit  of  such  patient.  (7)  Dis- 
pensing, prescribing,  or  otherwise  distributing  any 
controlled  substance  or  other  drug  to  any  person  in 
violation  of  any  law,  of  the  State  or  of  the  United  States 
of  America.  Dr.  Hobbs’  case  was  heard  by  default  since 
he  was  not  present.  The  Board  unanimously  voted  that 
the  State  of  Tennessee  had  a prima  facie  case  against 
Dr.  Hobbs.  They  voted  to  adopt  the  State’s  findings, 
found  Dr.  Hobbs  guilty  of  the  charges,  and  revoked 
his  medical  license. 

Dr.  Larry  R.  Yarbro  was  charged  with  prescription 
drug  abuse.  The  Board  voted  to  accept  an  agreed  or- 
der from  Dr.  Yarbro.  He  is  to  continue  in  the  outpa- 
tient program  with  random  urine  screens  in  addition 
to  the  regular  outpatient  meetings;  will  be  on  proba- 
tion for  three  years;  join  TMA  Impaired  Physician 
Program;  and  surrender  his  DEA  Schedule  II  privi- 
leges for  a period  of  one  year. 

Dr.  Bobby  Watts  was  charged  with  prescription  drug 
abuse.  Dr.  Watts  agreed  to  voluntarily  surrender  his 
DEA  license  and  number  and  will  not  prescribe 
Schedule  II  drugs  until  the  Board  has  a formal  hear- 
ing. The  Board  accepted  this  agreement. 

Dr.  Anthony  Casparis  was  charged  with  habitual  in- 
toxication by  personal  use  or  misuse  of  intoxicating 
liquors  in  such  a manner  as  to  adversely  affect  his  abil- 
ity to  practice  medicine  and  that  violations  further 
constitute  grounds  for  summary  suspension  of  Dr. 
Casparis’  license.  Dr.  Casparis  has  agreed  to  sign  a 
contract  with  the  TMA  Impaired  Physician  Program. 
The  Board  unanimously  voted  to  suspend  Dr.  Caspar- 
is’ license  and  when  he  is  discharged  from  the  four- 
month  treatment  program  he  can  come  before  the 
Board  for  final  hearing  on  charges. 

Dr.  Burkhart  reported  that  he  is  unable  to  proctor 
the  first  day  of  the  December  FLEX  due  to  conflicting 
commitments.  Dr.  Ingram  agreed  to  take  his  place. 

The  next  meeting  of  the  Board  was  set  for  Jan.  14 
and  15,  1986. 

The  meeting  adjourned  at  1:10  PM.  r ^ 
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Introduction 

Approximately  2 million  burns  occur  annually 
in  the  United  States.1  Half  of  these  are  minor 
enough  that  only  first  aid  treatment  is  required. 
However,  about  250,000  are  severe  enough  to 
result  in  some  loss  of  time  from  work,  restriction 
of  activity,  or  home  treatment.  Of  the  remain- 
der, about  70,000  are  severe  enough  to  require 
hospitalization  and  result  in  12,000  deaths  year- 
ly. Although  these  numbers  have  remained  rela- 
tively stable  for  the  last  few  years,  with  only  mi- 
nor fluctuations,  according  to  the  National  Safety 
Council  bulletin  the  mortality  rate  from  burns  has 
shown  a marked  decline  from  9 per  100,000  pop- 
ulation in  1910  to  about  4 per  100,000  at  the 
present  time.1 

Prior  to  1940,  specific  treatment  for  the  mul- 
tifaceted burn  injury  was  quite  limited,  and  often 
the  patients  tended  to  receive  less  than  optimal 
care  because  of  the  difficulty  associated  with  the 
foul  smelling,  frequently  infected  wounds.  The 
National  Research  Council  in  1943  reported  that 
the  majority  of  patients  succumbing  to  burns  died 
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during  the  initial  shock  phase.1  By  the  early  1950s, 
adequate  fluid  and  intravenous  resuscitative 
therapy  was  available,  and  renewed  interest  in 
the  burn  problem  occurred  as  a result  of  many 
factors.  Since  1950.  when  a national  conference 
was  held  in  Washington,  D.C.,1  there  has  been  a 
growing  emphasis  on  the  unique  needs  of  burn 
patients. 

With  the  introduction  of  effective  topical  an- 
timicrobial agents  in  the  mid-1960s,2  the  mortal- 
ity rate  was  essentially  decreased  by  half  for  pa- 
tients sustaining  40%  to  60%  body  surface 
injuries.  As  new  techniques  evolved,3  along  with 
greater  interest  in  the  problem  and  better  ancil- 
lary care  during  the  late  1960s  and  early  1970s, 
more  emphasis  was  placed  on  prevention  or  re- 
habilitation to  minimize  burn  deformities.4 

During  this  entire  period,  a concept  devel- 
oped that  a multidisciplinary  team  approach  re- 
sults in  the  most  effective  treatment  of  burn  pa- 
tients— hence  the  growing  trend  toward  burn 
centers  and  other  specialized  treatment  facilities. 
This  evolution  was  based  on  the  conviction  that 
by  devoting  their  time  and  skill  exclusively  to  the 
burn  patients,  individuals  from  the  various  disci- 
plines within  the  health  care  field  could  provide 
optimal  care  more  economically  both  by  reduc- 
ing the  length  of  hospital  stay,  and  by  minimizing 
the  need  for  subsequent  reconstructive  proce- 
dures. 
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VANDERBILT  BURN  CENTER/Lynch 

In  view  of  this  trend,  a study  group  was  con- 
vened at  Vanderbilt  in  May  of  1979  to  evaluate 
the  feasibility,  need,  and  desirability  of  such  a 
facility  for  the  Middle  Tennessee  area.  These 
studies  culminated  in  the  opening  of  the  Vander- 
bilt University  Burn  Center  on  Nov.  1,  1983  af- 
ter satisfying  the  existing  regulatory  require- 
ments. The  center  was  built  and  equipped  to 
contain  20  beds.  The  concept  was  unique  be- 
cause it  combined  not  only  acute  treatment  of 
both  adult  and  pediatric  burn  patients,  but  sub- 
sequent reconstructive  procedures  as  well  within 
the  same  unit.  A rehabilitation  program  was  also 
developed  simultaneously  in  the  same  facility. 

The  purpose  of  this  report  is  to  relate  our  ex- 
perience during  the  first  IVi  years  of  this  unit, 
with  the  thought  that  it  might  be  helpful  to  those 
contemplating  a similar  undertaking. 

Materials  and  Methods 

The  Vanderbilt  Burn  Center  opened  in  Nash- 
ville on  Nov.  1,  1983  after  4V£  years  of  planning 
and  construction.  The  unit  was  located  in  a 
preexisting  facility  that  had  previously  housed  the 
surgical  intensive  care  unit.  The  renovation  costs 
totaled  $2.5  million  and  were  financed  by  indus- 
trial revenue  bonds.  A specialized  interdiscipli- 
nary team  was  developed  consisting  of  plastic 
surgeons,  pediatric  surgeons,  a nurse  coordina- 
tor, physical  therapists,  occupational  therapists, 
a nutritionist,  social  workers,  and  a pastoral  min- 
istry; and  to  this  were  later  added  a nurse  clinical 
practitioner,  a burn  fellow,  and  an  orthotist. 
There  was  an  extremely  intensive  period  of  in- 
service  training  of  the  team  during  the  three  to 
four  months  prior  to  opening. 


Although  designed  and  equipped  for  20  beds, 
the  burn  center  opened  with  eight  operational 
beds  based  on  the  average  census  of  burn  pa- 
tients (six)  in  Vanderbilt  University  Hospital  prior 
to  that  time.  The  plan  was  to  slowly  increase  the 
capacity  of  the  unit  as  the  demand  justified  and 
as  additional  personnel  could  be  recruited  and 
trained.  The  peak  census  occurred  in  August  1985 
with  16  inpatients  on  the  unit.  The  basic  design 
included  8 intensive  care  beds,  and  12  acute  care 
beds  for  patients  requiring  either  less  than  inten- 
sive care  or  reconstruction  procedures. 

For  this  study,  a patient  profile  was  completed 
on  each  patient  at  the  time  of  discharge.  It  in- 
cluded demographic  information,  cause,  extent, 
and  anatomic  location  of  the  burn,  surface  area 
of  the  burn,  the  hospital  course,  procedures  per- 
formed, and  complications.  Using  this  informa- 
tion, an  operational,  user  interactive  data  base 
was  constructed  using  the  Vanderbilt  University 
DEC-10  computer.  We  present  a summary  of 
these  findings  for  the  first  18  months  of  opera- 
tion. 

Results 

The  patients  admitted  to  the  Vanderbilt  Burn 
Center  were  from  the  Middle  Tennessee  area,  al- 
though referrals  came  from  throughout  Tennes- 
see, Kentucky,  and  Alabama  (Fig.  1).  In  the  first 
year,  102  patients  were  admitted  to  the  center 
and  another  79  patients  in  the  first  six  months  of 
the  second  year.  There  were  196  admissions  to 
the  unit  from  November  1983  until  our  report  was 
prepared  in  May  1985  (Fig.  2). 

Two  types  of  burn  patients  were  admitted  to 
the  Vanderbilt  Burn  Center.  Acute  burns  and 
burn  reconstruction  cases  were  treated  because  it 
was  designed  as  a comprehensive  center  for  the 


18-  Kentucky 


Figure  1.  Geographic  distribution  of  the  196  admissions  to  the  Vanderbilt  Burn  Center  in  the  first  18  months.  Note 
the  large  concentration  of  patients  in  the  greater  Nashville  area. 
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Figure  2.  A bar  graph  indicating  the  progressive  increase  in  number 
of  admissions  since  the  unit  was  opened  in  November  of  1983. 


RECONSTRUCTION 


Figure  3.  A pie  graph  showing  the  type  of  burn  admission  to  the  unit. 
The  very  large  number  of  acute  admissions  reflects  the  need  for  this 
type  of  service  in  the  Middle  Tennessee  area. 


OTHER 
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Figure  4.  A pie  graph  showing  location  of  the  patient  when  the  burn 
occurred.  Although  the  burns  frequently  occurred  at  home,  there  was 
a significant  number  of  industrial  injuries. 


complete  management  of  burn  injuries.  Most  pa- 
tients (n  = 157)  had  acute  burns  (87%)  while  a 
smaller  number  (n  = 24)  were  admitted  for  re- 
construction (13%)  (Fig.  3). 

Since  80%  of  the  patients  were  referred  from 
the  Middle  Tennessee  area,  they  were  transport- 
ed by  the  Vanderbilt  Lifeflight  helicopter  service 
and  arrived  within  24  hours  post-burn.  Massive 
burns  (>  50%)  or  multiple  trauma  were  present 
in  8%  of  the  patients  treated.  Male  patients 
(71%)  were  more  common  than  female  (29%) 
(Fig.  4)  and  burns  occurred  at  home  (n=125), 
work  (n  = 34),  or  car  (n  = 7).  In  this  series,  the 
most  common  type  of  burn  was  flame  (Fig.  5). 
Typically,  flame  burns  resulted  in  the  highest 
mortality  because  of  the  large  areas  of  consistent 
full  thickness  injury.  They  were  associated  with 
house  fires,  gasoline,  cooking,  and  children  using 
matches.  Since  many  children  and  elderly  people 
were  scalded  by  hot  liquids,  this  accounted  for 
the  second  most  common  type  of  injury.  Electri- 
cal and  chemical  burns  comprised  18%  of  pa- 
tients; these  injuries  were  extensive  and  often  as- 
sociated with  deep  soft  tissue  damage  or  vascular 
injury  which  led  to  extremity  amputations.  Con- 
tact burns  occurred  in  toddlers  who  placed  ex- 
tremities near  kerosene  floor  heaters  or  were 
splattered  with  hot  cooking  grease. 

Of  the  21  patients  who  have  died,  only  six  died 
within  the  initial  48-hour  resuscitation  period. 
Four  of  these  had  burns  over  more  than  80%  of 
their  total  body  surface  area  (Fig.  6).  One  half 
of  the  fatalities  were  associated  with  inhalation 
injuries  and  occurred  later  in  the  post-burn  course 
(>  7 days),  frequently  in  association  with  sepsis 
from  the  lung  or  burn  wound. 

Comment 

It  is  clear  from  the  significant  number  of  ad- 
missions (n  = 196)  to  Vanderbilt  Burn  Center  in 
18  months  that  it  has  fulfilled  a necessary  role  for 
the  population  of  Middle  Tennessee  and  south- 
ern Kentucky.  With  the  significant  advances  in 
burn  therapy,  such  a center  is  necessary  to  deal 
with  the  complexities  of  pediatric,  electrical,  or 
chemical  burns.  A 10%  mortality  in  our  burn 
center  reflects  the  seriousness  of  large  burns  and 
the  necessity  for  a center  in  an  area  of  rapid  pop- 
ulation growth.  Moreover,  DRG  assignments, 
workmen’s  compensation,  and  third  party  pay- 
ment require  optimal  care  so  that  cost  contain- 
ment can  be  achieved.  These  problems  are  better 
solved  in  a unit  specialized  in  burn  care. 

The  Vanderbilt  Burn  Center  has  had  a steady 
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increase  in  admissions  since  opening  in  Novem- 
ber 1983  and  these  patients  have  largely  had  acute 
burns,  suggesting  that  community  hospitals  are 
prepared  to  deal  with  post-burn  reconstruction  if 
the  patient  recovers  from  the  injury.  Certainly, 
the  specialized  care  given  by  physical  and  occu- 


FLAME 

59.4%) 


Figure  5.  The  cause  of  the  burn  is  illustrated  in  this  pie  graph.  Note 
the  large  number  of  electrical  and  chemical  burns  (18.3%)  treated  in 
the  center. 


AGE  (years) 

Figure  6.  A double  bar  graph  plotting  mortality,  age,  and  the  percent 
body  surface  area  burn.  There  were  few  survivors  when  the  burn  was 
large  and  the  patient  was  old. 


pational  therapists  and  nurses  may  eliminate  the 
need  for  major  post-burn  reconstruction,  which 
has  been  a problem  in  the  past.  This  is  particu- 
larly true  of  electrical  burns,  where  optimal  man- 
agement of  vascular  injury5  may  prevent  late  re- 
constructive problems.  The  use  of  early 
debridement  and  skin  grafting  used  in  our  center 
has  reduced  the  incidence  of  post-burn  deformi- 
ties. 

Other  benefits  of  specialized  burn  center  ther- 
apy have  been  the  use  of  clinical  research  tools 
to  improve  patient  care.  We  have  observed  that 
patients  in  our  unit  with  excessive  fluid  require- 
ments have  had  a higher  mortality  than  compa- 
rable control  patients  (unpublished).  This  obser- 
vation was  derived  from  clinical  protocols  and 
computer  analysis  of  our  burn  center  patients. 
These  data  will  be  used  to  stimulate  other  re- 
search projects  so  that  ongoing  clinical  and  basic 
studies  can  be  used  to  improve  patient  care  in 
the  regional  burn  center. 

All  these  factors  taken  together  suggest  that 
the  newly  developed  burn  center  in  the  Middle 
Tennessee  area  has  been  a successful  addition  to 
the  medical  care  system.  Patient  care,  medical 
education,  and  research  are  all  rewarded  by  for- 
mation of  a burn  center.  Only  time  will  tell 
whether  or  not  the  success  will  be  permanent. 

znz 

Acknowledgments: 

We  thank  Miles  and  Schering  Laboratories  for  gifts  to 
support  this  project.  We  also  thank  Wendy  Wharton  and  Tom 
Ebers  for  technical  help.  This  project  was  supported  by  the 
Veterans  Administration. 


REFERENCES 

1.  Lynch  JB,  Kyo-Ahn  K,  Lazson  DL,  et  al:  Changing  patterns  of  mortality 
in  burns.  Plast  Reconstr  Surg  48:329-334,  1971. 

2.  Moyer  CA.  Brentano  L,  Cravens  DL.  et  al:  Treatment  of  large  human 
burns  with  0.5%  silver  nitrate  solution.  Arch  Surg  9:812,  1965. 

3.  Cramer  LM,  McCormack  RM,  Carroll  DB:  Progressive  partial  excision 
and  early  grafting  in  lethal  burns.  Plast  Reconstr  Surg  30:595-599,  1962. 

4 Lynch  JB:  Current  status  of  treatment  of  burns.  South  Med  J 69:1085- 
1089,  1976. 

5.  Reilley  AF.  Rees  RS.  Kelton  PK,  et  al:  Abdominal  aortic  occlusion  fol- 
lowing electrical  injury.  Burn  Care  Rehab  6:226-229,  1985. 


136 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Chronic  Lymphocytic  Leukemia 
Following  Treatment  of  Status 
Asthmaticus  With  Systemic  Steroids 

ROBERT  P.  OLIVER,  M.D. 


Although  a neutrophilic  response  to  systemic 
steroids  apparently  is  not  uncommon,1-2  a lym- 
phocytic reaction  to  high  doses  of  systemic  ste- 
roids is  not  a recognized  complication.  Not  a sin- 
gle case  was  reported  in  the  literature  since  1975. 
Although  a cause  and  effect  relationship  is  diffi- 
cult to  prove,  a temporal  relationship  in  the  fol- 
lowing case  makes  it  unusual. 

Report  of  a Case 

A 72-year-old  black  nursing  home  patient  with  a history 
of  COPD  had  been  taking  a regular  dose  of  theophylline  for 
months  before  his  admission  to  the  hospital  in  February  1984. 
He  came  to  the  hospital  with  a productive  cough  and  short- 
ness of  breath.  Other  than  the  history  of  asthma  and  COPD. 
there  was  a history  of  a stroke  at  age  50.  Findings  on  exami- 
nation of  the  patient  at  the  time  of  admission  revealed  an 
anxious  man  with  grunting  respiration  having  a prolonged  ex- 
piratory phase.  He  was  afebrile,  with  a blood  pressure  of  136/ 
80  mm  Hg,  pulse  84/min,  and  respirations  24/min.  Abdomi- 
nal musculature  was  taut  as  the  patient  was  using  these  mus- 
cles in  breathing.  There  was  an  increase  in  anterior-posterior 
diameter  of  the  thorax  with  some  wheezing  in  both  lung  fields. 
The  abdomen  was  nontender  and  the  patient  was  diaphore- 
tic. Blood  pH  was  7.4,  Po2  80  mm  Hg,  95%  saturation,  and 
Pco2  37  mm  Hg;  theophylline  was  6.4  |xg/ml.  Gram  stain  of 
sputum  showed  a few  white  blood  cells  and  Gram-positive 
cocci  but  the  sputum  culture  was  negative  for  pathogens,  in- 
cluding acid-fast  bacilli  and  fungi.  Chest  roentgenograms  were 
negative  on  three  different  occasions.  Admission  hemogram 
indicated  a white  blood  cell  count  of  16,000/cu  mm,  with  41% 
lymphocytes  and  48%  segmented  neutrophils.  The  admission 
blood  sugar  was  128  mg/dl.  Electrocardiogram  indicated  a 
possible  old  anteroseptal  infarct  with  left  ventricular  hyper- 
trophy. 

The  patient  was  treated  with  nasal  oxygen  and  intermit- 
tent positive  pressure  breathing  with  isoetharine  hydrochlo- 
ride in  normal  saline.  In  the  first  few  days  of  the  hospitali- 
zation he  also  received  cefamandole,  ethylnorepinephrine, 
epinephrine,  beclomethasone  dipropionate  by  inhaler,  alu- 
minum-magnesium hydroxide  gel,  and,  when  his  broncho- 
spasm  did  not  respond,  systemic  steroids  (methylpredniso- 
lone  sodium  succinate).  Initially,  he  received  125  mg  every 


From  the  Methodist  Hospital,  Memphis. 

Reprint  requests  to  1234  Peabody  Ave.,  Memphis,  TN  38104  (Dr. 
Oliver). 


six  hours,  and  as  his  bronchospasm  was  controlled  the  dose 
was  tapered  and  therapy  was  switched  to  prednisone.  While 
on  these  medications  his  WBC  count  rose  to  55,000/cu  mm 
on  the  sixth  hospital  day.  The  differential  showed  24%  seg- 
mented neutrophils  and  75%  lymphocytes.  No  comment  was 
made  about  the  lymphocytes  seen  on  the  smear. 

The  patient  was  discharged  to  the  nursing  home,  where 
his  blood  counts  were  monitored  (Table  1).  The  WBC  count 
steadily  dropped  until  he  was  readmitted  to  the  hospital  for 
a recurrence  of  his  bronchospasm  in  March  1984.  He  had 
been  using  beclomethasone  dipropionate  inhaler  twice  daily 
as  needed,  as  well  as  theophylline  and  hydroclorothiazide,  in 
the  interval  between  the  two  hospitalizations.  On  entering 
the  hospital  the  second  time  his  WBC  count  was  43,000/cu 
mm  with  79%  lymphocytes.  The  remainder  of  the  complete 
blood  cell  count  was  normal.  The  pathologist  suggested  that 
the  lymphocytosis  was  due  to  chronic  lymphocytic  leukemia. 
Theophylline  level  was  8.9  (xg/ml,  blood  sugar  and  electro- 
lytes were  normal.  Chest  roentgenograms  were  again  nega- 
tive for  infiltrates.  Cough  and  bronchospasm  cleared  prompt- 
ly on  a cephalosporin  and  he  was  also  given  furosemide  for 
suspected  pulmonary  edema.  He  received  no  steroids  orally 
or  systemically  and  the  beclomethasone  dipropionate  inhaler 
was  discontinued,  though  he  was  given  albuterol  inhaler  to 
keep  at  the  bedside  to  use  in  case  of  recurrent  dyspnea.  WBC 
counts  were  monitored  for  several  months  after  his  discharge 
from  the  hospital  (Table  1).  Because  there  was  some  doubt 


TABLE  1 

CHANGES  IN  WHITE  BLOOD  CELL  COUNT  FROM  TIME 
OF  STEROID  THERAPY 


WBC  Count 

Segmented 

Date 

(cu/mm) 

Neutrophils 

Lymphocytes 

2/27/84 

44,600 

3/5/84 

41,800 

3/9/84 

32,700 

26% 

73% 

3/12/84 

22,100 

3/20/84 

27,300 

4/2/84 

22,300 

4/9/84 

25,500 

4/19/84 

23,400 

25% 

75% 

5/2/84 

19,700 

10/12/84 

24,000 

82% 

Absolute  lymphocyte  count  19,900/cu  mm 
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as  to  the  cause  of  the  lymphocytosis,  a bone  marrow  study 
was  obtained  on  an  outpatient  basis.  The  smear  showed  75.4% 
mature  lymphocytes  and  was  interpreted  as  chronic  lympho- 
cytic leukemia. 

The  patient  has  been  asymptomatic  except  for  occasional 
episodes  of  bronchospasm.  He  has  had  no  fever  and  no  other 
evidence  of  infection. 

Comment 

Although  no  WBC  count  had  been  done  on 
this  patient  in  the  period  prior  to  his  first  hospi- 
talization, on  admission  to  hospital  in  February 
1984  his  WBC  count  was  16,000/cu  mm  with  41% 
lymphocytes.  Coincident  with  the  administration 
of  therapeutic  doses  of  systemic  steroids  for  his 
asthma,  his  WBC  count  promptly  rose  to  55,000/ 
cu  mm  with  75%  lymphocytes.  He  had  no  fever 
during  the  precipitating  episode  of  broncho- 
spasm and  cultures  were  negative.  The  question 


as  to  whether  there  was  an  infection  associated 
with  the  asthma  and  lymphocytosis  is  moot.  As 
the  steroids  were  tapered,  the  WBC  count  grad- 
ually fell  to  a level  of  20,000/cu  mm  where  it  has 
remained  for  approximately  a year  following  the 
initial  hospitalization.  Although  the  bone  mar- 
row examination  confirmed  chronic  lymphocytic 
leukemia  in  this  72-year-old  man,  one  can  only 
speculate  as  to  a cause  and  effect  relationship. 
Though  glucocorticoids  are  said  to  have  a lym- 
pholytic  effect  when  used  in  pharmocologic  con- 
centrations,1 in  this  case  the  opposite  appears  to 
have  been  the  case.  r~.S 
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HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Competitive  Strategies  in  the 
Memphis  Health  Care  Industry 

HOWARD  P.  TUCKMAN,  Ph.D.  and  CYRIL  F.  CHANG,  Ph.D. 


Introduction 

Many  industries  in  the  United  States,  particu- 
larly the  airlines,  banking,  health  care,  and 
trucking,  have  experienced  increased  competi- 
tion in  the  last  few  years.  In  each,  predictions  of 
massive  bankruptcies,  a decline  in  service,  and 
economic  chaos  have  failed  to  materialize.  Con- 
solidation has  taken  place,  some  marginal  firms 
have  closed,  and  adjustment  has  been  slow.  In 
Memphis,  two  large  trucking  companies  folded 
and  one  major  bank  branch  closed  its  doors.  But 
the  competitive  industries  continued  to  provide 
services  to  consumers,  profits  to  investors,  and 
revenues  to  the  state.  The  health  care  industry 
has  been  particularly  subjected  to  changing  com- 
petitive forces.  Elimination  of  old  and  imposition 
of  new  regulations,  changing  government  and 
private  insurance  company  reimbursement  rules, 
new  medical  technologies,  and  the  entry  of  new 
competitors  have  altered  existing  ways  of  doing 
business  and  forced  a rethinking  of  traditional 
strategies. 

Because  of  the  importance  of  the  health  care 
sector,  many  people  view  the  recent  increase  in 
competition  with  trepidation.  Health  care  provi- 
ders in  the  Memphis  area  generate  roughly 
$2  billion  in  revenues  each  year.  The  hospital 
sector  alone  treated  about  207,000  patients  and 
the  medical  sector  as  a whole  hired  one  of  every 
nine  people  employed  in  the  area  in  1982. 1 Re- 
cent years  have  seen  an  increase  in  the  number 
and  type  of  providers,  causing  competition  for 
patients  and  increased  attention  to  competitive 
pricing.  Thus  far,  well-endowed  and/or  firmly 
entrenched  providers  have  withstood  these  forces 
with  few  alterations  in  their  operation,  but  the 
massive  long-term  changes  under  way  will  even- 
tually cause  more  fundamental  changes.  In  this 
article  we  identify  some  of  these  and  evaluate  the 
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strategies  Mid-South  providers  are  using  to  cope 
with  the  more  competitive  environment. 

Competitive  Strategies  in  the 
Memphis  Service  Area 

The  Memphis  area  health  care  market  in- 
cludes most  of  Shelby  County  and  portions  of 
Desoto  County  in  northern  Mississippi  and  east- 
ern Crittenden  County  in  Arkansas.  In  response 
to  changing  competitive  forces,  providers  in  this 
area  have  adopted  these  strategies: 

• Diversification  into  health  care  markets  that 
are  highly  related  (e.g.,  physicians  merging  into 
larger  practices),  or  related  (e.g.,  hospitals  ac- 
quiring home  health  agencies). 

• Creation  by  general  providers  of  new  spe- 
ciality centers  or  merger  of  general  providers 
with  existing  specialized  facilities. 

• Creation  of  alternative  delivery  vehicles, 
such  as  HMOs  and  PPOs,  or  contractual  ar- 
rangements with  existing  providers  of  these 
services. 

• Expansion  into  new  facilities  to  preempt  en- 
try or  match  actions  of  competitors. 

• Creation  of  brand  identification  and  prod- 
uct differentiation. 

• Adoption  of  cost-reduction  strategies. 

• Elimination  of  unprofitable  product  lines. 

• Denial  of  treatment  to  nonpaying  indigent 
patients. 

• Vertical  acquisitions  of  companies. 

Each  strategy  offers  health  care  providers  the 
potential  opportunity  to  improve  their  competi- 
tive position.  Each  draws  upon  particular  man- 
agement skills  and  each  entails  different  risks  and 
rewards.  Since  health  care  providers  have  differ- 
ent management  skills  and  comparative  advan- 
tages, the  mix  of  strategies  chosen  by  one  provi- 
der will  differ  from  those  of  another. 

Diversification 

By  diversifying  their  services,  hospitals  in- 
crease their  physician  staffs  and  hence  their  pa- 


MARCH,  1986 


139 


COMPETITION  IN  HEALTH  CARE/Tuckman 

tient  load.  Larger  size  provides  the  larger  reve- 
nue base  needed  to  weather  financial  adversity 
and  may  give  rise  to  economies  of  scale.2  New 
services  may  reduce  excess  capacity.  Diversifica- 
tion through  the  creation  of  corporate  entities 
with  different  tax  status  (profit/nonprofit)  allows 
providers  to  use  profits  from  one  enterprise  to 
subsidize  losses  from  another  (e.g.,  use  of  home 
health  revenues  to  subsidize  teaching  or  indigent 
care). 

Memphis  area  hospitals  have  converted  short- 
term acute  facilities  to  longer  term  care,  entered 
new  markets  (e.g.,  sports  medicine),  affiliated 
with  national  hospital  chains,  created  PPOs,  and 
opened  minor  emergency  centers.  Some  have  en- 
tered the  home  health  care  market  directly,  while 
others  set  up  subsidiaries  to  provide  general 
health  care  services.  Given  relative  ease  of  entry 
and  exit  in  this  market,  competition  will  increase 
in  the  next  few  years,  forcing  out  smaller,  less 
efficient  firms  and  diminishing  profitability. 

Nursing  homes  have  not  diversified  to  the  same 
extent  as  hospitals,  but  they  have  not  yet  faced 
the  rigors  of  DRG  reimbursement  or  of  new 
forms  of  competition.  Because  DRGs  limit  the 
time  a patient  can  be  reimbursed  for  a hospital 
stay,  and  because  certain  skilled  nursing  home 
care  is  covered  by  Medicare,  some  physicians 
place  not  yet  recovered  patients  in  skilled  nurs- 
ing care  facilities,  which  have  experienced  a 
boomlet  in  occupancy,  providing  an  incentive  to 
hospitals  to  convert  unutilized  beds  to  long-term 
care.  Over  time,  competition  will  cause  greater 
diversification  in  the  form  of  day  care  offerings, 
increased  home  health  service,  meals  on  wheels, 
home  pharmacy,  diet  and  nutrition  services,  and 
linkages  with  retirement  communities.  As  com- 
petition places  greater  emphasis  on  financial  sup- 
port and  consumer  comfort,  some  homes  will  af- 
filiate with  national  chains,  other  health  care 
providers,  insurers,  and  hotel  owners. 

Thus  far,  a limited  number  of  physicians  have 
diversified,  primarily  by  affiliation  with  PPOs  or 
HMOs  offering  a range  of  medical  services.  A 
limited  number  of  others  practice  with  specialists 
in  other  fields,  and  a few  have  opened  independ- 
ent clinics  in  addition  to  their  normal  practice. 

Creation  of,  or  Merger  With,  Specialty  Centers 

In  specialties  such  as  coronary  bypass  surgery 
or  newborn  care,  specialization  allows  a hospital 
or  surgical  center  to  attract  high-powered  physi- 
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cians,  develop  a regional  or  national  reputation, 
benefit  from  economies  of  scale,  and  change  a 
provider’s  image.  The  Regional  Medical  Center 
(formerly  City  of  Memphis  Hospital)  treats  a 
substantial  proportion  of  Shelby  County’s  indi- 
gents and  was  perceived  as  less  desirable.  To 
change  this,  it  created  specialized  medical  cen- 
ters: the  Elvis  Presley  Trauma  Center,  a New- 
born Center,  a Birthing  Center,  and  a Burn  Cen- 
ter. The  former  currently  draws  patients  from 
throughout  the  Mid-South  and  is  widely  respect- 
ed for  its  treatment  of  trauma  patients.  The  oth- 
ers are  too  new  to  assess. 

Specialization  offers  some  protection  from 
competitive  forces.  Specialized  markets  can  be 
more  insulated  from  competition  and  generate 
more  profits  than  general  ones.  A children’s  hos- 
pital can  treat  specific  childhood  diseases  better 
than  a general  hospital  both  because  its  special- 
ists work  with  these  illnesses  more  frequently  and 
because  it  can  afford  highly  specialized  equip- 
ment. It  also  has  competitive  advantage  because 
it  is  often  perceived  by  consumers  as  offering 
specialized  care  and  because  other  hospitals  may 
refer  patients  for  its  specialized  services.  Similar 
arguments  can  be  made  for  hospitals  treating  the 
aged,  deaf,  or  mentally  disabled. 

Specialized  hospitals  also  serve  consumers 
whose  needs  would  otherwise  go  unmet.  Birthing 
centers  draw  some  patients  who  would  otherwise 
favor  home  birth,  and  head  trauma  facilities  serve 
patients  who  would  otherwise  languish  at  home. 
Through  affiliation  with  a specialized  facility,  a 
general  hospital  can  potentially  diversify  its  pa- 
tient load  without  drawing  patients  from  its  other 
facilities.  This  creates  an  incentive  for  it  to  enter 
specialized  markets,  either  by  buying  specialized 
facilities  or  by  entering  PPO-type  agreements. 
Such  specialization  entails  some  risk,  however, 
since  a decline  in  demand  for  a specialized  serv- 
ice may  leave  the  facility  without  patients.  Elim- 
ination of  polio  caused  the  demise  of  the  polio 
hospital  and  the  new  miracle  drugs  made  some 
standard  hospital-delivered  treatments  obsolete. 
A provider  who  concentrates  in  one  particular 
market  is  more  vulnerable  than  one  providing 
general  services. 

Nursing  homes  already  serve  a specialized 
community,  primarily  the  aged  and  mentally  dis- 
abled. Nonetheless,  it  may  be  possible  for  them 
to  both  specialize  and  diversify  (e.g.,  a home  for 
the  aged  can  provide  day  care  and  home  health 
services).  Diversification  can  be  counterproduc- 
tive, however,  if  it  causes  staff  to  be  unclear  as 
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to  their  priorities,  dilutes  management  focus,  or 
blurs  the  institutional  image. 

Most  physicians  are  already  highly  specialized, 
but  market  segments  can  be  found  where  exist- 
ing practices  fail  to  meet  consumer  needs.  For 
example,  there  is  a demand  for  physicians  willing 
to  make  home  visits.  As  the  population  ages,  the 
demand  for  such  a service  will  grow  and  some 
consumers  will  pay  a premium  for  the  right  to 
home  access  to  a doctor  or  a physician’s  advice 
without  waiting.  A similar  need  exists  for  doctors 
who  can  discuss  nutrition,  diet,  and  preventive 
medicine. 

Creation  of  Alternative  Delivery  Systems 

Systems  such  as  HMOs  and  PPOs  are  new  to 
the  Memphis  area  and  have  thus  far  attracted  a 
relatively  small  market  share.  While  HMOs  and 
PPOs  are  not  as  popular  here  as  elsewhere,  their 
market  share  will  likely  increase  as  health  care 
costs  rise.  Some  PPOs  are  subsidiaries  of  a par- 
ticular hospital  established  to  provide  a foothold 
to  the  family  practice  business.  Because  the  PPO 
is  perceived  as  a separate  entity,  they  allow  a 
hospital  to  discount  medical  services  while  main- 
taining different  prices  for  non-PPO  patients. 
Services  provided  by  HMOs  and  PPOs  currently 
appeal  to  the  segment  concerned  with  compre- 
hensive health  care.  Though  few  nursing  homes 
or  home  health  services  offer  such  arrangements, 
some  may  eventually  provide  this  option. 

Expansion  Into  New  Geographic  Areas 

As  of  1984,  the  Memphis  bed/population  ratio 
was  close  to  eight  short-stay,  acute  care  beds  per 
1,000  population  compared  to  a U.S.  average  of 
six.3  This  has  not  diminished  the  desire  to  ex- 
pand. In  recent  years  many  institutions  have  re- 
quested, and  the  local  Health  Systems  Agency 
has  approved,  additional  hospital  construction, 
outpatient  diagnostic  centers,  and  outpatient  sur- 
gical centers  in  East  Memphis  and  Germantown. 
Why  would  existing  providers  want  to  build  new 
facilities  in  these  circumstances?  In  many  indus- 
tries, established  firms  build  facilities  before  they 
are  needed  to  discourage  entry  by  potential  com- 
petitors and/or  protect  or  increase  market  share. 
An  expansion  strategy  is  subject  to  several  cave- 
ats, however.  To  the  extent  that  the  health  care 
consumer  becomes  more  price  sensitive,  and  to 
the  extent  that  charges  and  costs  begin  to  con- 
verge, firms  with  a high  overhead  caused  by  ex- 
pansion may  be  at  a competitive  disadvantage. 
Second,  a downturn  in  demand  will  shake  out 


overexpanded  providers  lacking  deep  pockets. 
Third,  it  remains  to  be  seen  whether  closer  prox- 
imity to  a population  induces  new  demand,  or 
whether  it  just  redistributes  it  from  other  facili- 
ties. Fourth,  firms  entering  new  geographic  mar- 
kets may  not  have  time  to  establish  a niche  be- 
fore their  competitors  follow,  so  that  the 
advantages  of  being  first  can  be  minimal.  Finally, 
multiple  facilities  can  create  multiple  manage- 
ment problems. 

While  a number  of  new  nursing  homes  have 
opened  in  East  Memphis,  most  existing  homes 
have  neither  opened  new  facilities  nor  moved  to 
this  area.  Because  nursing  homes  are  relatively 
small  and  economies  of  scale  largely  nonexistent, 
few  direct  benefits  accrue  from  opening  larger 
homes  or  multiple  facilities.  Location  is  less  crit- 
ical for  long-term  patients  than  for  short-term 
acute  care.  Moreover,  facilities  in  East  Memphis 
are  likely  to  be  more  costly  because  of  higher 
land  costs.  Despite  these  factors,  it  seems  likely 
that  nursing  homes  will  shift  east.  Physicians  have 
responded  to  the  allure  of  an  eastern  location  by 
affiliating  with  eastern  branch  hospitals,  HMOs, 
or  clinics,  or  by  opening  an  office  in  a hospital 
professional  building,  clinic,  freestanding  facili- 
ties, or  a second  office  out  east. 

Creation  of  Brand  Identification  and 
Product  Differentiation 

While  the  marketing  of  health  care  services  was 
once  considered  unprofessional,  this  attitude  is 
changing.  As  competition  has  grown,  so  has  the 
demand  for  marketing  personnel.  Consumer  re- 
search and  the  search  for  new  channels  of  distri- 
bution are  increasing  and  more  hospitals  are  re- 
sponding to  consumer  wants  with  consumer- 
oriented  services.  Several  area  hospitals  offer  VIP 
floors  with  luxury  services  for  guests,  survey  con- 
sumer wants,  promote  their  image  before  the 
public,  and  advertise  to  differentiate  their  prod- 
uct. Media  advertising  has  increased  consider- 
ably, though  it  is  of  interest  that  with  the  excep- 
tion of  an  occasional  mass  mailing,  little 
advertising  has  been  undertaken  by  new,  free- 
standing facilities.  Nursing  homes  and  physicians 
are  not  strong  users  of  this  strategy,  although 
some  advertise  in  local  papers. 

Cost-Reduction  Programs 

Stringent  reimbursement  policies  and  in- 
creased competition  have  encouraged  such  hos- 
pital cost  cutting  programs  as  reductions  in  nurs- 
ing staff,  increased  use  of  part-timers,  and 
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contracting  out  of  nonmedical  services.4  Many 
hospitals  conduct  education  programs  to  ac- 
quaint physicians  with  DRG  guidelines  and  bring 
pressure  to  bear  on  those  who  cost  the  hospital 
more  in  unreimbursed  treatment  than  they  bring 
in  patient  revenues.  Administrative  costs  have 
been  reduced  and  many  hospitals  have  adopted 
computer  programs  that  allow  careful  scrutiny  of 
expenses  and  identification  of  profit  and  loss 
centers.  Nursing  homes  have  had  less  recent  em- 
phasis on  cost  reduction,  but  if  DRGs  are  intro- 
duced, a new  wave  of  cost  reduction  is  likely. 
Physicians  have  relatively  fewer  opportunities  to 
cut  costs  than  the  other  providers.  They  can  re- 
duce their  office  staffs,  share  equipment,  use 
more  part-timers,  use  their  computers  to  identify 
high  expense  areas,  reduce  space-related  costs  by 
microfilming  records  or  sharing  space  with  other 
doctors,  and  use  more  medical  technicians.  Some 
would  also  benefit  from  improving  their  account- 
ing systems. 

Spinoff  of  Unprofitable  Services 

This  strategy  differs  from  the  last  because  it 
emphasizes  elimination  of  inefficient  outputs 
rather  than  inefficient  inputs.  DRGs  have 
wrought  a revolution  in  recordkeeping  increasing 
hospitals’  ability  to  recognize  the  benefits  of 
treating  specific  illnesses.  Hospitals  may  “cherry 
pick,”  seeking  patients  with  profitable  illnesses 
and  sending  those  with  unprofitable  illnesses 
elsewhere.  The  incentive  to  do  this  is  particularly 
great  in  areas  where  for-profit  hospitals  are  gain- 
ing a market  share  from  not-for-profit  hospitals. 
Existing  research  studies  thus  far  reveal  no  evi- 
dence of  differential  cherry  picking  by  for-prof- 
its,  nor  is  there  evidence  that  hospitals  are  avoid- 
ing treatment  of  particular  illnesses.5  Moreover, 
cherry  picking  does  not  appear  to  have  occurred 
to  any  significant  extent  in  the  nursing  home  or 
physician  markets. 

Denial  of  Care  to  Indigent  Patients 

Intense  competition  creates  an  incentive  for  a 
provider  to  refuse  care  to  those  who  cannot  pay. 
If  successful,  he  can  obtain  higher  profits  and/or 
charge  lower  daily  fees  than  a more  charitable 
provider  and,  over  time,  his  market  share  likely 
increases.  Eventually  the  charitable  provider  has 
an  incentive  to  reassess  his  policies,  unless  some- 
one else  provides  the  charity.  Thus,  competition 
increases  the  incentive  to  turn  away  nonpaying 
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patients  either  overtly  or  through  triage  policies. 
At  present,  some  Memphis  area  hospitals  bear 
significantly  more  of  the  burden  of  indigent  care 
than  others,  and  some  bear  almost  none.6  The 
pressure  to  eliminate  the  disparate  burden  will 
grow,  and  hospitals  will  offer  different  levels  of 
care  to  different  patients.  Nursing  homes  do  not 
face  the  same  problem,  primarily  because  Medi- 
care and  Medicaid  provide  support  for  most  el- 
derly indigents,  but  if  the  Reagan  administration 
continues  to  reduce  Medicare  benefits  and  limit 
reimbursements,  the  incentive  to  limit  admis- 
sions to  private  patients  will  grow.  Physicians  de- 
cide who  to  treat  for  charity  purposes  on  a per- 
sonal basis.  Since  charity  care  is  provided  by 
county  health  departments,  a decision  not  to  treat 
a patient  need  not  mean  that  care  is  denied.  As 
competition  increases,  so  does  the  incentive  to 
refer  the  indigent  patient  elsewhere. 

Vertical  Acquisitions 

Vertical  acquisitions  of  medical  supply,  equip- 
ment, and  drug  companies  have  become  popular 
in  recent  years.  Such  acquisitions  diversify  a 
provider’s  operation  to  protect  against  economic 
downturn,  assure  greater  quality  control  over  in- 
puts, assure  certainty  of  supply,  enable  a provi- 
der to  purchase  inputs  at  a cost  advantage,  and 
provide  other  competitive  advantages  to  the  ac- 
quirer. They  may  involve  purchase  of  such 
nonmedical  operations  as  laundries  or  food  sup- 
pliers, or  of  drug  or  medical  products  companies, 
and/or  merger  with  a major  supply  company.  If 
successful,  they  can  provide  a competitive  edge 
by  assuring  stability  of  supply,  quality  control, 
and/or  diversification  of  revenues.  The  current 
enchantment  with  acquisitions  may  fade,  how- 
ever, if  they  draw  too  much  top  management  time 
away  from  the  primary  business. 

Conclusions 

Memphis  health  care  providers  have  respond- 
ed to  changing  competitive  forces  with  a set  of 
strategies,  but  are  these  sufficient  to  meet  the 
challenges  of  the  next  decade?  Harvard  econo- 
mist Porter  lists  three  “generic”  strategies  that 
underlie  the  strategic  plans  of  firms.7  Cost  lead- 
ership involves  construction  of  efficient  facilities, 
well-defined  cost  reduction  programs,  reduction 
of  unnecessary  overhead,  and  avoidance  of  non- 
essential  activities.  Differentiation  involves  crea- 
tion of  one  or  more  unique  services  through  new 
or  improved  product  design,  heavy  emphasis  on 
acquisition  of  new  technology,  improved  custom- 
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er  services,  advertising,  etc.  Focus  involves  tar- 
geting a particular  buyer  group,  market  segment, 
or  geographic  area  and  providing  specialized 
services  to  this  group. 

Although  elements  of  all  three  generic  strate- 
gies are  present  in  the  game  plans  of  Memphis 
area  providers,  they  have  adopted  mixed  strate- 
gies that  draw  from  two  or  more  groups.  Be- 
cause the  generic  strategies  are  alternatives  and 
require  different  types  of  thinking  and  actions, 
the  use  of  a mixture  can  cause  failure  to  realize 
competitive  potential.  A firm  which  wants  to  be 
a cost  leader  cannot  also  consistently  lead  in 
specialized  care.  Likewise,  it  is  difficult  for  a 
provider  of  focused  services  to  also  diversify. 
While  area  providers  have  set  up  subsidiaries  or 
entered  into  management  agreements  to  pursue 
multiple  goals,  this  does  not  solve  the  problem. 
Developing  successful  strategies  involves  com- 
mitment to  a clearly  articulated  generic  strategy. 
A competitive  game  plan  based  on  mixed  strate- 
gies may  not  destroy  a provider,  but  as  the  ever 
more  chilly  winds  of  stringent  reimbursement  and 


increased  competition  sweep  the  area,  it  will 
eventually  be  recognized  as  suboptimal.  As  new 
plans  emerge,  and  the  players  come  to  under- 
stand more  aboiut  their  competitive  advantages, 
the  health  care  marketplace  will  become  more 
diverse,  offering  even  more  options  than  are 
available  today.  r ^ 
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Dx:  recurrent  herpes  labialis 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.’’  GP,  NY 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 


“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 
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DH,  MA 
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“Used  at  prodromal  symptom; 
never  formed  . . . remarkable.’ 

. . response  was  dramatic, 
proven  far  superior.”  DDS,  PA 


“(In  clinica 
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OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 
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n Tennessee  HERPECIN-L  is  available  at  all  Eckerd,  Revco, 
Super  D,  SupeRx  Drug  Stores  and  other  select  pharmacies. 
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SPRING  1986 


Surcharges  will  apply  during  peak  periods.  Car  categories  subject  to 
availability.  Prices  guaranteed  through  June,  1986.  Gas,  tax,  rental 
deposit,  optional  Collision  Damage  Waiver  and  Personal  Accident 
Insurance  are  extra.  5 day  minimu  for  weekly  rate. 


What's  News 
ALAMO  TO  OPEN 
FIVE  NEW  LOCATIONS 


By  March  1,  Alamo  will  have  opened  up 
to  five  new  locations  in  prime  business 
cities.  Four  are  first  locations  in  their 


respective  states: 

Austin  • Charlotte 


Cincinnati  • Memphis  • Nashville 

Reservations  for  the  new  cities  will  be 
accepted  in  February  for  March  and  future 


months'  arrivals. 


Alamo  features  fine  General  Motors  cars 
such  as  the  Buick  Century  Limited. 


FOR  INSTANT  GUARANTEED  RESERVATIONS 


1 Call  your  professional  travel  agent  or  • Use  your  Instant  Alamo 
Alamo  at  1-800-327-9633.  to  speed  service. 


» Have  your  Association  ID  # Ready.  • Request  Plan  BY 
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Present  this  certificate  on  arrival  at  the  Alamo  counter  at  any  location.  Call  your 
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Special  Item 


American  Medicine:  The  Subject  is  Change 

HARRISON  L.  ROGERS,  M.D. 

President — American  Medical  Association 


In  June  of  this  year,  when  you  elected  me  your 
president,  I said  that  as  I see  it,  the  most  impor- 
tant aspect  of  this  position  is  the  responsibility 
and  the  privilege  of  representing  this  House  of 
Delegates  to  your  colleagues,  the  physicians  of 
America,  to  the  total  health  care  field,  to  busi- 
ness and  industry,  to  the  government  and  to  the 
people  of  our  great  country.  That  is  precisely 
what  I have  been  doing  for  six  months.  I pray 
that  I have  done  it  well. 

I do  know  one  thing:  I have  never  worked  as 
hard  and  never  had  as  much  fun  as  I have  in  these 
six  months.  I know  that  the  attention  I have  re- 
ceived and  the  respect  and  honor  that  have  been 
shown  me  have  been  because  of  the  office  I hold 
and  not  because  of  myself.  But  the  nice  thing  has 
been  that  every  time  an  organization,  medical  or 
otherwise,  issues  an  invitation  to  hear  the  presi- 
dent of  the  American  Medical  Association,  I am 
the  one  who  gets  to  go. 

I would  say  that  I hope  it  never  ends,  except 
for  two  things:  I do  have  to  get  back  to  my  own 
practice  and  my  own  life.  And  in  all  honesty,  I 
would  not  deprive  my  successors  starting  with 
John  Coury  and  continuing  with  all  of  the  others 
upon  whom  you  will  bestow  this  mantle  of  the 
same  pleasure  and  satisfaction  that  I have  had  in 
being  a principal  spokesman  for  the  governing 
body  of  American  medicine.  I have  been  with 
county,  specialty  and  state  medical  associations, 
medical  schools,  business  groups;  I've  been  in 
government  conferences  and  in  public  meetings. 
And,  as  in  every  case  of  people  who  are  in  a po- 
sition similar  to  mine,  I have  found  that  speakers 
learn  a great  deal  more  than  they  impart. 

After  most  of  the  meetings  I have  attended,  I 

have  realized  that  I have  been  more  student  than 
teacher.  I bring  to  them  information  about  the 
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medical  profession  as  a whole  manifested  through 
you.  But  I learn  from  them  what  it’s  like  to  be  a 
soldier  on  the  front  lines,  either  as  patient  or 
physician,  user  of  medical  care  or  administrator 
of  programs  to  pay  for  it,  beneficiary  or  victim 
of  all  of  the  changes  that  are  taking  place  about 
us.  And  change  is  certainly  the  key  word  in  to- 
day’s world  of  medicine  and  of  health  care  in 
general. 

I know  that  such  a statement  does  not  strike  a 

note  of  novelty  with  this  audience.  I think  it 
w'ould  take  very  little  research  to  confirm  that 
through  our  139  years,  at  least  95%  of  the  pres- 
idents who  addressed  this  House  have  talked 
about  change.  I didn't  originate  the  thought,  but 
I believe  it  must  be  true  that  when  Adam  and 
Eve  walked  out  of  the  Garden  of  Eden,  one  of 
them  turned  to  the  other  and  said,  “We  are  liv- 
ing in  a world  of  change.”  I'm  going  to  follow 
that  tradition  and  talk  about  change.  But  only 
one.  I'm  not  going  to  go  through  the  usual  litany 
of  new  forms  of  practice,  new  forms  combining 
delivery  and  financing,  new  directions  for  hospi- 
tals. Those  that  most  need  attention  wall  be  cov- 
ered in  reports  and  resolutions  that  are  before 
you  at  this  meeting. 

Instead,  I'm  going  to  talk  about  a different 
kind.  It  is  the  one  change  I see  that  genuinely 
concerns  me.  I can  get  ready  for  everything  else 
that  is  going  on,  but  this  one  promises  serious 
trouble  for  the  medical  profession  and  for  our 
patients.  It  is  the  change  I begin  to  see  taking 
place  in  the  attitude  of  physicians  toward  the  fu- 
ture of  their  profession  and  toward  their  choice 
of  profession.  Not  all  of  them,  of  course.  But  far 
too  many. 

I am  talking  about  the  changed  attitude  of  doc- 
tors who  now  say  they  are  losing  their  close  re- 
lationship with  patients,  doctors  w'ho  say  it  will 
not  be  possible  to  continue  to  practice  in  view  of 
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the  professional  liability  crisis,  doctors  who  be- 
lieve that  hospitals’  changing  to  for-profit  status 
will  somehow  destroy  patient  care,  those  who  see 
every  new  form  of  practice  as  a threat,  who  see 
in  the  new  directions  of  government  programs  and 
changes  in  private  health  insurance  programs 
nothing  but  defeat,  doctors  who  say  the  greatest 
age  of  medicine  is  in  the  past,  and  most  of  all 
...  the  changed  attitude  of  those  who  say  they 
would  advise  their  sons  and  daughters  not  to  be- 
come doctors. 

I would  be  satisfied  with  my  tenure  as  your 
president  if  I could  do  one  thing  today  and  for 
the  remaining  half-year  of  my  term:  If  I could 
counter  those  negative  attitudes  which,  in  my 
mind,  are  more  dangerous  to  the  future  of  the 
medical  profession  than  anything  that  is  being 
imposed  or  anything  that  can  be  imposed  on  us 
in  the  future  from  outside.  I believe  with  all  my 
heart  that  the  future  excellence  and  future  posi- 
tion of  the  medical  profession  in  this  country  lie 
within  the  medical  profession  and  within  its  in- 
dividual members.  It  is  not  a function  of  govern- 
ment, of  business  and  industry,  of  insurance  car- 
riers, of  entrepreneurs,  or  of  any  other  force 
outside  of  ourselves. 

Let  me  share  with  you  what  I see  when  I look 

at  our  profession  and  the  changes  that  are  taking 
place  around  it  and  within  it.  Certainly  the 
changes  we  have  all  seen  are  significant.  What 
we  overlook  is  the  fact  that  as  many  have  hap- 
pened for  good  as  for  bad  results.  For  example, 
as  I have  visited  medical  schools,  I’ve  found  that 
medical  students  have  changed,  but  definitely  for 
the  better.  There  are  more  students,  younger 
students,  more  female  students.  And  I am  firmly 
convinced  that  the  students  of  today  are  far  bet- 
ter educated  than  those  of  my  generation  or  of 
most  of  yours. 

Medical  schools  have  changed  as  well.  The 
material  they  present  to  students  and  the  meth- 
ods of  learning  have  changed  dramatically. 
Schools  are  far  better  equipped  than  they  ever 
were  before.  And  on  graduation,  students  are  far 
better  able  to  provide  quality  care  for  their  pa- 
tients than  at  any  time  in  the  past.  I think  that 
the  members  of  this  House  would  do  well  to  make 
a commitment  to  visit  the  medical  schools  in  their 
states  and  work  to  understand  student  and  fac- 
ulty problems  and  help  address  those  problems. 

Another  change  and  a dramatic  one  is  what  has 

happened  to  hospitals.  They  have  changed  from 
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crowded,  gloomy,  poorly  planned  institutions  of 
the  past  to  bright,  sparkling,  efficient  structures. 
Significant  changes  have  also  occurred  in  meth- 
ods of  payment  and  systems  of  care.  Rapid  de- 
velopment of  capitation  systems  and  the  involve- 
ment of  for-profit  corporations  in  the  ownership 
of  health  care  facilities  have  made  impressive 
changes  in  our  system.  I have  to  agree  that  prob- 
lems of  patient  care  in  which  the  provider’s 
budget  might  conflict  with  the  patient’s  needs  are 
there  and  must  be  guarded  against  by  every  prac- 
ticing physician.  But  let  us  be  certain  to  remem- 
ber that  often  we  fear  what  is  new  and  different 
only  because  it  is  new  and  different,  not  because 
it  has  proved  itself  less  excellent. 

On  the  contrary,  in  fact,  the  most  remarkable 
change  that  has  occurred  overall  is  in  the  “prod- 
uct” of  patient  care  that  we  deliver.  You  and  I. 
Patients  now  live  longer,  have  lower  infant  mor- 
tality rates,  and  have  a far  lower  incidence  of 
many  diseases.  We  do,  in  fact,  have  a magnifi- 
cent product  to  deliver  to  the  citizens  of  these 
United  States. 

I have  said  many  times  before,  and  I say  again 

with  pride  and  sincerity,  the  care  we  provide  to- 
day is  the  “gold  standard”  of  medical  and  health 
care  for  the  world.  The  point  is  sometimes  made 
that  physicians  had  a closer  relationship  with  their 
patients  in  earlier  decades  than  they  have  now. 
If  that  is  true,  my  friends  and  colleagues,  it  is  our 
own  fault. 

I have  always  loved  Rudyard  Kipling’s  lines  in 
his  “Ballad  of  East  and  West”  about  two  men  of 
totally  different  backgrounds  who  form  a bond 
of  friendship  in  spite  of  a war  between  their  peo- 
ples. Kipling  said  it  this  way: 

For  there  is  neither  east  nor  west,  border,  nor  breed 

nor  birth,  when  two  strong  men  stand  face  to  face, 

though  they  come  from  the  ends  of  the  earth. 

I will  spare  you  any  paraphrase  of  those  beau- 
tiful lines,  but  I will  tell  you  that  their  sentiment 
applies  equally  to  doctor  and  patient.  When  those 
two  stand  face  to  face,  the  only  thing  affecting 
their  relationship  is  the  doctor’s  compassion  and 
his  or  her  ability  and  desire  to  help  the  patient, 
without  consideration  of  other  circumstances  and 
the  patient’s  trust  and  confidence  in  the  doctor’s 
ability  to  do  so.  Nothing  else  counts.  Not  border, 
breed  nor  birth,  Kipling  said.  Not  insurance  cov- 
erage, practice  setting,  form  of  practice  nor 
method  of  payment,  I say.  Those  things  are  ir- 
relevant to  the  doctor-patient  relationship. 

It  is  my  contention,  in  fact,  that  we  can  expect 
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an  even  closer  relationship  with  our  patients  in 
the  future  because  they  are  better  informed  and 
need  us  to  spend  more  time  explaining  the  dis- 
ease process  we  suspect,  the  treatment  we  pre- 
fer, and  the  outcome  we  expect.  We  can  not  only 
be  careful  to  explain  this  to  our  patients,  but  we 
must  say,  “What  questions  do  you  have?”  Then 
wait  and  listen  to  their  response.  Today’s  pa- 
tients often  have  fewer  insurance  benefits  than 
they  had  in  the  past.  Their  government  coverage 
is  more  limited.  They  are  under  restrictions  in- 
volving pre-admission  certification  and  outpa- 
tient requirements.  Certainly  they  are  more  con- 
cerned about  cost.  Consequently,  they  are  more 
active  participants  in  their  own  care.  Because  of 
that,  I believe  they  will  do  better  today  and  in 
the  future  than  my  patients  and  your  patients  did 
in  the  past  when  their  understanding  of  what  was 
wrong  with  them  and  what  was  to  be  done  for 
them  and  why  and  how  was  far  more  limited. 

Now  let  me  address  a problem  on  all  of  our 

minds:  professional  liability.  We  are  seeing  an  in- 
creased number  of  liability  suits  along  with  im- 
pressive increases  in  the  size  of  awards.  Premi- 
ums have  risen  to  sky-high  levels,  causing  many 
physicians  temporarily  to  abandon  high-risk  pro- 
cedures that  result  in  increased  premiums.  The 
paradox  of  an  increased  number  of  suits  and  size 
of  awards  in  the  face  of  steadily  increasing  qual- 
ity of  care  is  very  difficult  for  the  medical  profes- 
sion to  understand  or  accept.  Our  Association  is 
working  hard  to  correct  that  problem.  But  cor- 
rection requires  the  help  of  every  physician. 

AMA  efforts  include  working  closely  with  state 
medical  associations  around  the  country  to  bring 
about  changes  in  the  tort  system.  Those  efforts 
have  been  crowned  with  introduction  of  national 
legislation  to  encourage  states  to  pass  badly 
needed  tort  reform — the  bill  introduced  by  Sen- 
ator Hatch  in  October.  The  AMA  has  a number 
of  projects  devoted  exclusively  to  remedies  nec- 
essary for  the  correction  of  the  problem.  We  are 
seeing  results  around  the  country.  And  individu- 
al physicians  are  mobilizing  to  make  even  greater 
changes  in  the  liability  situation.  It  isn’t  a prob- 
lem that  has  been  solved,  by  any  means.  But  it 
is  a problem  for  which  solutions  are  being  pro- 
posed and  implemented  in  one  state  after  anoth- 
er and  soon,  probably  at  the  national  level. 

It  is  not  the  reason  for  despair  that  it  ap- 
peared to  be  a year  ago  or  two  years  ago.  The 
reason  is  that  we  are  a stronger  Association.  I 
am  especially  pleased  that  five  states  adopted 


unified  membership  this  year — Kansas,  Missis- 
sippi, Utah,  Virginia,  and  Delaware.  They  join 
Illinois  and  Oklahoma  bringing  the  total  unified 
states  in  our  Association  to  seven.  A veritable 
groundswell  of  unification. 

Meanwhile,  as  an  officer  of  the  American  Med- 
ical Association,  as  a long-time  participant  in  or- 
ganized medicine  at  every  level,  as  a physician, 
and  as  a potential  patient,  since  I am  also  a hu- 
man being,  I reject  any  notion  that  the  greatest 
age  of  medicine  has  either  passed  or  is  here  now. 
I believe  it  is  yet  to  come. 

New  physicians  are  going  to  deliver  a “prod- 
uct” to  their  patients  in  the  1980s  and  1990s  which 
will  make  the  care  that  I provided  in  1957,  when 
I entered  practice,  pale  by  comparison.  Those 
new  physicians  will  certainly  practice  in  a changed 
environment  with  more  capitation  systems,  ver- 
tically integrated  medical  and  health  care  sys- 
tems, and  concepts  in  the  general  areas  of  PPOs 
and  HMOs  of  which  we  can't  conceive.  All  of 
those  changes,  however,  will  relate  to  payment. 
They  will  not,  in  the  slightest,  affect  the  quality 
of  care  given  by  us  to  our  individual  patients — if 
we  truly  remain  our  patients’  advocate,  if  we  re- 
main their  compassionate,  concerned,  dedicated 
physicians. 

The  unbelievable  advances  seen  in  all  branches 

of  medicine  will  provide  a level  of  care  unparal- 
leled in  the  past  and  hardly  dreamed  of  in  the 
present.  There  are  almost  no  limits  to  the  im- 
provements we  can  expect  to  see  brought  about 
by  advances  in  research,  diagnosis,  and  treat- 
ment of  human  diseases.  Spectacular  improve- 
ments in  drugs  and  surgical  procedures  abound. 

And  there  is  even  greater  promise  for  tomor- 
row. Medical  students  today  are  idealistic.  They 
are  dedicated  to  serving  their  patients,  whatever 
the  financial  environment  might  be.  And  they  will 
provide  a level  of  care  that  our  wildest  dreams 
cannot  envision.  Fortunately  for  our  profession 
and  for  their  patients,  record  numbers  of  them 
are  also  joining  in  the  “participatory  democracy” 
of  organized  medicine — over  32,000  this  year! — 
to  make  sure  that  the  system  keeps  working.  I 
personally  have  no  doubts  that  it  will  keep  work- 
ing. For  the  benefit  of  patients  everywhere  and 
in  every  circumstance.  I've  been  a physician  for 
a long  time  and  have  been  a part  of  the  Ameri- 
can Medical  Association  for  a long  time.  I can’t 
imagine  any  other  future  for  our  profession  and 
the  people  we  serve.  r ^ 
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Hospital-Medical  Staff  Joint  Ventures:  An  Update 


Report  C (A-85),  “Hospital-Medical  Staff  Joint 
Ventures,”  was  adopted  by  the  House  of  Delegates 
with  a recommendation  that  a progress  report  on  the 
development  of  hospital-medical  staff  joint  ventures 
and  an  annotated  bibliography  on  this  subject  be  pre- 
sented to  the  House  of  Delegates  at  the  earliest  pos- 
sible time.  The  Board’s  Committee  on  Medicolegal 
Problems  has  contacted  each  state  medical  association 
and  national  medical  specialty  society  to  solicit  infor- 
mation regarding  joint  venture  activities.  Pending 
compilation  of  responsive  materials,  the  Board  sub- 
mits this  report  on  recent  developments  for  the  infor- 
mation of  the  House  of  Delegates. 

Generally,  hospital-medical  staff  joint  ventures  are 
viewed  as  a method  to  keep  patients  from  being  lost 
to  another  health  plan  or  as  a means  to  participate  in 
other  health  plans  on  a stronger,  more  competitive  ba- 
sis. In  addition,  these  joint  ventures  are  intended  to 
provide  investment  opportunities  and  tax  shelters  for 
both  physicians  and  hospitals. 

Except  for  anecdotal  information  and  a few  case 

studies,  there  are  very  little  data  available  on  the  na- 
ture and  extent  of  hospital-medical  staff  joint  ven- 
tures. A 1984  survey  conducted  by  the  American  Hos- 
pital Association  suggests  that  these  joint  ventures  are 
still  very  much  the  exception  rather  than  the  rule. 

Less  than  12%  of  the  hospital  respondents  were  in- 
volved in  any  of  ten  most  common  hospital-physician 
joint  ventures  in  January  1984.  The  most  common  joint 
ventures  were  preferred  provider  arrangements  (4%) 
and  medical  office  buildings  (3.3%).  The  other  types 
of  joint  ventures  mentioned  in  the  survey  were  HMOs 
(2.2%),  primary  or  ambulatory  care  centers  (2.2%), 
IPAs  (2.1%),  freestanding  minor  emergency  centers 
(1.5%),  freestanding  imaging  centers  (1.1%),  ambu- 
latory surgical  centers  (0.9%),  freestanding  laborato- 
ries (0.8%),  and  home  health  agencies  (0.5%).  The 
survey  did  not  cover  a number  of  less  prevalent  joint 
venture  activities,  such  as  birthing  centers,  women’s 
health  centers,  eyeglass  dispensaries,  and  answering 
services. 

The  majority  of  the  joint  venture  activities  reported 
in  the  survey  were  located  in  four  geographic  areas: 
the  Pacific  states  (18.72%),  the  mountain  states 
(15.02%),  New  England  (17.26%),  and  the  east  north 
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central  states  (16.94%).  However,  the  popularity  of 
various  types  of  joint  ventures  differs  among  these  re- 
gions. In  the  Pacific  and  mountain  states,  preferred 
provider  organizations  were  most  common;  in  New 
England,  IPAs  and  HMOs  were  most  prevalent;  and 
in  the  east  north  central  states,  PPOs  and  medical 
buildings  were  equally  popular. 

The  surveyors  cautioned  that  their  data  are  un- 
doubtedly an  understatement  of  the  current  number  of 
operational  joint  ventures,  since  the  survey  is  based  on 
joint  ventures  in  existence  as  of  January  1984.  Never- 
theless, they  pointed  out  that  even  if  the  number  of 
these  activities  has  doubled  since  January  1984,  the 
number  of  hospital-medical  staff  joint  ventures  would 
be  only  approximately  1,200. 

The  AHA  survey  authors  interpreted  their  data  to 
predict  that  it  is  likely  that  large,  nongovernmental, 
nonteaching  hospitals  in  large  urban  areas,  especially 
in  the  four  geographic  areas  discussed  above,  will  con- 
tinue to  develop  joint  ventures.  They  found  that  the 
changing  financing  environment  and  the  increasing 
supply  of  physicians  suggest  that  the  number  of  hos- 
pital-medical staff  joint  ventures  will  increase  in  those 
parts  of  the  country  where  competition  for  patients  is 
greatest. 

There  are  great  variations  in  the  structure  of  hos- 
pital-medical staff  joint  ventures,  depending  on  the 
various  needs  and  opportunities  in  each  locality.  In  fact, 
one  could  say  that  the  distinguishing  characteristic  of 
these  joint  ventures  is  their  diversity. 

The  hospital  may  participate  in  the  joint  venture 
directly,  through  a for-profit  or  nonprofit  subsidiary,  a 
parent  corporation,  or  a separate  subsidiary  of  the 
parent.  The  physician  participants  may  decide  to  form 
a partnership  or  incorporate  (see  Board  of  Trustees 
Report  EE,  “Incorporation  of  Hospital  Medical  Staffs,” 
1-84),  or  they  may  individually  sign  one  joint  venture 
agreement  with  the  hospital. 

The  hospital  and  the  physician  group  then  establish 
their  joint  venture  organization,  a jointly  owned  struc- 
ture which  may  be  a corporation;  a general  partner- 
ship, in  which  the  hospital  and  the  physicians  share 
profits  and  losses  equally  and  have  equal  rights  con- 
cerning management  decisions;  or  a limited  partner- 
ship, in  which  the  limited  partners  do  not  participate 
in  the  control  of  the  business.  Generally,  the  type  of 
structure  chosen  depends  on  the  type  of  activity  being 
planned.  Of  course,  the  joint  venture  may  develop  all 
of  the  structures  noted  above,  if  the  participants  in- 
tend to  undertake  more  than  one  business  venture  and 
these  ventures  require  different  investment  vehicles. 

Another  joint  venture  structural  arrangement  would 
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establish  a central  organization,  usually  a for-profit  or 
nonprofit  corporation,  and  then  establish  sub-entities 
in  the  appropriate  structures  as  needed. 

In  all  of  these  arrangements,  there  may  be  varia- 
tions in  percentage  of  the  entity  that  either  party  owns. 

The  legal  uncertainties  inherent  in  many  kinds  of 

joint  ventures  were  discussed  in  Board  of  Trustees  Re- 
ports EE  (1-84)  and  C (A-85).  In  those  reports  the 
Board  discussed  the  antitrust  issues  faced  by  various 
forms  of  hospital-physician  joint  venture  activities,  such 
as  price-fixing  liability,  degree  of  market  power,  and 
the  foreclosure  of  actual  or  potential  competition. 

Before  resigning  as  assistant  attorney  general  in 
charge  of  the  Antitrust  Division  of  the  U.S.  Depart- 
ment of  Justice  in  April  1985,  J.  Paul  McGrath  an- 
nounced that  the  Justice  Department  would  release  its 
first  detailed  analysis  of  antitrust  aspects  of  provider 
sponsored  and  other  PPO  joint  ventures.  Although 
formal  detailed  guidelines  were  not  promulgated  sub- 
sequently, Mr.  McGrath  outlined  a number  of  basic 
considerations  of  importance  to  the  Justice  Depart- 
ment in  a series  of  speeches  he  delivered  before  leav- 
ing office. 

In  these  speeches,  Mr.  McGrath  said  that  PPOs 
controlled  by  insurance  companies,  third  party  admin- 
istrators, or  independent  contractors  have  “real  pro- 
competitive  potential  and  pose  little  risk  of  anticom- 
petitive harm.”  PPOs  controlled  by  providers  present 
somewhat  more  of  an  antitrust  risk  and  therefore  are 
subject  to  greater  scrutiny,  but  his  agency  recognized 
that  provider  PPOs  “generally  provide  significant 
competitive  benefits.” 

According  to  Mr.  McGrath,  the  Antitrust  Divi- 
sion’s general  approach  to  analyzing  provider  con- 
trolled PPOs  used  principles  similar  to  those  applica- 
ble to  joint  ventures  generally.  He  stated  that  at  a 
minimum,  a joint  venture  among  competitors  must 
satisfy  three  elements  to  survive  antitrust  scrutiny:  (1) 
the  horizontal  agreements  that  are  part  of  the  venture 
(the  agreements  among  physicians  setting  price  and 
utilization  standards)  must  be  reasonably  related  and 
ancillary  to  a cooperative  activity  that  promotes  com- 
petition; (2)  the  market  share  of  the  joint  venture  must 
not  be  large  enough  to  foreclose  effective  competition; 
and  (3)  the  parties  must  have  no  anticompetitive  pur- 
pose. 

To  meet  the  first  element,  that  agreements  among 

competitors  are  reasonably  related  and  ancillary  to  the 
new  joint  ventures,  the  provider  controlled  PPO  should 
be  able  to  show  that  it  offers  economic  integration  and 
efficiencies  that  outweigh  the  potential  harm  from 
lessening  competition  among  providers.  Mr.  McGrath 
elaborated  by  stating  that  although  providers  typically 
do  not  share  risks,  some  aspects  of  PPO  agreements 
that  would  work  in  favor  of  a conclusion  that  an  effi- 
ciency enhancing  integration  is  present  include:  an 
agreement  to  treat  patients  on  a fee-for-service  basis 
at  reduced  or  discounted  levels  or  pursuant  to  some 
fee  schedule  with  no  balance  billing;  an  agreement  to 
abide  by  some  limitation  on  the  practices  of  the  phy- 
sicians in  the  form  of  utilization  review;  an  agreement 
to  administer  claims  and  jointly  market  their  venture; 
and  an  agreement  to  select  a group  of  limited  size  to 


engage  in  bidding  for  contracts  against  other  panels. 

The  second  element  of  the  antitrust  scrutiny  con- 
cerns the  PPO’s  market  share.  Mr.  McGrath  stated  that 
the  Antitrust  Division  was  unlikely  to  challenge  a 
provider  sponsored  PPO  with  fewer  than  20%  of  the 
physicians  in  private  practice  in  the  particular  market. 
Moreover,  he  stated  that  provider  sponsored  PPOs  with 
more  than  20%  of  the  market  would  not  automatically 
fail  antitrust  muster  but  would  be  subject  to  a market- 
specific  analysis  to  assess  the  PPO's  likely  competitive 
effects  in  its  market.  Mr.  McGrath  said  that  from  an 
antitrust  perspective,  PPOs  need  not  be  overly  con- 
cerned about  excluding  physicians  and  hospitals  as 
participants.  “The  essential  feature  of  a PPO  is  its  se- 
lectivity, and  the  primary  competitive  risks  associated 
with  PPO  formation  . . . are  with  overinclusiveness 
rather  than  exclusion.” 

Third,  the  Antitrust  Division  would  look  closely  at 
evidence  of  anticompetitive  intent  and  at  collateral  a- 
greements  that  bear  no  relationship  to  the  PPO’s  suc- 
cess and  that  pose  a competitive  problem.  According 
to  Mr.  McGrath,  any  attempt  to  influence  the  prices 
charged  by  physicians  and  hospitals  to  payers  not  in- 
cluded in  the  PPO  will  raise  antitrust  questions.  Ef- 
forts to  prevent  physicians  and  hospitals  from  associ- 
ating with  other  health  care  plans  or  to  discourage  them 
from  granting  similar  or  greater  price  concessions  to 
other  PPOs  also  will  be  carefully  examined.  “In  short, 
consistent  with  conventional  analysis  of  ancillary  re- 
straints, the  PPO  agreement  must  be  no  broader  than 
necessary  to  promote  the  legitimate  purposes  of  the 
venture.” 

In  a related  development,  the  attorney  general  of 

Wisconsin  recently  issued  an  opinion  regarding  health 
care  providers'  joint  ventures  under  the  Wisconsin  and 
United  States  antitrust  laws.  The  attorney  general 
stated  that  health  care  providers  can  best  insulate 
themselves  from  antitrust  liability  by  jointly  cooperat- 
ing through  the  use  of  a truly  independent  intermedi- 
ary. He  thought  that  antitrust  exposure  could  be  “vir- 
tually eliminated”  through  the  use  of  an  independent 
intermediary  if  certain  conditions  were  met,  including 
the  following:  (1)  the  intermediary  dealt  individually 
with  each  provider;  (2)  the  individual  provider-inter- 
mediary agreements  were  nonexclusive;  (3)  the  market 
share  for  the  provider  group's  services  involved  in  the 
intermediary’s  plan  was  limited  to  a moderate  share  of 
the  relevant  market;  (4)  the  intermediary  was  used  only 
for  a particular  contract  or  contracts  and  not  for  all  of 
the  contracting  of  the  chosen  providers;  (5)  the  coop- 
erating providers  did  not  agree  among  themselves  on 
prices  and  other  terms  they  would  be  willing  to  offer 
to  the  intermediary;  and  (6)  the  providers  involved 
would  not  pressure  the  intermediary  to  limit  partici- 
pation in  the  intermediary’s  plans  to  particular  mem- 
bers of  the  provider  group.  The  provider  group  mem- 
bers could  approach  potential  intermediaries  and 
indicate  their  desire  to  participate  in  such  an  interme- 
diary sponsored  plan  without  significant  antitrust  ex- 
posure provided  they  do  not  agree  on  the  prices  and 
other  terms  they  would  accept  from  the  intermediary 
and  provided  they  do  not  compromise  the  intermedi- 
ary’s independence  by  such  overtures. 

According  to  the  Wisconsin  attorney  general,  a joint 
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venture  of  health  care  providers  which  does  not  use  an 
independent  intermediary  involves  greater  antitrust 
exposure.  What  may  save  this  arrangement  from  being 
deemed  a per  se  violation  of  the  antitrust  laws  is  the 
fact  that  the  price-setting  function  may  be  ancillary  or 
necessary  to  the  creation  of  a new  competitive  entity. 
“However,  where  the  colluding  providers  are  already 
viable  competitors  in  the  specific  market  for  which  the 
new  joint  venture  is  created,  it  is  doubtful  that  such 
joint  action  could  be  taken  out  of  the  per  se  catego- 
ry.” The  price  setting  would  appear  to  be  simply  a 
naked  restraint  of  trade  and  not  ancillary  to  any  new 
procompetitive  venture.  Where  providers  cannot  indi- 
vidually compete  and  where  providers  create  a new 
competitive  entity  no  larger  than  necessary  to  enter  a 
given  health  care  market,  the  joint  action  would  most 
likely  not  be  declared  per  se  illegal  but  would  be  ana- 
lyzed under  the  rule  of  reason.  In  other  words,  the 
burden  would  be  on  the  provider  group  to  demon- 
strate they  could  not  successfully  compete  individually 
in  the  specific  markets  at  issue.  These  standards  ap- 
pear to  be  more  onerous  than  the  guidelines  articulat- 
ed by  Mr.  McGrath. 

In  addition  to  the  antitrust  problems  facing  joint 

ventures,  the  Medicare  and  Medicaid  antifraud  and 
abuse  statutes  prohibit  the  knowing  and  willful  solici- 
tation, receipt,  offer  or  payment  of  any  remuneration 
in  return  for  the  referral  of  patients  or  customers  or 
the  generation  of  business  for  the  party  furnishing  re- 
muneration. Remuneration  includes  kickbacks,  bribes, 
and  rebates  given  or  accepted  in  cash  or  in  kind,  di- 
rectly or  indirectly,  overtly  or  covertly.  The  statutory 
language  indicates  Congress’s  intent  to  include  prac- 
tices that  the  federal  government  believed  were  caus- 
ing unnecessary  utilization  and  costing  billions  of  dol- 
lars in  unnecessary  and  fraudulent  claims. 

If  broadly  construed,  the  antifraud  and  abuse  stat- 
utes would  prohibit  certain  types  of  common  joint 
venture  activities.  Many  hospital-physician  joint  ven- 
ture plans  incorporate  “risk-sharing”  or  “incentive” 
features  under  which  the  hospital  rewards  attending 
physicians  whose  care  of  patients  results  in  hospital 
costs  that  fall  short  of  the  applicable  DRG  amount  un- 
der the  Medicare  prospective  payment  system.  In  these 
arrangements,  the  hospital  usually  pays  a percentage 
of  its  excess  DRG  payment  to  the  attending  physician 
directly,  or  credits  a like  amount  to  a special  account 
maintained  on  behalf  of  the  physician  group  that  is  its 
partner  in  the  joint  venture.  Inasmuch  as  such  pay- 
ments may  be  viewed  as  remuneration  for  the  referral 
or  admission  of  patients  by  physicians  participating  in 
the  joint  venture,  they  constitute  potential  violations 
of  the  Medicare  and  Medicaid  statutes.  (See  also  Ju- 
dicial Council  Report  D,  “Ethical  Implications  of 
Hospital-Physician  Risk-Sharing  Arrangements  under 
Diagnosis-Related  Groups  System,”  1-84.) 

Other  types  of  hospital-physician  joint  venture  ar- 
rangements involve  the  creation  of  corporations  or 
partnerships  to  finance  and  operate  health  care  facili- 
ties or  equipment.  Frequently  such  joint  ventures  are 
dependent  upon  hospital  contributions  in  the  form  of 
capital,  loan  guarantees,  hospital-owned  land,  man- 
agement services,  financial  and  data  services,  billing 
and  collection  services,  or  ancillary  health  care  serv- 
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ices.  The  physicians’  receipt  of  such  benefits  from  the 
hospital,  if  related  to  the  pattern  of  referrals,  may 
constitute  prohibited  forms  of  “remuneration”  under 
the  Medicare  and  Medicaid  laws.  Facility  or  equip- 
ment lease  transactions,  in  which  payments  are  related 
to  the  number  of  patients  a physician  refers  to  the 
contracting  hospital  or  the  number  or  value  of  services 
provided  to  patients,  also  may  be  held  to  violate  the 
antifraud  and  abuse  statutes. 

A number  of  decisions  indicate  that  the  Department 

of  Health  and  Human  Services  (HHS)  and  the  courts 
interpret  these  statutes  broadly.  The  most  recent  de- 
cision, United  States  vs.  Greber,  760  F.2d  68  (3d  Cir. 
1985),  concerned  a cardiologist  whose  company,  Car- 
dio-Med,  Inc.,  provided  physicians  with  diagnostic 
services.  At  issue  in  this  case  was  the  Holter-monitor 
service  provided.  Cardio-Med  billed  Medicare  for  the 
monitor  service  and  forwarded  a portion  (40%  but  not 
to  exceed  $65  per  patient)  of  the  payment  received  to 
the  referring  physician.  The  fees  were  described  as 
payment  for  the  referring  physician  to  explain  the  re- 
sults to  the  patients.  There  was  evidence  that  the  re- 
ferring physicians  received  their  payments  even  though 
Dr.  Greber  actually  evaluated  the  Holter-monitor  re- 
sults. 

The  court  found  that,  according  to  the  language  and 
purpose  of  the  statute,  if  the  payments  to  the  referring 
physicians  were  intended  to  induce  those  physicians  to 
use  Cardio-Med’s  services,  the  statute  was  violated, 
even  if  the  payments  were  also  intended  to  compen- 
sate for  professional  services. 

Greber  and  earlier  decisions  reflect  an  inclination 
by  the  courts  to  accept  HHS’s  determinations  that  spe- 
cific financial  arrangements  violate  the  illegal  remu- 
neration laws.  According  to  one  expert,  the  following 
guidelines  may  be  helpful: 

(1)  HHS  and  the  courts  will  look  beyond  the  form  of 
the  relationship  to  its  substance; 

(2)  A violation  occurs  when  any  remuneration, 
whether  it  is  called  a bribe,  kickback  or  rebate,  is 
offered  or  solicited,  given  or  received  in  exchange 
for  the  referral  of  patients  or  the  generation  of 
business — even  if  the  payment  is  a reasonable  re- 
turn for  the  service  provided; 

(3)  HHS  has  instructed  its  carriers  to  detect  and  re- 
port to  the  Office  of  Inspector  General  all  cases 
involving  payments  to  persons  who  are  in  a posi- 
tion to  refer  patients  to  or  generate  business  for 
the  person  making  the  payment; 

(4)  When  the  parties’  intent  has  to  be  implied  from 
the  surrounding  facts,  the  following  points  are  fre- 
quently considered:  whether  the  practice  has  a 
tendency  to  encourage  unnecessary  utilization, 
whether  the  practice  causes  either  increased  costs 
or  has  the  potential  of  increasing  costs  to  the  gov- 
ernment, whether  the  amount  of  remuneration  is 
related  to  the  number  of  referrals,  the  dollar  value 
of  the  business  generated,  or  is  a previously  agreed- 
to  amount  which  does  not  vary  according  to  fluc- 
tuations in  referrals  or  business;  and 

(5)  Whether  there  are  legitimate  business  reasons  for 
the  payment,  and  the  payment  is  a reasonable  val- 
ue for  the  goods,  facilities,  or  services  provided, 
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and  such  goods,  facilities  or  services  are  reasona- 
bly necessary. 

Each  joint  venture  must  be  structured  to  avoid  these 
problem  areas  or  at  least  to  minimize  the  risk.  Physi- 
cians contemplating  participation  in  a joint  venture 
should  obtain  knowledgeable  legal  counsel  to  analyze 
particulars  of  the  arrangement  and  to  structure  the 
business  relationships  to  comply  with  these  laws. 

Conclusion.  At  this  time,  there  is  a great  deal  of 
interest  in  hospital-medical  staff  joint  ventures  but  rel- 
atively few  are  in  operation  as  yet.  Those  that  are  op- 
erational are  relatively  new  and  structurally  varied,  so 
there  is  no  significant  experience  to  evaluate.  The  le- 
gal and  regulatory  climate  for  hospital-physician  joint 
ventures  is  quite  turbulent  at  the  present  time,  and 
there  is  no  expectation  of  more  consistent  policies  in 
the  immediate  future.  The  Board  recommends  that 
physicians  contemplating  participation  in  these  joint 
ventures  obtain  the  advice  of  knowledgeable  legal 
counsel  and  financial  advisors  before  taking  action,  in 


order  to  minimize  the  risks  of  antitrust  liability  and 
violation  of  the  Medicare  and  Medicaid  illegal  remu- 
neration statutes,  as  well  as  to  evaluate  all  the  other 
legal  and  financial  issues.  As  the  Board  stated  in  Re- 
port C (A-85),  all  physicians  should  appraise  the  ben- 
efits and  risks  of  each  joint  venture  opportunity  in  light 
of  their  individual  circumstances. 

The  Board  also  reminds  physicians  that  the  Council 
on  Ethical  and  Judicial  Affairs  (formerly  Judicial 
Council)  has  long  recognized  that  a physician  who  de- 
rives economic  benefits  from  commercial  ventures  in- 
volving his  or  her  patients  has  an  interest  that  poten- 
tially may  conflict  with  the  physician’s  practice  of 
medicine  and  service  of  the  patient’s  medical  interests. 
The  Council  has  stated:  “It  is  unethical  for  a physician 
to  use  his  fiduciary  relationship  to  abuse,  exploit,  or 
deceive  the  patient  for  the  physician’s  personal  gain, 
including  profit  from  a commercial  venture”  and  has 
provided  five  specific  guidelines  for  addressing  poten- 
tial conflicts  of  interest  thus  created  (see  Judicial 
Council  Report  C,  “Conflict  of  Interest:  Guidelines,” 
1-84). 
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“For  a total  computer  system  package, 
our  medical  practice  recommends 
Reynolds + Reynolds  ♦” 


“We’d  been  researching  computers  for  over  two  years 
. . . even  attending  office  automation  seminars.  We’re 
absolutely  delighted  with  our  Medical  Practice 
Mangement  System  from  Reynolds  and  Reynolds. 


“The  system  has  eliminated  our  insurance  backlog. 
Now  we  can  file  claims  the  same  day  the  patient  visits. 
The  credit  and  collection  tools  improve  day' to-day 
collections  and  give  us  strong  follow-up  for  past-due 
accounts.  Staff  productivity  has  increased  across  the 
hoard,  allowing  for  optimal  patient  care. 


“The  dedication,  excellence  and  professionalism  of  the 
Reynolds’  training  and  support  staff  made  for  a smooth 
transition  when  the  practice  converted.  They  truly 
understand  the  needs  of  today’s  busy  medical  practice. 
And  it’s  especially 
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investment  protected  by  a 
company  that  is  national 
in  scope  and  local  in 
commitment.” 


-W.  T.  Stalter,  M.D. 

Dayton,  Ohio 
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Trauma  Rounds 


Management  of  the  Severely  Burned  Hand 

CHARLES  E.  WITKOWSKI,  D.D.S.,  M.S.,  Ph.D.,  and  JAMES  W.  TAYLOR,  M.D. 


Major  burns  of  the  hand  frequently  result  in 
significant  permanent  disability  despite  meticu- 
lous treatment.  Careful  early  evaluation  and 
timely  surgical  intervention  are  essential  in  min- 
imizing the  extent  of  the  disability.  Escharoto- 
mies, tangential  excision,  and  skin  grafting  are 
widely  used  in  the  treatment  of  deep  dermal 
burns.1 3 Similarly,  the  importance  of  physio- 
therapy and  occupational  therapy  has  been  doc- 
umented.4 The  following  case  illustrates  the  use 
of  escharotomies  to  maintain  perfusion  to  the 
digits  and  intrinsic  muscles,  early  excision  of  deep 
second  and  third  degree  burns,  appropriate  phys- 
ical and  occupational  therapy,  and  release  and 
grafting  of  contractures. 

Case  Report 

A 25-year-old  white  man  was  burned  in  a house  fire  when 
he  twice  entered  the  building  trying  to  rescue  a child.  He 
reported  trying  to  pull  open  several  very  hot  doors.  He  suf- 
fered second  and  third  degree  burns  to  30%  of  his  total  body 
surface  with  involvement  of  the  face,  arms,  hands,  and  legs. 

After  initially  being  seen  at  a hospital  near  his  home,  he 
was  transferred  to  the  University  of  Tennessee-Knoxville 
Memorial  Research  Center  and  Hospital.  His  initial  resusci- 
tation was  uncomplicated  and  preliminary  examination  here 
confirmed  severe  burns  on  his  hands.  He  had  very  deep  sec- 
ond and  third  degree  burns  of  the  dorsum  of  both  hands, 
with  third  degree  burns  of  both  thenar  eminences  and  second 
degree  burns  of  the  remainder  of  the  palms.  Examination  also 
showed  an  old  injury  to  the  right  ring  finger  and  an  old  par- 
tial amputation  of  the  right  small  finger. 

The  circumferential  deep  burns  of  the  hand,  combined  with 
decreased  sensation  and  vascular  insufficiency  to  the  hand  and 
distal  digits  as  documented  by  the  Doppler  How  meter,  jus- 
tified early  escharotomies.  There  was  immediate  improve- 
ment in  circulation  to  the  hands  (Fig.  1).  The  burn  wounds 
were  treated  topically  with  1%  silver  sulfadiazine  (Silvadene 
Cream). 

The  patient  was  stable  medically  by  the  10th  post-burn 
day  and  at  that  time  underwent  tangential  excision  of  the  burns 
of  bilateral  dorsums  and  thenar  eminences.  The  areas  were 
grafted  with  split  thickness  skin  taken  from  the  anterior  thighs, 
meshed  IV2  to  1 and  applied  unexpanded  (Fig.  2).  The  graft 
take  was  excellent  and  he  was  followed  actively  by  the  phys- 
ical and  occupational  therapy  departments  with  a program  of 

From  the  Division  of  Plastic  and  Reconstructive  Surgery,  Depart- 
ment of  Surgery,  University  of  Tennessee  Memorial  Research  Center 
and  Hospital,  Knoxville. 
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exercises  and  splinting.  The  patient  was  soon  capable  of  full 
flexion  and  extension  in  both  hands. 

He  was  discharged  39  days  after  his  admission  and  main- 
tained on  splinting  and  exercises  as  an  outpatient.  As  the  deep 
palmar  second  degree  burns  became  fully  healed,  however, 
and  began  to  thicken  and  contract,  the  fingers  of  both  hands 
showed  progressive  flexion  contracture  (Fig.  3);  the  digits  of 
the  left  hand  were  more  affected  than  those  of  the  right. 

One  month  after  discharge  the  patient  was  readmitted  to 
the  hospital  where  a releasing  and  grafting  procedure  of  the 
left  hand  was  done  to  allow  full  extension.  Releases  and 
grafting  with  thick  unmeshed  split  thickness  skin  grafts  were 
required  at  the  metacarpophalangeal  (MP),  proximal  inter- 
phalangeal  (PIP),  and  distal  interphalangeal  (DIP)  joints  of 
the  index,  long,  ring  and  small  fingers.  The  neurovascular 
bundles  of  each  digit  were  identified  and  preserved  as  a total 
of  12  transverse  releasing  incisions  were  made  and  grafts  su- 
tured in  place.  Again  all  graft  sites  were  excellent  and  all 
fingers  of  the  left  hand  could  be  fully  extended  and  flexed  by 
two  weeks  after  surgery  (Fig.  4).  With  continued  physical 
therapy,  that  result  was  maintained  and  the  following  month 
a similar  procedure  was  performed  on  the  right  hand  with 
equally  excellent  results. 

Discussion 

Optimal  early  management  of  the  burned  hand 
requires  particular  attention  to  circulation.5  In- 
dications for  escharotomy  are  deep  circumferen- 
tial burns,  raised  tissue  tension,  and  local  circu- 
latory insufficiency.6  Shortly  after  thermal  injury, 
edema  occurs  due  to  the  greatly  increased  capil- 
lary permeability  in  the  tissues  surrounding  the 
burn  wound,  as  well  as  local  response  to  toxins 
derived  from  autolysis  of  cells.  This  increased 
hydrostatic  pressure  at  the  tissue  level  may  sig- 
nificantly compress  or  even  completely  collapse 
the  remaining  microvascular  network,  thereby 
adversely  affecting  the  viability  of  the  skin  and 
subdermal  tissues.  Also,  compromised  blood  flow 
prevents  translocation  of  leukocytes  and  various 
other  immunologic  compounds  needed  at  the  site 
of  insult.7 

The  need  for  escharotomy  is  less  easily  dem- 
onstrated in  the  hand  than  the  arm,  but  Salisbury 
et  al8  have  demonstrated  its  value  in  the  salvage 
of  both  digital  length  and  viability  of  intrinsic 
muscles.  We  believe  escharotomy  should  be 
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Figure  1.  Burns  of  left  hand  at  time  of  grafting. 


Figure  2.  Left  hand  with  meshed  skin  graft  applied. 


Figure  3.  Severe  flexion  contractures  of  left  hand. 


Figure  4.  Left  hand  after  contracture  releases  and  12  split  thickness 
skin  grafts. 
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Figure  6.  Complete  flexion  is  possible. 


Figure  5.  Dorsal  skin  softness  of  left  hand. 


commonly  used  in  the  badly  burned  hand,  and 
we  recommend  the  use  of  the  Doppler  flow  me- 
ter to  help  in  making  the  decision  to  perform  the 
procedure. 

Early  excision  and  grafting  of  the  dorsum  of 
the  hand  can  be  extremely  beneficial  for  future 
hand  utilization,9  but  it  must  be  undertaken  in 
only  a limited  number  of  situations,  as  there  are 
various  contraindications  for  it.  It  must  not  be 
done  in  large  burns,  where  patient  survival  is 
questionable,  or  if  there  are  no  available  or  sat- 
isfactory donor  sites.  Also,  since  large  amounts 
of  split  thickness  skin  are  needed  to  resurface 
hands,  the  harvesting  of  the  skin  should  not  be 
done  at  the  cost  of  increasing  the  mortality  risk.10 
In  addition,  early  excision  and  grafting  is  of  no 
value  in  burns  deeper  than  third  degree,  i.e., 
burns  that  extend  through  the  dermis  and  into 
the  deeper  structures  of  the  hand.  Their  result 
will  be  poor,  regardless  of  treatment. 

The  value  of  good  physical  and  occupational 
therapy  for  active  and  passive  exercise  and  for 
splinting  is  well  established.  Our  patient  benefit- 
ed from  such  treatment,  but  despite  great  effort 


and  compliance,  developed  profound  palmar 
contractures  of  both  hands.  This  type  of  contrac- 
ture is  relatively  rare,  since  the  palms  are  pro- 
tected by  finger  flexion  and  frequently  partially 
spared  because  the  skin  here  is  very  thick  com- 
pared to  the  dorsum.  In  addition,  most  severe 
burns  of  the  palms  are  usually  accompanied  by 
deep  dorsal  burns  and  body  burns  extensive 
enough  to  rule  out  early  excision  and  grafting.  In 
such  cases,  hypertrophic  scar  contractures  of  the 
hands  are  partially  balanced  between  flexion  and 
extension,  and  produce  the  more  characteristic 
pattern  of  the  burn  scarred  hand.  In  our  patient 
the  early  return  to  near  normal  conditions  on  the 
dorsum  allowed  the  flexor  contracture  to  pre- 
dominate and  bind  the  fingers  into  a closed  fist 
position. 

Release  and  skin  grafting  of  those  contrac- 
tures was  performed  early  to  prevent  permanent 
changes  in  the  ligament  and  joint  structures.  Our 
patient  is  now  four  months  post-repair.  He  has 
soft  palmar  and  dorsal  skin  (Fig.  5)  and  main- 
tains excellent  range  of  motion  of  all  digits  (Fig. 
6). 
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We  believe  this  patient  demonstrates  several 
salient  points  in  the  management  of  hand  burns, 
namely  the  early  recognition  of  the  severity  of 
the  burns,  escharotomy,  tangential  excision  and 
grafting,  and  early  release  of  scar  contractures  for 
optimal  treatment  of  the  severely  burned  hand. 
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VUH  Morning  Report 


Unexplained  Tachycardia  in  an  Elderly  Patient 


Case  Report 

A 77-year-old  black  woman  admitted  in  December  1985 
with  lower  extremity  venous  stasis  ulcers  was  noted  to  have 
a large  neck  mass  and  an  anterior  mediastinal  mass.  A goiter 
had  been  noted  in  1957,  but  because  she  was  found  to  be 
euthyroid  no  intervention  was  made.  In  1967  the  goiter  was 
noted  to  be  larger.  Her  weight  was  68.0  kg.  She  did  not  seek 
regular  medical  care. 

On  admission  to  Vanderbilt,  her  weight  was  60.8  kg,  height 
152  cm,  resting  pulse  100/min,  blood  pressure  158/90  mm  Hg, 
and  respirations  20/min  without  stridor.  A,  15  x 20  cm  asym- 
metric neck  mass  without  bruit  was  found  on  examination. 
Routine  laboratory  studies  were  unremarkable.  Thyroid 
function  tests  showed  free  T4  1.3  fxg/dl  (normal  0.9-2. 5),  QT3 
178  ng/dl  (normal  65-200),  total  thyroxine  8.6  pg/dl  (normal 
4.6-12)  and  TSH  0.7  pU/ml  (normal  0.7-4. 9).  Her  PA  and 
lateral  chest  films  are  shown  in  Fig.  1.  The  low  TSH  was 
suggestive  of  hyperthyroidism;  indeed,  there  was  no  stimula- 
tion of  serum  TSH  after  administration  of  thyrotropin-releas- 
ing hormone,  confirming  the  diagnosis.  An  13II  scan  demon- 
strated a multinodular  goiter  with  retrosternal  extension. 

The  patient  was  started  on  propranolol,  and  one  month 
later  received  a large  obliterative  dose  of  radioiodine.  As  soon 
as  radiation  safety  standards  were  met  (day  14)  she  was  dis- 
charged. 

Prepared  by  Margaret  Brennan,  M.D.,  Hugh  J.  Morgan  Chief 
Medical  Resident,  Vanderbilt  Medical  Center,  Nashville. 


Comments 

Hyperthyroidism  in  the  elderly  most  common- 
ly produces  weight  loss  and/or  cardiovascular 
manifestations  such  as  congestive  heart  failure, 
arrhythmias,  or  angina.  Tachycardia  is  not 
marked,  the  heart  rate  usually  being  less  than  100/ 
min.  Only  a minority  have  eye  signs  and  the  ma- 
jority are  not  hyperkinetic.  One-third  are  ano- 
rectic, and  one-fourth  are  constipated. 

When  thyroid  functions  are  checked,  hor- 
mones may  be  within  the  normal  range  or  be  only 
minimally  elevated,  but  the  diagnosis  of  hyper- 
thyroidism can  still  be  made  by  the  failure  of  TSH 
to  rise  in  response  to  a bolus  of  thyrotropin-re- 
leasing hormone  (TRH).  Aspirin  in  therapeutic 
doses,  high  dose  glucocorticoids,  and  infusional 
dopamine  can  also  suppress  the  expected  TSH 
peak  to  5 to  20  pU  occurring  30  minutes  follow- 
ing TRH  administration.  This  flat  TSH  response 
can  confirm  preclinical  or  early  hyperthyroidism 
in  toxic  multinodular  goiter  (TMG). 
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Graves’  disease  is  the  most  common  cause  of 
hyperthyroidism  in  those  under  60,  and  TMG  the 
most  common  in  those  over  60.  Hyperthyroidism 
develops  slowly  in  TMG,  with  subtle  onset  as  the 
number  of  autonomously  functioning  nodules  in- 
creases. The  onset  however  is  predictable,  given 
enough  time — 28  years  in  our  patient. 

Radioiodine  is  the  preferred  therapy  for  hy- 
perthyroidism in  the  elderly.  Because  proprano- 
lol controls  symptoms  and  inhibits  conversion  of 
T4  to  T3  in  the  toxic  patient,  it  is  a useful  drug 
for  pretreatment  management.  Radiation  thy- 
roiditis may  complicate  therapy  with  radioiodine, 
transiently  worsening  hyperthyroidism.  The  an- 


tithyroid effect  is  complete  only  at  three  months 
and  patients  need  to  be  followed  closely.  Large 
goiters  need  large  and  often  multiple  doses  of  ra- 
dioiodine. Exogenous  thyroid  hormone  supple- 
mentation can  suppress  TSH  and  prevent  gland 
enlargement.  Careful  follow-up  is  necessary  to 
insure  euthyroid  status.  r ^ 


SUGGESTED  READING 

1.  David  PJ,  Davis  FB:  Hyperthyroidism  in  patients  over  the  age  of  60  years. 
Clinical  features  in  85  patients.  Medicine  53:161-181,  1974. 

2.  Hershman  JM:  Use  of  thyrotropin-releasing  hormone  in  clinical  medicine. 
Med  Clin  North  Am  62:313-325,  1978. 

3.  Hurley  JR:  Thyroid  disease  in  the  elderly.  Med  Clin  North  Am  67:497- 
516.  1983. 


Chest  Pain  Following  Thanksgiving  Dinner 


Case  Report 

The  patient  is  a 64-year-old  black  man  admitted  in  De- 
cember 1985  with  chest  pain.  At  Thanksgiving  dinner  six  days 
earlier  he  experienced  dysphagia  associated  with  substernal 
chest  pain,  relieved  with  nitroglycerin.  Since  then  he  noted 
recurrent  chest  pain  occurring  randomly  throughout  the  day, 
“knot-like,”  relieved  by  leaning  forward.  Known  past  medi- 
cal problems  included  a ten-year  history  of  seropositive  rheu- 
matoid arthritis,  hiatal  hernia  with  esophagitis  documented 
1984  at  endoscopy,  and  hypertension.  Medications  included 
propranolol,  indomethacin.  and  a diuretic. 

On  examination,  blood  pressure  was  72/50  mm  Hg  with- 
out paradox,  pulse  84/min,  temperature  97°F.  and  respira- 
tions 26/min.  Bibasilar  rales  were  heard  on  lung  examination, 
heart  sounds  were  distant  without  murmur  or  gallop,  and  a 
friction  rub  was  audible.  Abdominal  and  neurologic  exami- 
nation was  unremarkable.  Laboratory  data  showed  sodium 
135  mEq/L,  potassium  6.6  mEq/L,  chloride  99  mEq/L,  bicar- 
bonate 23  mEq/L,  BUN  79  mg/dl,  creatinine  3.1  mg/dl.  LDH 
380  U/L,  with  increased  LDH5  fraction,  consistent  with  liver 
or  muscle  origin.  WBC  count  was  2,400/cu  mm  with  17% 
segmented  neutrophils,  44%  bands,  20%  lymphocytes,  9% 
monocytes,  1%  eosinophils,  and  4%  atypical  lymphocytes. 
ESR  was  105  mm/hr,  hematocrit  was  45.7%.  Room  air  ABG 
pH  was  7.40.  Pco2  32  mm  Hg,  Po;  81  mm  Hg.  A small  right 
pleural  effusion  was  noted  on  chest  x-ray.  ECG  was  read  as 
sinus  tachycardia  with  diffuse  ST  segment  elevation. 

Early  on  day  2 thoracentesis  yielded  cloudy  fluid,  with 
WBC  count  of  15,400/cu  mm,  having  71%  segmented  neutro- 
phils and  29%  monocytes;  RBC  count  was  8,300/cu  mm.  The 
fluid  pH  was  6.3,  glucose  was  not  detectable,  LDH 
11,800  U/L,  and  amylase  610  U/dl.  Gram  stain  of  the  fluid 
showed  a mixed  population  of  Gram-positive  and  Gram-neg- 
ative organisms.  Repeat  chest  film  now  showed  a large  right 
pleural  effusion  with  an  air-filled  esophagus  and 
pneumomediastinum.  A large  distal  esophageal  perforation 
was  demonstrated  on  Gastrograffin  swallow.  Mediastinal 


drainage,  gastrostomy,  esophagostomy  and  closure  of  the 
esophagogastric  junction  was  accomplished  in  the  operating 
room,  but  due  to  persistent  fever  and  acidosis,  esophagecto- 
my was  required  two  days  after  the  initial  surgery.  The  pa- 
tient died  on  hospital  day  10  with  refractory  acidosis. 

Comments 

Esophageal  perforation  is  most  commonly  ia- 
trogenic. Esophageal  dilatation  is  more  likely  than 
esophagoscopy  with  a fiberoptic  esophagoscope 
to  cause  perforation.  Esophagoscopy  has  an  in- 
cidence of  perforation  of  0.1%  to  0.13%;  biopsy 
does  not  appear  to  increase  the  risk. 

The  minority  of  perforations  are  spontaneous. 
Increased  intraluminal  pressure,  preexisting 
esophageal  disease,  or  neurogenic  causes  alone 
or  in  combination  may  cause  spontaneous  perfo- 
ration. Vomiting,  forceful  swallowing,  defeca- 
tion, and  childbirth  have  all  been  associated  with 
perforation,  presumedly  through  an  increase  in 
intraluminal  pressure.  Peptic  esophagitis  has  been 
noted  as  a common  underlying  disease  in  spon- 
taneous perforation.  Distal  obstruction  with  tu- 
mor, stricture,  or  achalasia  may  also  be  associ- 
ated. Head  injury,  cerebral  aneurysm,  and  other 
intracranial  lesions  have  also  been  associated, 
possibly  through  neurogenic  visceral  vasospasm. 

Most  perforations  occur  in  the  distal  esopha- 
gus. Pain  in  the  back  or  abdomen  is  usually  grad- 
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ual  in  onset  and  patients  are  otten  admitted  with 
the  diagnosis  of  myocardial  infarction  or  pneu- 
monia. Shock,  respiratory  distress,  pyrexia,  sub- 
cutaneous emphysema,  and  basal  pulmonary 
findings  are  signs.  The  most  common  x-ray  ab- 
normality is  pleural  effusion.  Pneumothorax  and 
mediastinal  emphysema  are  also  characteristic. 
Ten  percent  of  chest  films  are  normal.  A water 
soluble  compound  is  used  as  contrast  medium  for 
swallow,  as  barium  may  incite  a foreign  body  re- 
action leading  to  mediastinal  granulomas  and 
possible  fibrosis. 

Mortality  is  high,  overall  about  65%;  it  ap- 
pears higher  in  patients  managed  without  sur- 
gery. Mortality  increases  with  age  over  70  and 
with  delay  in  diagnosis.  In  one  series,  45%  of 
perforations  were  undiagnosed  at  24  hours  and 


23%  were  diagnosed  only  at  autopsy.  Survival 
without  prompt  diagnosis  is  associated  with  lo- 
calized infection.  Absolute  indications  for  sur- 
gery include  pneumothorax,  sepsis,  mediastinal 
emphysema,  shock,  and  respiratory  failure. 

This  patient’s  low  white  blood  cell  count  is  of 
interest.  Fulminant  bacterial  infection  can  some- 
times be  associated  with  a depressed  white  blood 
cell  count  rather  than  the  more  commonly  ob- 
served leukocytosis.  r / 
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Loss  Prevention  Case  of  the  Month 


Don’t  Take  Off  With  Your  Fuel  Tanks  Half  Full 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 42-year-old  man  was  seen  in  the  emergency  room  with 
a history  of  being  injured  by  a heavy  falling  object.  He  was 
fully  conscious  upon  admission,  complaining  of  injury  to  his 
left  ankle  with  pain  and  swelling.  He  additionally  complained 
of  back  and  left  lateral  chest  pain.  He  had  no  respiratory 
difficulties.  Examination  revealed  a badly  displaced  left  an- 
kle, which  x-rays  showed  to  be  due  to  a badly  displaced  bi- 
malleolor  fracture.  X-rays  of  the  spine  showed  a compression 
fracture  of  the  12th  dorsal  vertebra,  and  x-rays  of  the  chest 
showed  a fracture  of  the  sixth  left  rib,  undisplaced. 

The  patient  was  transferred  to  the  intensive  care  unit 
overnight  for  observation  and  stabilization  of  his  condition. 
The  following  morning,  with  his  vital  signs  stable  and  his  con- 
dition good,  he  was  taken  to  surgery  where  an  open  reduc- 
tion of  the  left  ankle  was  done.  His  postoperative  course  was 
uneventful.  Bedrest  was  ordered  until  his  back  pain  subsided. 
He  was  then  placed  in  a back  brace  and  ambulation  was  per- 
mitted with  the  aid  of  a walker.  He  did  well  and  was  dis- 
charged on  the  seventh  postoperative  day. 

Eleven  days  later  he  was  seen  in  the  office.  X-rays  of  the 
ankle  showed  good  reduction,  and  x-rays  of  the  lumbar  spine 
showed  compression  fracture  at  D-12  unchanged.  The  patient 
complained  of  lack  of  improvement  in  his  back  discomfort. 
Neurological  consultation  was  immediately  obtained,  but  the 
patient  failed  to  keep  that  appointment,  and  returned  to  the 
attending  physician’s  office  one  month  later.  The  ankle  was 
healed.  He  was  advised  to  continue  to  wear  the  brace,  and 
physical  therapy  was  begun. 

He  was  seen  for  two  additional  office  visits  at  one-month 
intervals.  He  continued  to  complain  of  back  pain,  and  an  in- 
crease in  exercise  was  recommended.  The  next  office  visit  six 
weeks  later  indicated  continued  back  pain  with  the  develop- 
ment of  numbness  in  the  left  leg.  Referral  to  a neurosurgeon 
was  obtained  and  the  patient  kept  this  appointment.  The 
neurosurgeon  recommended  hospitalization  for  further  eval- 
uation. A CT  scan  and  myelogram  revealed  a 50%  compres- 
sion fracture  with  impingement  on  the  spinal  cord.  An  ante- 
rior decompression  of  the  spinal  fracture  was  done.  Suit  was 
filed  alleging  that  insufficient  x-rays  and  examinations  were 
made  to  properly  diagnose  and  treat  his  initial  spinal  injury. 


Dr.  Avery  is  medical  director  of  State  Volunteer  Mutual  Insur- 
ance Company. 


Loss  Prevention  Points 

Diagnostic  studies  done  under  emergency  con- 
ditions frequently  are  lacking  in  completeness 
and/or  quality  to  the  extent  that  precise  deter- 
mination of  the  degree  of  the  injury  is  not  pos- 
sible. With  this  in  mind,  both  the  radiologist  and 
the  attending  physician  should  develop  systems 
to  alert  each  other  and  themselves  of  further 
studies  needed  prior  to  a final  diagnosis  and 
treatment  plan. 

In  this  case,  there  was  no  record  of  any  spinal 
x-ray  films  except  the  anterior/posterior  expo- 
sure. Without  at  least  a lateral  view  of  the  spine, 
no  good  estimate  of  the  possibility  or  probability 
of  the  cord  compression  on  weight  bearing  could 
be  made.  Apparently  the  radiologist,  on  seeing 
the  D-12  fracture  on  the  anterior/posterior  view, 
did  not  indicate  that  a lateral  view  would  be  nec- 
essary for  correct  assessment  of  the  injury,  nor 
did  the  attending  physician  indicate  that  a lateral 
film  should  be  obtained  when  the  patient’s  con- 
dition stabilized.  The  emergency  room  record  and 
the  admitting  progress  note  should  contain  men- 
tion of  further  studies  indicated.  With  such  a sys- 
tem in  place,  significant  patient  injury  could 
probably  have  been  avoided,  as  well  as  the  re- 
sulting malpractice  suit  against  the  attending 
physician. 

The  system  failure  illustrated  in  this  case  is 
analogous  to  the  airline  pilot  who  takes  off  with 
half  enough  fuel  to  take  the  plane  to  its  destina- 
tion. Doctor,  look  at  the  “gauges”  to  determine 
whether  or  not  your  studies  are  complete  enough 
to  get  your  patient  to  the  “destination”  of  “rea- 
sonable” diagnostic  and  therapeutic  efforts  on 
your  part.  r ^ 
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Health  and  Environment  Report 


A Measles  Scenario — Possible  But  Not  Actual 

FREDIA  S.  WADLEY,  M.D.,  MSHPA 


It  was  a typical  busy  Monday  until  the  15- 
month-old  infant  was  brought  to  my  office  with 
a fever  and  rash.  The  history  was  classic  for  ru- 
beola, but  Tennessee  hadn't  had  an  indigenous 
case  of  measles  in  four  years;  the  only  case  doc- 
umented in  1985  was  imported  from  Indiana. 

The  fever  had  started  five  days  earlier,  and  had 
steadily  increased,  as  had  the  severity  of  the  co- 
ryza, conjunctivitis,  and  cough  (3  C’s).  The  dark 
red  rash  was  more  papular  than  most  viral  exan- 
thems and  had  started  early  that  morning  (fifth 
day)  on  the  forehead  and  around  the  hairline. 
When  I saw  the  infant,  he  appeared  acutely  ill, 
with  a rectal  temperature  of  105°  F and  rash  on 
his  face,  neck,  and  upper  chest.  The  pathogno- 
monic small  red  lesions  with  a central  speck  of 
white  (Koplik  spots)  could  be  seen  on  the  buccal 
mucosa  opposite  the  molars.  I had  to  get  a strong 
light  and  really  search  before  finding  the  few  tiny 
lesions. 

Even  though  this  looked  like  a classical  case 
of  measles,  I wasn’t  convinced  until  I got  the  his- 
tory that  the  family  had  just  returned  from  India 
one  day  prior  to  the  onset  of  fever.  The  father 
was  a college  student  whose  parents  were  mis- 
sionaries in  India,  where  this  family  had  spent 
three  weeks  during  the  Christmas  break.  I im- 
mediately called  the  state  health  department  to 
report  the  case.  They  agreed  that  the  evidence 
was  so  strong  for  measles  that  we  could  not  wait 
for  laboratory  confirmation  before  initiating  an 
investigation  and  control  measures.  (IGM  anti- 
bodies should  be  present  with  the  onset  of  rash 
but  it  would  take  at  least  a week  to  get  the  re- 
sults from  CDC  in  Atlanta.)  Since  measles  is 
more  contagious  during  the  late  prodromal  peri- 
od than  after  the  rash  appears,  contacts  since  their 
return  from  India  should  be  investigated  for  sus- 
ceptibility. 


From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville.  Dr.  Wadley  is  chief  medical  officer  of  TDHE. 
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The  state  epidemiologist  and  I agreed  on  the 
following  course  of  action.  First,  the  health  de- 
partment would  do  the  epidemiologic  investiga- 
tion to  identify  exposed  and  susceptible  individ- 
uals. I would  draw  blood  for  serology  and  send 
it  to  the  laboratory  designated  by  the  state  health 
department.  Then  I would  determine  who  had 
been  exposed  in  my  office.  There  was  no  need 
for  concern  about  exposure  within  the  waiting 
room  because  in  my  office  children  with  fever  and 
rash  are  immediately  isolated.  My  receptionist 
and  nurse  had  been  diagnosed  as  having  had 
measles  in  childhood,  but  like  many  health 
professionals,  I had  neither  the  disease  nor  the 
vaccine. 

The  most  susceptible  adults  are  those  born 
after  1957  (a  person  born  more  than  11  years 
prior  to  the  introduction  of  the  live  virus  vaccine 
in  1968  probably  has  antibody  protection;  before 
the  vaccine  at  least  90%  had  antibody  protection 
by  20  years  of  age),  those  with  no  history  of  clin- 
ical measles,  and  those  who  have  received  no 
measles  vaccine  since  1968  (when  live  virus  vac- 
cine was  introduced).  I was  born  in  1945,  and 
was  exposed  to  sibs  with  measles,  so  the  chances 
were  good  that  I had  antibody  protection. 

Finally,  I determined  the  susceptibility  of  the 
parents.  The  22-year-old  mother  was  born  in 
1963,  but  had  never  either  received  the  vaccine 
or  had  the  disease;  she  reported  that  she  was  two 
months  pregnant  with  her  second  child.  The  23- 
year-old  father  was  born  in  1962  and  had  re- 
ceived the  killed  virus  vaccine  in  1964  (about 
600,000  to  900,000  received  the  killed  virus  vac- 
cine from  1962-1967). 

Since  the  killed  virus  vaccine  failure  rate  is  so 
high,  it  was  suggested  that  the  father  be  given 
immune  serum  globulin,  0.25  ml/kg  up  to  a max- 
imum of  15  ml  intramuscularly.  (The  guidelines 
state  that  if  exposure  has  occurred  within  72 
hours,  use  the  vaccine  alone;  use  ISG  if  the  ex- 
posure has  been  within  six  days  and  there  is  a 
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contraindication  for  giving  the  vaccine  during  the 
first  72  hours,  or  if  exposure  occurred  over  72 
hours  but  less  than  six  days  previously). 

Had  the  father  not  been  around  the  child  dur- 
ing the  entire  prodromal  period,  but  exposed 
during  the  past  three  days,  then  the  live  virus 
vaccine  would  have  been  given.  Sometimes  the 
local  reaction  can  be  greater  when  the  killed  vac- 
cine has  preceded  the  live  vaccine.  Nevertheless, 
since  measles  can  be  severe  in  adults,  the  vaccine 
protection  would  far  outweigh  any  discomfort 
from  a local  reaction. 

Because  of  a theoretical  risk  of  the  vaccine  to 
the  fetus,  the  vaccine  is  not  recommended  for 
pregnant  women.  ISG  is  also  not  believed  to 
protect  the  fetus  but  may  mask  the  disease  in  the 
mother.  During  epidemics,  there  have  been 
abortions  and  premature  deliveries  associated 
with  measles  in  the  mother,  but  no  congenital 
malformations  have  been  associated  with  this  vi- 
rus. 

The  family  in  the  adjacent  apartment  had  ea- 
ten dinner  and  spent  several  hours  with  my  pa- 
tients the  night  prior  to  the  rash.  No  previous 
exposure  had  occurred.  The  21-year-old  mother 
and  father  and  the  9-month-old  infant  had  never 
had  measles  or  the  vaccine.  All  three  should  be 
given  the  vaccine  as  soon  as  possible.  The  infant 
would  have  to  be  revaccinated  at  15  months  of 
age. 

The  health  department  and  I worked  together 
closely  over  the  next  couple  of  weeks.  I reported 
to  them  that  the  clinical  course  of  the  infant  pro- 
gressed as  would  be  expected  with  measles.  The 
temperature  started  to  decrease  the  day  after  the 
rash  appeared,  and  was  normal  within  another 
24  to  36  hours.  The  rash  took  three  days  to  reach 
the  lower  extremities  and  by  this  time  it  was 
heavier  on  the  face  and  upper  chest,  where  it  had 
started.  By  the  end  of  the  fourth  day,  the  rash 
began  to  fade  on  the  face  and  upper  chest,  and 


the  fading  proceeded  to  the  lower  extremities 
over  a two-  to  three-day  period.  There  was  slight 
desquamation  on  the  trunk  but  none  on  the  palms 
and  soles  as  one  might  find  with  scarlet  fever. 

The  health  department  found  four  other  adults 
and  three  children  for  whom  either  vaccine  or 
ISG  was  indicated.  No  other  cases  of  measles  re- 
sulted. Since  the  father  was  in  college,  this  case 
could  have  resulted  in  a widespread  outbreak. 
From  July  1984  through  June  1985,  almost  19% 
of  the  1,802  cases  of  measles  in  this  country  oc- 
curred on  25  college  campuses.  Of  these  334  cas- 
es, there  were  three  deaths  on  one  campus.  One 
of  these  large  outbreaks  can  cost  up  to  $200,000 
for  investigation  and  control.  One  way  to  keep 
both  the  cost  and  the  number  of  cases  low  is  for 
health  professionals  to  stay  aware  of  the  clinical 
course  of  measles  and  to  report  “suspected”  cas- 
es early. 

As  I sat  in  my  office  late  one  evening  and  read 
the  health  department’s  final  report  of  this  mea- 
sles case,  I wondered  if  we  would  ever  succeed 
in  eradicating  measles  as  we  did  smallpox.  Since 
measles  and  smallpox  are  alike  in  that  man  is  the 
only  host,  eradication  would  be  possible.  Al- 
though we  missed  our  1985  national  goal  of  elim- 
inating any  indigenous  cases  of  measles,  Tennes- 
see and  several  states  have  achieved  this  as  a state 
accomplishment.  With  interstate  and  internation- 
al travel  being  so  common,  however,  even  Ten- 
nessee physicians  must  continue  to  be  good  cli- 
nicians at  diagnosing  measles  early  if  we  want  to 
prevent  indigenous  cases.  The  difficulty  is  that 
many  physicians  are  finishing  their  training  with- 
out ever  seeing  a case  of  measles. 

I put  down  the  report  with  some  pride  in  the 
fact  that  I had  diagnosed  this  case  of  measles  af- 
ter not  having  seen  a case  for  ten  years.  As  I 
turned  out  the  light,  I could  not  help  but  smile 
at  the  outcome.  I just  love  it  when  a plan  comes 
together.  r T7 
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Business  at  Hand 

The  TMA  annual  meeting  will  be  held  April  9-12,  1986,  in  Nashville  at 
the  Opryland  Hotel,  and  it  promises  to  be  one  of  the  most  significant  meet- 
ings in  recent  years.  At  least  three  important  resolutions  will  be  considered 
by  the  House  of  Delegates  at  that  time,  and  I strongly  urge  each  of  you  to 
discuss  them  in  depth  with  your  individual  delegates  prior  to  the  session. 
Give  them  the  benefit  of  your  experience,  and  don’t  hesitate  to  express  your 
personal  views  on  these  issues.  In  this  way,  you  can  be  certain  that  your 
voice  will  be  heard. 

In  essence,  the  three  resolutions  contain  the  following  proposals: 

• Increase  TMA  dues  by  $50 — from  $170  to  $220.  It  should  be  noted 
that  Tennessee  now  has  the  next  to  lowest  dues  of  any  state  association 
across  the  nation.  In  view  of  the  expanding  services  provided  by  TMA  to  its 
membership,  I support  this  proposal  without  hesitation  or  reservation. 

• Admit  osteopaths  to  membership  in  TMA.  Some  of  the  component 
medical  societies  of  TMA  presently  have  osteopaths  in  their  local  member- 
ship and  have  experienced  problems  because  these  practitioners  are  not  cur- 
rently eligible  to  be  members  of  TMA. 

• Form  a statewide  IPA  (Individual  Practice  Association).  There  will  be 
a special  reference  committee  to  consider  this  particular  item. 

There  will  be  other  important  matters  to  come  before  the  House  of  Del- 
egates. At  last  year’s  session,  28  resolutions  were  introduced,  debated  and 
acted  upon.  Because  these  issues  will  affect  us  all,  I strongly  urge  you  to 
confer  with  your  delegates  and  make  your  feelings  known.  Active  partici- 
pation of  each  member  of  TMA  is  encouraged  to  insure  that  we  have  a 
productive  and  successful  session. 

I’ll  be  looking  forward  to  seeing  you  at  the  April  meeting.  We  need  your 
presence  and  your  support. 
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More  Sinned  Against  Than  Sinning 

The  late  Howard  Hughes,  at  one  time  one  of 
the  world’s  real  bon  vivants,  spent  his  declining 
years  as  a recluse  because  of  a mortal  dread  that 
someone  or  something  might  give  him  some  bad 
(or  even  not  so  bad)  disease.  He  sacrificed  living 
for  a safe — he  thought — existence.  Actually,  if  a 
body  wanted  to  be  perfectly  safe  he  would  not 
get  out  of  bed  of  a morning  and  go  to  work,  or 
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anywhere  else,  considering  all  the  bad  things  that 
just  might  happen.  Of  course,  they  might  happen 
in  bed,  too — an  airplane  might  fall  on  the  house, 
or  the  house  might  catch  fire,  to  name  a couple. 

Because  of  all  those  things  that  could  happen 
to  its  citizens,  society  has  enacted  laws  to  protect 
them,  with  greater  or  less  success,  from  some  of 
the  more  obvious  calamities.  The  efficacy  of  those 
laws  depends  upon  compliance,  and  that  is  often 
something  less  than  whole-hearted,  depending 
upon  the  statute.  Society  also  expends  a lot  of 
effort  toward  shielding  its  citizens  from  so-called 
acts  of  God,  and  insurance  companies  make  a 
better  than  decent  living  from  the  acknowledged 
failure  of  such  efforts,  as  well  as  from  the  habit- 
ual noncompliance  with  the  statutory  limits  on 
their  liberty  of  some  others  of  the  citizenry.  We 
even  have  laws,  heaven  help  us,  to  protect  citi- 
zens from  themselves  as  well  as  from  each  other. 

It  is  perfectly  clear  from  holy  scripture  that, 
so  far  as  God  is  concerned,  in  man  there  is  just 
sin,  which  begets  sins,  plural,  and  in  His  sight 
the  breaking  of  one  commandment  is  no  more  of 
an  offense  than  the  breaking  of  another.  The 
church  found  out  early  in  the  game,  however,  that 
human  nature  being  what  it  is,  they  had  better 
settle  for  total  adherence  to  a few  strictures,  and 
then  settle  for  something  less  for  the  multitude 
of  others,  and  so  it  divided  sins  up  into  the  mor- 
tal and  the  merely  venial.  This  philosophy  has 
spilled  over  into  our  secular  world,  and  so  we 
have  laws,  such  as  those  against  murder,  that  with 
only  occasional  well-publicized  exceptions  are 
generally  adhered  to;  there  is  on  the  other  hand 
a vast  body  of  statutes,  such  as  speed  limits,  for 
instance,  that  one,  given  the  opportunity,  can  ig- 
nore without  compunction  if  he  has  a mind  to.  If 
occasionally  you  get  caught,  you  pay  your  dues 
and  go  about  your  business.  Society  has  even 
been  careful  to  define  the  various  degrees  of  kill- 
ing and  stealing;  sometimes  one  or  the  other  is 
legal,  depending  on  definition,  even  if  not  always 
(or  perhaps  ever)  moral.  But  I digress. 

Of  all  the  fruitless  laws  on  the  books,  the  ones 
with  the  least  degree  of  compliance,  and  there- 
fore effectiveness,  are  those  attempting  to  pro- 
tect a body  from  his  id.  If  one  sets  out  to  end 
one’s  life,  for  instance,  the  most  unlikely  deter- 
rent of  all  to  the  act  will  be  that  it  is  illegal.  In 
addition,  with  perhaps  that  one  arguable  excep- 
tion, such  laws  infringe  one’s  constitutional,  if  not 
God-given  (except  in  that  instance),  liberty. 

It  has  always  been  my  belief  that  society  has 
too  many  more  pressing  things  with  which  it  needs 
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to  concern  itself  than  amassing  a body  of  laws 
trying  to  protect  individuals  from  their  own — shall 
we  say — indiscretions.  There  are  too  many  laws 
on  the  books  already,  and  the  more  there  are, 
the  greater  the  temptation  to  ignore  one  or  two. 
Ignoring  one  or  two  makes  it  easier  to  ignore  a 
dozen  more,  and  so  on,  and  we  wind  up  with  a 
nation  of  scofflaws  who  consider  the  law  their 
enemy  and  oppressor,  and  not,  as  it  was  de- 
signed, their  friend  and  protector.  I fear  we  are 
there  already,  but  even  so,  there  is  no  sense  in 
compounding  the  difficulty. 

To  that  category  of  meddlesome  trivia  I have 
always  consigned  seat  belt  laws.  I made  an  ex- 
ception in  the  case  of  the  child  restraint  law  be- 
cause in  that  instance  the  victim-to-be  was  one  of 
his  parents’  judgment — or  better,  lack  of  it.  What 
changed  my  mind  about  seat  belt  laws  generally 
is  the  enormous  cost  to  the  public  of  automobile 
accidents,  and  the  degree  to  which  that  cost  can 
be  mitigated  by  the  wearing  of  seat  belts.  Seat 
belt  laws,  therefore,  are  not  so  much  a protector 
of  the  individual  as  of  society,  society  being  those 
about  you;  protection  of  the  individual  is  only  a 
fortunate  spin-off.  In  this  era  of  fast  cars  pow- 
ered by  gasoline  and  often  guided  by  alcohol,  and 
of  rising  (often  astronomical)  medical  costs,  in- 
surance premiums  are  also  rising  apace.  It  is  the 
magnitude  of  the  direct  and  indirect  costs  of  this 
death  and  destruction  that  make  it  society’s 
problem. 

The  net  effect  of  required  seat  belt  usage  will 
be  not  only  to  stanch  the  current  mass  exitus  from 
this  life,  but  to  decrease  injury,  and  therefore  to 
diminish  both  the  direct  costs  to  the  community 
and  insurance  rates  as  well — or  at  least  slow  their 
increase.  It  is  estimated  that  through  the  use  of 
seat  belts  not  only  are  11,500  lives  saved  nation- 
ally each  year  for  future  productiveness,  but 
600,000  very  costly  injuries  are  reduced  or  pre- 
vented. For  Tennessee  alone  this  means  300  few- 
er funerals,  5,000  fewer  serious  injuries,  and  125 
million  tax  dollars  that  can  be  spent  for  some- 
thing constructive.  Neck  injuries  are  virtually 
eliminated  in  both  frontal  and  rollover  crashes, 
and  head  injuries  reduced  by  more  than  80%; 
these  are  the  most  chronically  debilitating  of  all 
injuries,  and  therefore  the  most  costly.  Of  the 
two  alternatives,  I personally  find  death  not  so 
bad;  such  an  impaired  existence  would  be  dread- 
ful. 

The  Tennessee  Legislature  in  its  current  ses- 
sion is  again  debating  the  issue  of  mandatory  seat 
belts  versus  personal  freedom.  As  in  almost  all 


things,  somebody’s  individual  freedom  must  be 
abridged,  to  some  extent  at  least,  to  make  soci- 
ety workable.  The  freedom  to  drive  unrestrained 
appears  to  have  been  forced  by  the  times  into 
that  category;  an  individual's  continued  well-being 
can  no  longer  be  only  his  own  business.  It  may 
be  a sin  and  a shame  that  this  is  so,  but  that’s 
the  way  it  is  in  1986,  when  it  is  society  that  is  the 
even  more  sinned  against. 

J.B.T. 


On  Medical  (Ugh!)  Politics 

Letters  that  go  out  over  the  signature  of  the 
president  of  the  Nashville  Academy  of  Medicine 
informing  individuals  of  their  election  to  office 
seldom  receive  a reply,  and  indeed  none  is  really 
expected,  since  for  major  offices  at  least,  the  let- 
ter is  only  a formality,  considering  that  the  can- 
didates already  know  the  election’s  outcome;  the 
rest  of  the  letters  notify  delegates  to  the  TMA 
House  of  their  election,  and  since  they  have  al- 
ready indicated  their  willingness  to  serve  if  elect- 
ed, they  also  seldom  respond.  I did  receive  one 
reply  from  a delegate  this  year,  and  I share  it 
with  you  as  an  example  of  the  sort  of  thinking 
that  has  always  afflicted  medicine — and  not  just 
medicine,  either.  It  has  gone  a long  way  toward 
getting  all  of  us  into  “the  fix  we  is  in,"  in  both 
medicine  and  civil  government. 

After  the  writer  thanked  me  for  my  letter  in- 
forming him  that  he  had  been  elected  to  the  TMA 
House  of  Delegates,  he  continued,  “Although  I 
consider  myself  a clinical  doctor  and  not  a poli- 
tician, I will  certainly  be  of  any  benefit  that  I can 
to  help  us  continue  to  practice  the  type  of  medi- 
cine that  we  want  to  practice.”  This  writer  is  typ- 
ical of  the  majority  of  his  colleagues  in  his  ap- 
parent disdain  for  politics  as  he  (and  they) 
conceives  it;  he  is  atypical  in  recognizing  its  ne- 
cessity and  therefore  in  offering  his  services. 

One  of  the  definitions  of  politics,  according  to 
my  dictionary,  is  indeed  “political  affairs  in  a 
party  sense;  party  intrigues,  etc.,”  but  that  is  not 
the  first  definition.  The  first  definition  of  politics 
is  “the  science  of  civil  government.”  Politics  in 
its  pure  sense  engaged  the  best  minds  of  the  Age 
of  Reason — men  like  Thomas  Jefferson,  for  ex- 
ample— and  fully  occupied  their  thoughts.  It  has 
been  to  our  detriment  that  this  is  no  longer  the 
case.  Human  nature  being  what  it  is,  intrigue  set 
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in,  and  the  consequent  disillusionment  channeled 
the  most  intelligent  and  ethical  into  other  pur- 
suits. 

What  seems  to  escape  the  notice  of  such  high- 
minded  individuals  as  our  correspondent — and 
what  doctor  worth  his  salt  does  not  consider  him- 
self high-minded  (unlike,  most  would  add,  poli- 
ticians)— is  that  human  nature  is  human  nature, 
whether  it  is  in  medicine,  politics,  love,  war,  the 
church,  or  wherever,  and  that  there  is  intrigue  in 
even  such  small  things  as  patient  referral.  One 
does  not,  therefore,  avoid  intrigue  (and  thus 
“politics”  according  to  the  secondary  definition) 
by  sticking  to  clinical  medicine.  It  is  just  less  ob- 
vious there  (usually). 

I do  not  really  know  for  sure  what  was  in  our 
correspondent’s  mind,  so  I will  now  assume  that 
he  was  in  fact  speaking  of  the  politician  not  in 
the  usual  (and  unfortunate)  pejorative  sense,  but 
just  as  one  engaged  in  the  pursuit  of  governing, 
in  this  case  of  the  House  of  Medicine.  It  is  true 
that  some  individuals — in  medicine  as  else- 
where— are  for  various  reasons  attracted  to  such 
pursuits  as  a primary  avocation,  and  it  is  a good 
thing  they  are,  else  we  would  have  no  one  to  seek 
high  office  in  our  medical  organizations.  That 
takes  a lot  of  time,  and  at  the  state,  and  partic- 
ularly the  national,  levels,  it  seriously  erodes, 
even  obviates,  clinical  practice.  On  the  other 
hand,  such  is  not  true  of  lesser  offices,  particu- 
larly local  ones,  where  the  most  it  will  do  is  per- 
haps knock  out  a few  golf  games.  Pretending  it 
will  do  more  is  an  affectation  to  cover  up  torpor. 

Our  correspondent,  who  is  indeed  a superb, 
thoughtful  clinician  who  practices  sound  scientif- 
ic medicine,  “seen  his  duty  and  he  done  it.”  I 
have  been  involved  in  organized  medicine  for  only 
about  15  years,  being  a late  bloomer  who  drifted 
in  through  the  back  door.  My  notion  about  or- 
ganized medicine  before  that  was  that  though  I 
did  indeed  need  to  belong,  I also  needed  for  oth- 
er people  to  do  my  work  for  me;  I didn’t  have 
time  to  get  involved.  Having  worked  during  those 
15  years  in  one  capacity  or  another  at  all  three 
levels — local,  state,  and  national — I have  found 
that  with  few  exceptions  all  of  the  individuals  with 
whom  I have  come  in  contact  are  good  practi- 
tioners of  clinical  medicine,  with  a scattering  of 
deans  and  other  administrators  (many  of  whom 
are  clinicians  as  well),  who  saw  their  duty  and 
did  it.  There  are  few  natural-born  politicians  in 
the  bunch.  It  is  fortunate  that  an  occasional  one 
gets  the  urge  to  seek  election  to  the  AMA  Board 
or  presidency,  offices  that  are  excessively  de- 
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manding.  The  calibre  of  men  and  women  in  the 
House  of  Delegates  is  such  that  medicine  would 
almost  always  be  well  served  regardless  of  elec- 
tion outcome. 

President  Nixon  once  commented  that  there 
are  those  who  say  they  don’t  have  time  to  get 
involved  in  politics.  “Let  me  tell  you  this,”  he 
said.  “You  had  better  get  involved!”  There  are 
lots  of  people  all  around  us  who  are  longing  to 
tell  us  how  we  ought  to  practice  medicine.  Some 
are  in  a position  to  do  it;  some  obviously  are 
doing  it.  Only  a clinical  doctor  knows  how  med- 
icine ought  to  be  practiced.  It  is  a good  thing 
some  of  your  colleagues  are  willing  to  let  their 
voices  be  heard — collectively.  They  are  not  (ugh) 
politicians  (yesch!);  they  are  just  good  clinical 
doctors  with  a sense  of  duty  toward  their  pa- 
tients. 

J.B.T. 


On  Being  On  the  Gold 
Standard— Or  Off 

At  the  annual  dinner  of  the  Nashville  Acade- 
my of  Medicine  the  other  evening  four  of  its 
members  received  50-year  pins.  Two  of  them  are 
retired;  one  of  those  was  out  of  the  city,  and  the 
other  is  in  poor  health.  The  other  two,  both  vig- 
orous and  still  in  active  practice,  made  brief  ac- 
ceptance talks,  and  both  messages  were  in  a sim- 
ilar vein.  They  spoke  of  the  fun  they  had  had — 
are  still  having — practicing  their  profession,  and 
of  the  sympathy  they  felt  for  anyone  who  had 
simply  to  get  up  and  go  to  work  every  morning. 
I heard  no  sobs  about  medicine  going  to  the  dogs. 

I do  hear  a lot  of  that  these  days,  though,  and 
have  been  known  on  occasion  to  deliver  myself 
of  such  a comment  after  a bad  time  with  some  of 
the  present  day  intricacies  of  the  business  of 
medicine — though  never  with  medicine  itself. 

To  raise  your  spirits,  I hope,  the  Journal  car- 
ries this  month  a real  pep  talk  on  the  future  of 
medicine  as  seen  by  a surgeon  who  has  been 
doing  it  for  some  years — since  World  War  II,  in 
fact — and  who  happens  to  be  president  of  the 
American  Medical  Association.  The  pep  talk  is 
the  address  of  Harrison  L.  Rogers,  M.D.,  before 
those  assembled  at  the  opening  of  the  interim 
meeting  of  the  House  of  Delegates  in  December. 
Without  minimizing  the  problems  we  face  in 
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many  areas — the  business  of  medicine,  profes- 
sional liability,  and  so  on — he  calls  our  attention 
to  the  positive  aspects  of  medicine,  the  great 
strides  that  have  been  made  in  health  care  and 
its  delivery  since  his  own  early  days  in  practice. 

It  is  easy  these  days  to  lose  sight  of  those  pos- 
itive aspects,  and  to  dwell  on  the  negative.  Some 
horses  are  more  able  than  others  to  ignore  burrs 
under  the  saddle,  and  so  it  is  with  us  human  an- 
imals. Some  of  us  can  naturally  accentuate  the 
positive  better  than  others  of  us  who  seem  to  re- 
vel in  being  gloomy.  Sure  and  there  is  plenty  to 
be  gloomy  about  these  days,  but  when  has  there 
not  been?  If  memory  serves  me  correctly,  there 
were  plenty  of  problems  in  the  ’40s  when  I fin- 
ished medical  school,  among  them  how  many  of 
us  would  or  would  not  survive  World  War  II. 
Now  there  was  a real  worry,  and  not  just  a the- 
oretical one,  either. 

Medicine  has  always  been  practiced  one  on 
one,  and  regardless  of  what  else  can  happen  to 
it,  that  aspect  cannot  be  changed.  At  any  given 
moment,  as  Dr.  Rogers  says,  there  is  a person  in 
need  facing  another  who  he  hopes  is  able  to  sup- 
ply the  need.  It  helps  if  that  other  one  is  com- 
passionate. It  helps  them  both.  If  he  is  not,  nei- 
ther of  them  is  likely  to  get  much  satisfaction  from 
the  encounter.  If  he  is,  regardless  of  his  sur- 
roundings or  the  other  aspects  of  the  practice, 
the  good  physician  will  come  away  filled.  It  de- 
pends a lot  on  why  the  doctor  is  in  medicine  in 
the  first  place.  What  we  have  to  offer  is  really 
and  truly,  as  Dr.  Rogers  says,  the  “gold  stand- 
ard.” 

Well,  read  the  address.  Maybe  it  will  make 
your  day,  and  maybe  not.  But  if  it  does  not 
brighten  it  a little,  perhaps  it  is  because  there  is 
more  darkness  inside  than  out. 

J.B.T. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Nineteen  TMA  members  qualified  for  the 
AMA  Physician's  Recognition  Award  during 
December  1985. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  recipi- 
ents will  be  published  as  they  are  received  from 
AMA. 

Coleman  L.  Arnold , M.D.,  Chattanooga 
Harvey  W.  Bender,  Jr.,  M.D.,  Nashville 
Charles  A.  Cape,  M.D.,  Memphis 
Mary  A.  Duffy,  M.D.,  Chattanooga 
Martin  P.  Gagliardi,  M.D.,  Knoxville 
Theodore  F.  Haase,  Jr.,  M.D.,  Knoxville 
David  F.  Hassell,  Jr.,  M.D.,  Knoxville 
John  R.  Hilsenbeck,  Jr.,  M.D.,  Memphis 
Charles  I.  Huddleston,  M.D.,  Knoxville 
Dabney  James,  M.D.,  Chattanooga 
Samuel  S.  Lambeth,  M.D.,  Maryville 
Philip  H.  Morrison,  M.D.,  Bristol 
Horace  N.  Noe,  M.D.,  Memphis 
Langdon  G.  Smith,  M.D.,  Antioch 
Robert  B.  Snyder,  M.D.,  Nashville 
Joseph  W.  Wahl,  M.D.,  Cookeville 
Frank  L.  White,  M.D.,  Memphis 
William  H.  Williams,  III,  M.  D.,  Memphis 
Carl  W.  Zimmerman,  M.D.,  Nashville 


Hans  Norbert  Naumann,  age  84.  Died  December  23, 
1985.  Graduate  of  the  University  of  Berlin  Faculty  of 
Medicine.  Member  of  Memphis-Shelby  County  Medi- 
cal Society. 

Charles  Clay  Trabue  IV,  age  79.  Died  January  9,  1986. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

David  Anderson,  M.D.,  Cleveland 
G.  Kent  Chastain,  M.D.,  Cleveland 
Jerry  DeVane,  M.D.,  Cleveland 
James  Knabb,  M.D.,  Cleveland 

CARTER  COUNTY  MEDICAL  SOCIETY 

Jonathan  S.  Bremer,  M.D.,  Elizabethton 
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CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Jitendra  G.  Gandhi,  M.D.,  Chattanooga 
Michael  Geer,  M.D.,  Chattanooga 
Aron  Halfin,  M.D.,  Chattanooga 
Carl  Pochedly,  M.D.,  Chattanooga 
Richard  Poehlein,  M.D.,  Hixson 
Gary  D.  Smith,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Kenneth  Tozer,  M.D.,  Milan 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Joseph  Sentef,  M.D.,  Crossville 
Mary  Bean  Sentef,  M.D.,  Crossville 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

Nicholas  Petrocko  Jr.,  M.D.,  Winchester 

GREENE  COUNTY  MEDICAL  SOCIETY 

Larry  Rodgers,  M.D.,  Greeneville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

George  R.  Baddour  Jr.,  M.D.,  Knoxville 
Philip  D.  Campbell,  M.D.,  Knoxville 
Sandra  A.  Eisele,  M.D.,  Knoxville 
A.  Michael  Glover,  M.D.,  Knoxville 
Steven  Bradley  Masters,  M.D.,  Knoxville 
A.  Dean  Mire,  M.D.,  Knoxville 

LAKEWAY  COUNTY  MEDICAL  SOCIETY 

William  Walter  Potter  III,  M.D.,  Morristown 

MAURY  COUNTY  MEDICAL  SOCIETY 

David  Allen  Daniels,  M.D.,  Columbia 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Timothy  R.  Roads,  M.D.,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

William  E.  Baucom,  M.D.,  Nashville 
W.  Stanford  Blalock,  M.D.,  Nashville 
Bennett  Blumenkopf,  M.D.,  Nashville 
Robert  S.  Collins,  M.D.,  Madison 
Philip  E.  Fleming,  M.D.,  Nashville 
Timothy  M.  Kilpatrick,  M.D.,  Nashville 
Jeffrey  A.  Landman,  M.D.,  Madison 
Kenneth  Michael  Lloyd,  M.D.,  Nashville 
Stephanie  M.  Moaton,  M.D.,  Nashville 
Chris  C.  Pardue,  M.D.,  Nashville 
Jeffrey  A.  Quitman,  M.D.,  Nashville 
David  Robertson,  M.D.,  Nashville 
Ira  A.  Shivitz,  M.D.,  Nashville 
Lester  F.  Williams,  M.D.,  Nashville 

(Students) 

Mark  E.  Bigler,  Nashville 
Steven  M.  Lopatine,  Nashville 
Christine  LaRocca,  Nashville 

OVERTON  COUNTY  MEDICAL  SOCIETY 

John  Ritland,  M.D.  Livingston 
Sandra  Ritland,  M.D.,  Livingston 


ROBERTSON  COUNTY  MEDICAL  SOCIETY 

Thomas  C.  Kruger,  M.D.,  Springfield 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

Robert  J.  Smith,  M.D.,  Murfreesboro 

WARREN  COUNTY  MEDICAL  SOCIETY 

Laura  Higgins,  M.D.,  McMinnville 
Joseph  Anthony  Ley,  M.D.,  McMinnville 

WILSON  COUNTY  MEDICAL  SOCIETY 

Kenneth  W.  Anderson,  M.D.,  Lebanon 


pei/oiKil  new/ 


Jordan  Hankins,  M.D.,  Chattanooga,  has  been  certi- 
fied as  a Diplomate  of  the  American  Board  of  Nuclear 
Medicine. 

The  following  TMA  members  have  been  inducted  as 
Fellows  of  the  American  College  of  Surgeons:  Robert 
E.  Bowers,  M.D.,  Chattanooga;  Laurence  R.  Dry, 
M.D. , Oak  Ridge;  Stephen  V.  Gory l,  M.D.,  Cooke- 
ville; Charles  A.  Kirby,  M.D.,  Chattanooga;  Stone 
Mitchell,  M.D.,  Oak  Ridge;  Glen  R.  Weight,  M.D., 
Oak  Ridge. 


announcement/ 


April  2-5 
April  2-6 

April  2-6 
April  3-6 
April  3-6 
April  6-10 
April  13-17 
April  13-18 
April  13-18 
April  14-18 
April  22-25 


CALENDAR  OF  MEETINGS 

NATIONAL 

Neurological  Society  of  America — Grand 
Hotel,  Point  Clear,  Ala. 

American  Society  for  Dermatologic  Sur- 
gery— Las  Palmos  Hotel,  Rancho  Mirage, 
Calif. 

Mid-America  Orthopaedic  Association — 
Hyatt  Regency,  Orlando 
American  Association  of  Suicidology — Mar- 
riott Marquis,  Atlanta 
American  College  of  Preventive  Medicine — 
Westin  Peachtree,  Atlanta 
American  Radium  Society — Mark  Hopkins, 
San  Francisco 

American  Association  of  Neurological  Sur- 
geons— Marriott,  Denver 
American  Association  of  Immunologists — St. 
Louis 

American  Association  of  Pathologists — 
Radisson,  St.  Louis 

American  Roentgen  Ray  Society — Shera- 
ton, Washington,  D.C. 

Southwestern  Surgical  Congress — Hyatt  Re- 


174 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


gency,  San  Francisco 

April  27-May  3 American  Academy  of  Neurology — Mar- 
riott and  Sheraton,  New  Orleans 

April  27-May  2 American  Occupational  Medical  Associa- 
tion— Denver 

April  28-30  American  Association  of  Thoracic  Sur- 
gery— Hilton,  New  York 

April  28-May  2 Association  for  Research  in  Vision  and 
Ophthalmology — Sarasota,  Fla. 

April  30-May  2 Christian  Medical  Society — Hilton  Central 
Mockingbird,  Dallas 

April  30-May  3 American  Association  for  the  History  of 
Medicine — Rochester  Plaza,  Rochester,  N.Y. 

May  1-2  American  Society  for  Clinical  Nutrition — 

Sheraton,  Washington.  D.C. 

May  1-2  Society  for  Research  and  Education  in  Pri- 

mary Care  Internal  Medicine — Shoreham, 
Washington,  D.C. 

May  2-5  American  Federation  for  Clinical  Re- 

search— Sheraton,  Washington,  D.C. 

May  2-5  American  Society  for  Clinical  Investiga- 

tion— Sheraton,  Washington,  D.C. 

May  2-5  Association  of  American  Physicians — Sher- 

aton, Washington,  D.C. 

May  3-10  American  Society  for  Head  and  Neck  Sur- 

gery— Colorado 

May  4-5  American  Laryngological  Association — The 

Breakers,  Palm  Beach,  Fla. 

May  4-6  American  Society  of  Clinical  Oncology — 

Bonaventure  Hotel,  Los  Angeles 

May  4-8  Society  of  Teachers  of  Family  Medicine — 

Hotel  del  Coronado,  San  Diego 

May  4-9  Association  of  University  Radiologists — 

Sheraton,  Hartford,  Conn. 

May  5-6  American  Broncho-Esophagological  Asso- 

ciation— The  Breakers,  Palm  Beach.  Fla. 

May  5-8  American  College  of  Obstetricians  and 

Gynecologists — New  Orleans 

May  5-9  Ambulatory  Pediatric  Association — Shera- 

ton, Washington.  D.C. 

May  5-9  Society  for  Pediatric  Research — Sheraton. 

Washington,  D.C. 

May  6-8  American  Laryngological  Association — The 

Breakers,  Palm  Beach,  Fla. 

May  6-9  American  Pediatric  Society — Sheraton, 

Washington,  D.C. 

May  7-9  American  Society  for  Artificial  Internal  Or- 

gans— Anaheim,  Calif. 

May  7-10  American  College  of  Legal  Medicine — The 

Westin,  Boston 

May  8-9  American  Trauma  Society — Chicago 

May  9-11  American  Society  for  Adolescent  Psychia- 

try— Washington,  D.C. 

May  10-16  American  Psychiatric  Association — Con- 
vention Center,  Washington,  D.C. 

May  11-14  American  Lung  Association — Vista  Hotel, 
Kansas  City,  Mo. 

May  11-14  American  Thoracic  Society — Kansas  City, 
Mo. 


May  11-16 
May  12-16 
May  15-18 
May  15-18 


American  Society  of  Colon  and  Rectal  Sur- 
geons— Hyatt  Regency,  Houston 
American  Academy  of  Medical  Directors — 
Doubletree,  Monterey,  Calif. 

Association  of  Clinical  Scientists — Excelsior 
Hotel,  Little  Rock,  Ark. 

Virginia  Society  of  Otolarvngology-Head  and 


May  17-23 
May  19-21 
May  21 
May  23-26 
May  25-29 
May  27-31 

May  29-30 
May  29-June  1 

April  9-12 
April  21-24 


Neck  Surgery  (annual  meeting) — Winter- 
green  Resort,  Wintergreen,  Va. 

American  Gastroenterological  Associa- 
tion— Moscone  Center,  San  Francisco 
Society  for  Surgery  of  the  Alimentary 
Tract — Moscone  Center,  San  Francisco 
American  Society  for  Gastrointestinal  En- 
doscopy— Convention  Center,  San  Francisco 
American  Society  for  Laser  Medicine  and 
Surgery — Westin  Hotel,  Boston 
American  Association  on  Mental  Deficien- 
cy— Radisson  Hotel,  Denver 
Society  of  Clinical  Care  Medicine  (Educa- 
tional and  Scientific  Symposium) — Wash- 
ington, D.C. 

American  Society  of  Transplant  Surgeons — 
The  Drake,  Chicago 

Virginia  Society  of  Ophthalmology  (annual 
meeting) — -Omni  International,  Norfolk.  Va. 

STATE 

Tennessee  Medical  Association  Annual 
Meeting — Opryland  Hotel,  Nashville 
Aerospace  Medical  Association — Opryland 
Hotel,  Nashville 


John  H.  Grant  Jr.  Named  TMA  Executive 
Assistant  for  Communications  and 
Public  Service 

Tennessee  Medical 
Association  Executive 
Director  L.  Hadley  Wil- 
liams has  announced  the 
appointment  of  John  H. 

Grant  Jr.  as  Executive 
Assistant — Communi- 
cations and  Public  Serv- 
ice. Mr.  Grant,  age  35, 
is  a native  of  Riceville, 

Tenn.,  and  holds  a mas- 
ter of  science  in  educa- 
tion degree  from  the  University  of  Tennessee,  Knox- 
ville. He  has  over  ten  years  experience  in  association 
management  and  communications. 

Mr.  Grant  joins  TMA  after  having  served  the 
23,000-member  Virginia  Association  of  Realtors  as  as- 
sistant executive  vice  president  since  1982.  Prior  to  his 
Virginia  post,  he  was  director  of  education  for  the 
Tennessee  Association  of  Realtors.  A former  high 
school  science  teacher  in  Metro  Nashville-Davidson 
County  public  schools,  John  has  completed  three  years 
of  the  U.S.  Chamber  of  Commerce’s  Institute  for  Or- 
ganization Management. 

John  is  the  father  of  three  children:  Jason,  age  9; 
David,  age  6;  Meridith,  age  3. 
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Comprehensive  Cancer  S 


The  UAB  Comprehensive  Can- 
cer Center  was  selected  in  1973 
as  one  of  the  first  11  comprehen- 
sive cancer  centers  funded  by 
the  National  Cancer  Institute, 
bday,  the  center  is  staffed  by  more  than  135 
uember  physicians  and  devotes  more  than 
21  million  annually  to  treatment  and 
esearch  of  cancer. 

The  work  of  the  UAB  Comprehensive 
dancer  Center  is  carried  on  through  five  clini- 
al  divisions — Hematology /Oncology,  Gyne- 
ologic  Oncology,  Radiation  Oncology, 


Pediatric  Hematology /Oncology,  and  Surg 
Oncology.  Special  services  offered  by  the  ( 
ter  include:  • Estrogen  and  progesterone 
mone  assays  for  breast  cancer.  • Lymphoq 
markers  for  patients  with  leukemias  and  1} 
phomas.  • Immunogenetics  screening  (HL 
typing).  • The  use  of  implantable  drug  infi 
sion  pump  for  continuous  chemotherapy. 
Isolated  limb  perfusion  for  melanomas  of 
extremity.  • Interstitial  irradiation  for  selec 
solid  tumors.  • Laser  Bronchoscopy.  • Cor 
bined  modality  treatment  for  lung  cancer. 

The  Cancer  Center  carries  out  clinica 
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Survival  After  Intrahepatic  Cholestasis 
Associated  With  Sickle  Cell  Disease 


JASON  D.  MORROW,  M.D.  and  STACEY  W.  McKENZIE,  M.D. 


Hepatic  dysfunction  is  a common  and  well- 
recognized  complication  of  sickle  cell  disease 
(SCD).  Clinical  syndromes  of  hepatic  disease  as- 
sociated with  SCD  include  cholelithiasis,  viral 
hepatitis,  cirrhosis,  “hepatic  crises,”  and  intra- 
hepatic cholestasis.13  Of  these,  the  rarest,  and 
often  the  most  life  threatening,  is  intrahepatic 
cholestasis.  We  describe  herein  a patient  with  this 
syndrome  who  was  successfully  treated  in  our 
hospital. 

Case  Report 

The  patient  was  a 35-year-old  black  man  with  well-docu- 
mented SCD  who  was  transferred  to  Vanderbilt  Hospital  on 
Sept.  23,  1985.  He  had  a long  history  of  pain  crises  associated 
with  his  disease.  After  a cholecystectomy  at  age  17,  he  re- 
mained in  his  usual  state  of  health  until  early  September  when 
he  noted  the  onset  of  jaundice,  dark  urine,  and  pruritis.  Sev- 
eral days  later,  he  developed  right  upper  quadrant  abdominal 
pain  and  a low  grade  fever,  for  which  he  was  admitted  on 
Sept.  15  to  another  hospital,  where  physicial  examination 
showed  an  oral  temperature  of  102°  F (38.9°  C),  marked 
jaundice,  and  right  upper  quadrant  tenderness  and  hepato- 
megaly. Laboratory  examination  showed  a WBC  count  of 
17,500/cu  mm.  hematocrit  of  24%,  and  PT  and  PIT  two  times 
that  of  the  control.  His  serum  bilirubin  was  47  mg/dl,  alkaline 
phosphatase  greater  than  500  IU/L  and  SGOT  1,200  IU/L. 
His  chest  x-ray  and  abdominal  films  were  unremarkable.  Be- 
cause there  was  initial  concern  over  sepsis  he  was  treated  with 
intravenous  ampicillin  and  gentamicin.  He  subsequently  de- 
fervesced,  but  his  blood  and  urine  cultures  were  negative. 
Over  the  next  two  days  his  bilirubin  increased  to  75  mg/dl. 


From  the  Department  of  Medicine,  Vanderbilt  University  School 
of  Medicine,  Nashville. 
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and  hepatitis  or  choledocholithiasis  were  considered  as  pos- 
sible causes  for  his  worsening  hepatic  function.  Serology  for 
hepatitis  A and  B showed  only  the  presence  of  hepatitis  A 
IgG,  thought  to  indicate  previous  infection.  Abdominal  CT 
scan  and  ultrasound  studies  showed  hepatomegaly  without 
dilated  ducts  or  stones,  and  the  liver-spleen  radionuclide  scan 
was  consistent  with  hepatic  dysfunction.  The  patient  became 
increasingly  confused,  and  was  transferred  to  Vanderbilt 
Hospital. 

On  admission  to  Vanderbilt,  the  patient  appeared  ob- 
viously ill.  He  was  afebrile,  and  vital  signs  were  stable.  He 
was  markedly  jaundiced,  with  mild  hepatomegaly  and  right 
upper  quadrant  abdominal  tenderness.  He  was  confused  and 
had  asterixis.  His  hematocrit  was  17%,  and  WBC  count 
32,000/cu  mm  with  a left  shift.  His  BUN  was  70  mg/dl  and 
his  creatinine  was  6 mg/dl;  PT  was  23  seconds  (control  12) 
and  PTT  was  117  seconds  (control  31).  SMA-12  showed  ele- 
vation of  the  SGOT  to  296  IU/L,  alkaline  phosphatase  to  251 
IU/L,  and  bilirubin  to  83  mg/dl.  Urinalysis  showed  1 + albu- 
min, 1+  urine  hemoglobin,  and  3+  bilirubin.  Repeat  hepa- 
titis serologies  and  ultrasound  were  unchanged.  Because  the 
patient’s  workup  for  acute  hepatitis  and  biliary  stones  was 
essentially  negative,  a diagnosis  of  intrahepatic  cholestasis  was 
entertained,  and  over  the  ensuing  week  he  was  supported  with 
clotting  factor  and  blood  transfusions;  his  hepatic  encepha- 
lopathy was  treated  with  lactulose.  Because  of  his  renal  in- 
sufficiency, an  external  dialysis  shunt  was  formed  but  not  used, 
since  by  Oct.  1 his  bilirubin  had  decreased  to  35  mg/dl  and 
his  coagulation  parameters  were  nearly  normal  without  trans- 
fusion support.  The  patient  continued  to  improve  and  was 
discharged  on  Oct.  11  with  a bilirubin  of  6 mg/dl,  normal 
coagulation  times,  and  a serum  creatinine  of  2 mg/dl. 

Discussion 

To  the  best  of  our  knowledge,  this  is  one  of 
very  few  patients  reported  who  survived  intra- 
hepatic cholestasis  associated  with  SCD.  In  re- 
viewing the  literature,  the  syndrome  has  been 
described  in  only  nine  other  adult  patients,  of 
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whom  only  two  survived. M'8  Intrahepatic  choles- 
tasis is  characterized  by  progressive  cholestasis  in 
the  absence  of  frank  cirrhosis,  and  it  is  manifest- 
ed clinically  by  severe  right  upper  quadrant  ab- 
dominal pain  often  mimicking  cholecystitis, 
marked  elevation  of  serum  bilirubin  (and  often 
serum  alkaline  phosphatase),  and  a variable  ele- 
vation of  serum  transaminases.  The  majority  of 
patients  reported  have  had  renal  insufficiency  and 
a prolongation  of  coagulation  times.  The  syn- 
drome is  generally  fatal,  with  death  most  often 
resulting  from  bleeding  or  hepatic  failure.3 

The  cause  of  intrahepatic  cholestasis  associ- 
ated with  SCD  remains  unclear,  though  Bauer  et 
al9  and  Johnson  et  al3  have  noted  that  in  the  ma- 
jority of  such  cases  hepatic  dysfunction  could  be 
attributed  to  some  illness  other  than  the  hemo- 
globinopathy per  se.  Such  illnesses  included  sep- 
sis, cirrhosis,  shock,  viral  hepatitis,  toxin  expo- 
sure, and  hemochromatosis.3-9  Therefore,  it  may 
be  that  stress,  in  the  form  of  infection,  toxin  ex- 
posure, or  something  else,  is  the  inciting  event. 

Histological  evaluation  of  the  liver  biopsy 
specimens  in  patients  with  intrahepatic  cholesta- 
sis has  also  failed  to  show  a cause  for  the  marked 
hepatic  dysfunction  associated  with  this  syn- 
drome. Common  histological  features  include  in- 
trasinusoidal  sickling  of  red  blood  cells,  and 
Kupffer  cell  hyperplasia  with  phagocytosis  of  the 
sickled  cells.3  It  was  originally  believed  that  these 
findings  were  secondary  to  impaired  blood  flow 
and  anoxic  hepatic  damage,  but  unfortunately 
there  are  two  lines  of  evidence  against  this.  First, 
these  findings  are  present  in  the  less  severe  forms 
of  liver  dysfunction  associated  with  SCD,  and 
second,  anoxic  hepatic  damage  is  often  manifest- 
ed by  centrilobular  necrosis  and  shrunken  hepa- 
tocytes,  findings  not  present  in  specimens  from 
patients  with  intrahepatic  cholestasis.1310  In  our 
patient,  a liver  biopsy  was  not  performed  be- 
cause of  his  markedly  prolonged  coagulation 
times. 

Though  treatment  of  intrahepatic  cholestasis 
associated  with  SCD  is  poorly  developed,  it  cer- 
tainly begins  with  ruling  out  other  syndromes  that 
may  mimic  this  one,  most  commonly  viral  hepa- 
titis or  cholelithiasis.  Therapy  should  then  be 
aimed  at  any  underlying  or  associated  condition 
(i.e.,  infection),  along  with  aggressive  supportive 


care.  Since  hemorrhage  is  a major  cause  of  death, 
clotting  factor  replacement  is  crucial.  In  our  pa- 
tient, over  20  units  of  fresh  frozen  plasma  were 
used.  Further,  although  no  clear-cut  data  exist, 
correction  of  profound  anemia  is  probably  indi- 
cated,7 and  may  hasten  clinical  improvement. 
Sheehy  et  al7  reported  that  the  use  of  exchange 
transfusions  may  be  beneficial  if  hemoglobin  S is 
greater  than  30%.  Our  patient  had  two  partial 
exchange  transfusions.  Hb-S  levels  were  not 
measured,  but  sickle  preparations  of  peripheral 
blood  showed  a decrease  in  the  number  of  sick- 
led cells  after  transfusion.  It  is  unclear,  however, 
if  exchange  transfusion  hastened  our  patient’s 
clinical  improvement. 

A further  complication  to  be  watched  for  is 
hepatic  encephalopathy,  which,  if  it  develops, 
should  be  promptly  treated.  Renal  function  also 
must  be  closely  followed,  since  both  acute  tubu- 
lar necrosis  and  the  hepatorenal  syndrome  may 
occur  with  severe  liver  dysfunction.11  When  our 
patient  showed  transient  elevation  of  his  serum 
creatinine,  an  external  shunt  was  formed  in  an- 
ticipation of  dialysis.  Evaluation  of  his  urine 
electrolytes  showed  that  he  probably  had  acute 
tubular  necrosis,  perhaps  on  the  basis  of  amino- 
glycosides he  had  received. 

Summary 

We  have  described  a 34-year-old  black  man 
with  SCD  who  developed  intrahepatic  cholestasis 
and  survived.  The  syndrome  is  rare,  with  only 
nine  other  reported  cases  and  two  survivals. 
Treatment  is  primarily  supportive.  r A 
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The  Geriatric  Patient: 


A Creative  Practice  Approach 


JAMES  A.  GREENE.  M.D.  and  JANET  ASP.  R.N.C. 


Within  the  past  few  years  more  attention  has 
been  focused  on  the  “comprehensive”  assess- 
ment and  treatment  of  the  elderly.  It  is  estimated 
that  by  the  year  2020  there  will  be  55  million 
Americans  over  the  age  of  65.1(p35)  The  special- 
ized knowledge  of  geriatric  medicine  is  essential 
in  caring  for  this  older  segment  of  the  popula- 
tion. As  a result,  physicians  are  showing  more 
interest  in  caring  for  the  elderly.2  The  challenge 
for  the  future  is  to  further  improve  techniques  in 
geriatric  care. 

A “traditional”  geriatric  practice  is  usually 
composed  of  a physician,  a nurse,  and  a recep- 
tionist. Referrals  come  from  families,  the  patient 
himself,  or  other  physicians  and  agenices.  The 
traditional  geriatric  evaluation  routinely  includes 
a medical  history,  physical  examination,  and  lab- 
oratory tests.  The  medical  diagnosis  is  followed 
by  physician  recommendation  of  treatment;  med- 
ication is  prescribed  and/or  referral  to  other  spe- 
cialists is  suggested. 

A more  comprehensive  assessment  and  treat- 
ment is  offered  with  the  geriatric-psychiatric  pro- 
cedures used  at  the  Health  & Creative  Aging 
Clinic  in  Knoxville.  The  staff  includes  a gero- 
psychiatrist,  a geriatric  specialty  nurse,  a clinical 
geriatric  social  worker,  and  a receptionist  who  is 
friendly  and  tactful  and  uses  good  social  skills. 
This  model  emphasizes  a more  holistic  approach 
by  attending  to  social  aspects  of  the  patient's  life. 
Family  participation  is  actively  solicited.  The  so- 
cial skills  and  interaction  of  the  staff  with  the  pa- 
tient are  considered  as  important  as  their  thera- 
peutic skills. 

The  patient's  initial  contact  is  with  the  recep- 
tionist and  is  of  prime  importance.  Reception  be- 
gins by  establishing  good  telephone  rapport  at  the 
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patient's  initial  inquiry;  this  is  followed  by  good 
“team”  rapport  in  every  contact  with  the  recep- 
tionist. social  worker,  nurse  and  physician.  Fears 
and  anxieties  of  both  patient  and  family  mem- 
bers are  handled  empathetically  and  reassuringly 
through  a calm,  informative  attitude  on  the  part 
of  all  the  staff  members.  Since  the  receptionist  is 
the  first  contact  person,  her  social  skills  are  im- 
portant for  a successful  practice. 

The  second  contact  person  is  usually  the  social 
worker  or  geriatric  nurse,  who  gathers  data  and 
performs  general  testing.  When  sufficient  infor- 
mation has  been  compiled,  the  physician  sees  the 
patient  for  an  interview,  initial  diagnosis,  and 
treatment.  Information  obtained  by  this  evalua- 
tion includes  social,  medical,  and  family  histo- 
ries.  Short,  portable  assessment  tools  are  admin- 
istered to  evaluate  cognitive  and  affective  status, 
and  the  patient  is  questioned  about  current  med- 
ication and  over-the-counter  drugs  to  screen  for 
iatrogenic  disease. 

A first  interview  includes  the  Short  Psychiatric 
Evaluation  Schedule  (SPES)  and  the  Short  Port- 
able Mental  Status  Questionnaire  (SPMSQ).  The 
SPES  helps  determine  the  presence  of  psychiat- 
ric symptoms  related  to  depression;  it  consists  of 
the  most  predictive  items  from  the  Minnesota 
Multiphasic  Personality  Inventory  (MMPI).  The 
SPMSQ  is  a scale  developed  by  Dr.  Eric  Pfeiffer 
which  provides  a reliable  method  of  measuring 
cognitive  skills.3  Tables  1 and  2 list  the  questions 
asked  on  these  tests. 

Additionally,  the  Reitan  Indiana  Aphasia  Test. 
Functional  Assessment  Inventory  (FAI)  and  the 
MMPI  are  administered  if  indicated.  (The 
Aphasia  test  is  quite  often  used  in  evaluation  of 
the  cognitively  impaired  patient.)  The  FAI  is  an 
instrument  developed  by  Pfeiffer  to  systematical- 
ly evaluate  the  patient’s  physical  health,  mental 
health,  social  responses,  economic  resources,  and 
the  capacity  for  self-care  or  ability  to  perform 
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certain  activities  of  daily  living;  the  test  includes 
summary  numerical  ratings  in  each  of  these 
areas.1 2 3 4 

Additional  methods  of  evaluation  depend  on 
the  presenting  problems  of  the  patient.  It  should 
also  be  mentioned  that  if  cognitive  impairment  is 
significant  the  family  must  be  brought  in  to  assist 
with  the  data  gathering  process. 

If  there  is  significant  cognitive  impairment, 
with  or  without  depressive  symptoms,  a “demen- 
tia” workup  is  initiated.  This  workup,  which  in- 
cludes a CBC,  complete  SMAC,  thyroid  profile, 
RPR,  B ,2  and  folate  levels,  routine  urinalysis,  CT 
head  scan,  carotid  sonograms,  and  an  EEG,  will 
effectively  rule  out  reversible  causes  of  dementia 
or  conditions  that  can  be  stabilized.  This  diag- 
nostic battery  may  be  completed  on  an  outpa- 
tient basis  or  in-hospital,  as  the  patient’s  condi- 
tion warrants.  All  of  the  forementioned  tests  are 
usually  needed  for  a declaration  of  competency. 

Patients  with  affective  disturbance  as  their  only 
symptom  may  or  may  not  require  laboratory 
work,  depending  upon  their  histories  and  symp- 
toms. In  such  cases,  psychotropic  medication  and 
psychotherapy  are  frequently  initiated  and  mon- 
itored before  laboratory  work  is  obtained. 

After  testing  is  complete,  a psychiatric  and/or 
medical  diagnosis  is  determined  and  appropriate 
treatment  or  disposition  is  made.  Table  3 shows 
the  percentages  of  presenting  problems,  psychi- 
atric and  medical  diagnosis,  and  disposition  of 
approximately  500  office  patients.  Restlessness 
and  agitation  are  the  presenting  problems  of  60% 
of  our  patients,  with  confusion  accounting  for 
another  30%.  The  burden  of  responsibility  and 
care  on  family  members  resulting  from  these 

TABLE  1 

SHORT  PORTABLE  MENTAL  STATUS  QUESTIONNAIRE  (SPMSQ) 

1 . What  is  the  date  of  today? 

2.  What  day  of  the  week  is  it? 

3.  What  is  the  name  of  this  place? 

4.  What  is  your  telephone  number? 

4A.  What  is  your  street  address? 

5.  How  old  are  you? 

6.  When  were  you  born? 

7.  Who  is  the  President  of  the  U.S.  now? 

8.  Who  was  President  just  before  him? 

9.  What  was  your  mother's  maiden  name? 

10.  Subtract  3 from  20  and  keep  subtracting  3 from  each  new  num- 
ber, all  the  way  down. 
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symptoms  accounts  for  a significant  number  of 
our  patients  being  accompanied  by  their  families 
for  assessment.  Approximately  80%  of  our  pa- 
tients are  diagnosed  as  having  organic  mental 
disorder  (OMD)  and/or  major  affective  disorder 
(depression).  Medically,  almost  half  have  hyper- 
tensive cardiovascular  disease  and  another  40% 
heart  disease  or  anemia,  which  is  consistent  with 
the  experience  of  others  that  over  50%  of  geri- 
atric patients  seen  by  a psychiatrist  have  major 
medical  problems  requiring  treatment.5 6 7 8 9 10 

Follow-up  visits  are  scheduled  every  four  to 
six  weeks  to  evaluate  success  and  for  adjustment 
of  pharmacologic  treatment.  The  patient  receives 
psychotherapy,  and  at  regular  intervals  the  fam- 
ily members  and  caretakers  receive  counseling  for 
longer  or  shorter  periods  based  on  the  condition 
of  the  patient  and  family  need. 

The  geriatric-psychiatric  hospital  consultation 
is  managed  in  a similar  manner  to  that  in  the  of- 
fice. The  SPES,  SPMSQ,  and  other  psychologi- 
cal tests  are  administered  as  needed.  Data  gath- 
ering is  accomplished  and  laboratory  work  and 
medical  testing  are  ordered  as  needed.  Diagnosis 
and  treatment  is  then  determined.  In  addition, 
psychotherapy  for  the  patient  and  supportive 
counseling  for  the  family  are  provided  daily 
while  the  patient  is  hospitalized.  Posthospital  fol- 
low-up in  the  office  is  scheduled  for  ten  days  to 
two  weeks  after  discharge,  with  routine  follow- 
up visits  thereafter. 

Table  4 gives  percentages  of  presenting  prob- 
lems and  psychiatric  diagnosis  of  approximately 
200  patients  seen  in  hospital  consultation.  More 

TABLE  2 

SHORT  PSYCHIATRIC  EVALUATION  SCHEDULE  (SPES) 

1.  Do  you  wake  up  fresh  and  rested  most  mornings? 

2.  Is  your  daily  life  full  of  things  that  keep  you  interested? 

3.  Have  you,  at  times,  wanted  to  leave  home? 

4.  Does  it  seem  that  no  one  understands  you? 

5.  Have  you  had  periods  of  days  or  weeks  when  you  couldn’t  “get 
going”? 

6.  Is  your  sleep  disturbed? 

7.  Are  you  happy  most  of  the  time? 

8.  Is  anyone  plotting  against  you? 

9.  Do  you  feel  useless  at  times? 

10.  During  the  past  few  years,  have  you  been  well  most  of  the  time? 

11.  Do  you  feel  weak  all  over  much  of  the  time? 

12.  Are  you  troubled  by  headaches? 

13.  Have  you  had  difficulty  in  keeping  your  balance  in  walking? 

14.  Are  you  troubled  by  your  heart  pounding  or  by  shortness  or  breath? 

15.  Even  when  you  are  with  people,  do  you  feel  lonely  much  of  the 
time? 
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than  half  of  our  hospital  consultations  present 
with  the  major  problem  of  depression.  Another 
30%  have  symptoms  of  confusion  and/or  hallu- 
cinations. A psychiatric  diagnosis  of  major  affec- 
tive disorder  (depression)  accounts  for  65%  of 
our  hospital  consultations.  Dementia  of  the  Alz- 
heimer’s type  is  diagnosed  in  35%  of  these  pa- 
tients. 

Most  patients  require  pharmacological  treat- 
ment. Antidepressant  medications  used  fre- 
quently include  doxepin  (Sinequan),  nortripty- 
line (Pamelor),  maprotiline  (Ludiomil)  and 
desipramine  (Norpramin).  Two  of  the  major 
tranquilizers,  haloperidol  (Haldol)  and  thiothix- 
ene (Navane),  are  most  frequently  used  for  se- 
vere agitation  and/or  hallucinations.6  Patients  who 
are  agitated  or  confused  due  to  organic  mental 
disorders,  such  as  Alzheimer's  disease,  usually 
have  their  symptoms  effectively  reduced  with 
these  medications.  These  medications  are  used 
because  of  their  low  side  effect  profile  in  older 
people.7 

TABLE  3 

INITIAL  CONTACT  IN  OFFICE* 


Presenting  Problem 

Restlessness/agitation  60% 

Confusion  30% 

Memory  loss  20% 

Depression/sadness  20% 

Weight  loss  15% 

Sleeplessness  15% 

Paranoia  1 5% 

Other  (e.g.,  weakness,  crying,  anxiety,  hallucinations)  5% 

Psychiatric  Diagnosis 

Organic  mental  disorder — senile  dementia  Alzheimer's 
type/other  40% 

Affective  disorders — depression  40% 

Organic  mental  disorder — multi-infarct  dementia  10% 

Organic  mental  disorder — other  causes  10% 

Hypochondriasis  5% 

Adjustment  reaction  5% 

Paranoid  reaction  of  late  life  5% 

Medical  Diagnosis 

Hypertensive  cardiovascular  disease  45% 

Heart  disease — other  20% 

Anemia  20% 

Hypothyroidism  10% 

Seizure  disorder  10% 

Other  (e.g.,  COPD,  degenerative  disc  disease,  glaucoma, 

CVA,  UTI,  gastritis,  hypoglycemia,  cataracts)  5% 

Disposition 

Follow  in  office  85% 

Admit  to  hospital  35% 

Admit  to  nursing  home  15% 


‘Percentages  reflect  more  than  100%  because  diagnostic  categories  are  record- 
ed independently. 


Ergoloid  mesylate  (Hydergine)  is  given  to 
many  of  our  dementia  patients.  The  dosage  used 
is  2 mg  three  times  a day.  Ergoloid  mesylate  is 
the  only  drug  approved  by  the  FDA  for  decline 
in  mental  functioning  such  as  confusion,  memory 
loss,  and  loss  of  alertness  (dementia  symptoms). 
Studies  have  shown  the  drug  to  be  more  benefi- 
cial when  given  while  the  dementia  is  mild.8  We 
find  measurable  increases  in  functioning,  both 
cognitively  and  affectively,  in  30%  to  40%  of  pa- 
tients with  dementia  while  they  are  taking  these 
medications  in  addition  to  psychotherapy  and 
family  support  counseling. 

Many  older  persons  and  their  families  accept 
the  illnesses  of  old  age  as  natural  consequences 
rather  than  as  a call  for  intervention.  Recent 
studies  have  indicated  that  from  10%  to  30%  of 
dementias  are  reversible  and  that  up  to  20%  of 
so-called  demented  patients  are  misdiagnosed  as 
such.1  (pp35-39)  It  has  been  our  experience  that  the 
workup  utilized  by  the  Health  & Creative  Aging 
Clinic  is  beneficial  in  diagnosing  treatable  condi- 
tions that  may  have  been  overlooked,  misdi- 
agnosed, or  simply  attributed  to  aging. 

Table  5 gives  the  components  of  the  case  his- 
tories of  five  Health  & Creative  Aging  Clinic  pa- 
tients, which  are  briefly  discussed  in  the  follow- 
ing paragraphs. 

Patient  1 was  a physician  who  had  diagnosed 
himself  as  having  Alzheimer's  disease  and/or 
depression.  Physical  and  mental  examinations,  in 
addition  to  laboratory  testing,  revealed  ventricu- 
lomegaly  and  the  triad  of  symptoms  of  ataxia, 
urinary  incontinence,  and  confusion.  The  diag- 
nosis of  normal  pressure  hydrocephalus  was  fol- 
lowed by  cerebral  shunt  surgery,  and  two  months 

TABLE  4 

INITIAL  CONTACT  AS  HOSPITAL  CONSULTATION 


Presenting  Problem 

Depression  55% 

Confusion  1 5% 

Hallucinations  15% 

Paranoia  10% 

Other  (e.g.,  delirium,  psychosis,  anxiety,  memory  loss, 

alcoholism,  combativeness,  weight  loss)  5% 

Psychiatric  Diagnosis 

Affective  disorders — depression  65% 

Organic  mental  disorder — senile  dementia  Alzheimer's  type  35% 

Organic  mental  disorder — delirium  20% 

Organic  mental  disorder — multi-infarct  dementia  10% 

Adjustment  disorder  10% 

Schizophrenia  10% 


Other  (e.g.,  personality  disorder,  post-trauma  stress  disorder)  5% 
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TABLE  5 


PATIENT  HISTORIES 


History 


Physical  Examination 


Diagnosis 


Treatment 


Patient  1 

66-year-old  married  white  man 

CT  head  scan — ventriculomegaly 

NPH  with  left  cerebral  shunt 

Doxepin  50  mg  h.s. 

Depression — 80 5 SPES 

CBC — WNL 

surgery 

Thiothixene  1 mg  h.s. 

Slight  confusion — 2/10  SPMSQ 

Urinalysis — WNL 

Carotid  stenosis  on  right  with 

Short-term  memory  loss 

SMAC— WNL 

successful  surgery 

Apprehension  and  insecurity 

Worrying 

Sleeplessness 

Loss  of  appetite 

Believed  had  Alzheimer's  disease 
and/or  depression 
Ataxia 

Urinary  incontinence 

Thyroid  profile — WNL 
B12— WNL 

Carotid  arteriogram — stenosis  of 
rt.  internal  carotid 
CBC— WNL 
SMAC— WNL 
Aphasia  test 
Cisternogram 
Carotid  sonograms 

Depression  2°  to  above 

Patient  2 

69-year-old  married  white  man 
Slight  confusion 
Short-term  memory  loss 
"Personality  change"  noted  by 
family 

Outbursts  of  anger 
Tentative  diagnosis  of  Alzheimer's 
disease  by  family  physician 
SPES  5/15 
SPMSQ  1/10 

Patient  3 

CBC— WNL 
Urinalysis — WNL 
SMAC— WNL 
CT  head  scan — WNL 
EEG— WNL 
Thyroid  profile — WNL 
Folate — 3.3 

EKG — negative  for  abnormalities 
B12— 103  (low) 

Follow-up  Schilling  test — 
abnormal 

B12  deficiency 

B12  injections 

70-year-old  married  white  man 

Thyroid  profile — WNL 

Frontal  cerebral  hemorrhage 

Nortriptyline  for 

Hospitalized  for  TUR 

Folate— WNL 

Pernicious  anemia 

depressive  features 

Aortic  aneurysm  discovered, 
surgery  done 

Postsurgical  confusion — 8/10 
SPMSQ 

B12 — low 

Aphasia  test — grossly  abnormal 
CT  head  scan— large  frontal 
cerebral  hemorrhage 

B12  injections 

Memory  loss 
Disorientation 

SPES — unable  to  complete  due  to 
confusion 

Patient  4 

58-year-old  married  white  man 

CT  head  scan — generalized 

Alcoholic  encephalopathy 

Thiamine 

Confusion — 5/10  SPMSQ 

cerebral  atrophy,  ? old  infarct 

Chronic  amnestic  syndrome 

Haloperidol  2 mg  b.i.d. 

Depression — 7/15  SPES 

Carotid  arteriogram — WNL 

Atrophy  2°  to  above 

and  4 mg  h.s. 

Seizures 

EEG — slightly  slow  and 

Depression 

Doxepin  25  mg  daily, 

"Staring  spells” 

considered  mildly  abnormal 

increase  to  75  mg 

Sleeplessness 

EKG— left  axis  deviation,  left  atrial 

daily 

Confabulation 

enlargement 

Phenytoin  200  mg  t.i.d. 

Gross  impairment  of  recent 

CSF  studies — WNL 

Ergoloid  mesylate  1 mg 

memory 

Long-term  ETOH  use/abuse 

Urinalysis— WNL 
CBC— WNL 
SMAC — grossly  WNL 

t.i.d. 

Patient  5 

77-year-old  married  white  woman 

CBC— WNL 

Major  affective  disorder  with 

Thorazine  25  mg  p.o. 

Confusion 

SMAC— WNL 

psychosis 

every  4-6  hours  PRN 

Disorientation 

Thyroid  profile — WNL 

Depression 

agitation 

Auditory  and  visual  hallucinations 

B12  and  folate  levels— WNL 

Organic  mental  disorder  2°  to 

Ergoloid  mesylate  1 mg 

Lethargy 

CT  head  scan — normal  for  age 

above 

two  t.i.d. 

SPES  7/15 

EEG — minimal  slowing 

Maprotiline  75  mg  h.s. 

SPMSQ  8/10 
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later  he  was  markedly  improved  in  both  cogni- 
tive and  affective  skills. 

Patient  2 was  a retired  mill  worker  with  de- 
pressive symptoms  and  numerous  physical  com- 
plaints. We  found  a low  B12  level  and  an  abnor- 
mal Schilling  test.  After  three  months  of  monthly 
B12  injections  and  antidepressants,  he  had  no  er- 
rors on  the  SPMSQ  or  the  SPES,  and  was  per- 
forming normally. 

Patient  3 was  a 72-year-old  retired  white  man 
who  was  seen  in  hospital  consultation  for  dis- 
orientation and  confusion  which  had  appeared 
quite  rapidly  after  admission  for  a transurethral 
resection  (TUR).  He  had  no  significant  past 
medical  history.  CT  head  scan  showed  a large 
frontal  cerebral  hemorrhage  and  a low  B12  level 
was  also  discovered.  Consultants  decided  that  no 
surgical  intervention  would  be  carried  out.  He 
slowly  improved  and  was  discharged,  and  after 
two  months  of  nortriptyline  therapy  for  depres- 
sion, believed  due  to  his  medical  problems,  and 
monthly  B12  injections,  he  was  stable  and  per- 
forming significantly  better  on  the  cognitive  test- 
ing. Three  months  later,  on  the  SPES  he  an- 
swered only  two  questions  negatively,  giving 
evidence  of  improved  affective  functioning. 

Patient  4 was  a 58-vear-old  married  male  state 
employee  admitted  to  the  hospital  confused  and 
lethargic  with  recent  memory  loss  and  confabu- 
lation. We  diagnosed  alcoholic  encephalopathy 
and  chronic  amnestic  syndrome.  Our  experience 
indicates  that  though  such  patients  occasionally 
improve  somew'hat  over  time  with  alcoholic  ab- 
stinence, the  syndrome  is  considered  a perma- 
nent condition  with  minimal  improvement  ex- 
pected. Four  months  after  treatment,  this  patient 
was  improved  and  able  to  function  in  his  activi- 
ties of  daily  living  but  continued  to  have  im- 
paired memory  and  judgment. 

Patient  5 was  a 77-year-old  white  woman  who 
lived  with  her  husband  in  a very  rural  area.  Her 
education  was  minimal.  We  first  saw'  her  in  our 
office  after  she  was  evaluated  at  the  emergency 
room  for  auditory  and  visual  hallucinations  and 
inability  to  concentrate.  The  "‘dementia”  workup 


was  essentially  negative  for  organic  causes,  and 
she  was  treated  with  medication  and  psycho- 
therapy for  depression  and  agitation.  Nine  months 
later,  she  had  resumed  her  normal  daily  activities 
and  exhibited  improved  scores  on  the  SPES  and 
SPMSQ.  We  believe  she  was  suffering  from  a 
pseudodementia,  which  greatly  improved  with 
appropriate  medication  and  psychological  coun- 
seling. 

The  number  of  older  people  is  increasing  dra- 
matically. Health  care  for  the  aging  population 
wall  become  an  increasing  challenge  and  demand 
as  the  number  grows.  Persons  over  the  age  of  65 
now  constitute  over  11%  of  the  U.S.  popula- 
tion.9 Between  the  years  1900  and  2030  the  per- 
centage of  total  population  of  Americans  over  the 
age  of  65  is  expected  to  have  increased  four- 
fold.10 We  believe  that  the  multidisciplinary  as- 
sessment and  management  approach  utilized  at 
the  Health  & Creative  Aging  Clinic  offers  a more 
in-depth  and  definitive  evaluation  for  mental  and 
physical  problems  of  the  aging  than  the  more 
“traditional”  geriatric  practice. 

Though  aging  cannot  be  prevented,  with  more 
comprehensive  and  specialized  assessment,  prob- 
lems of  older  people  may  be  prevented  or  treat- 
ed at  an  earlier  stage,  providing  the  patient  with 
a more  productive  and  happier  later  life. 10 r 
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Special  Item 


Beginnings  of 

JAMES  SUMMERVILLE 


the  Nashville  Academy  of  Medicine 


A city  medical  society,  which  had  been  inter- 
mittently active  in  Nashville  during  the  1820s, 
1830s,  and  1840s,  was  reconstituted  in  1858.  A 
county  society  was  formed  in  1853,  but  did  not 
thereafter  appear  in  the  antebellum  historical 
record.  No  organization  of  doctors  was  visible 
during  the  Civil  War.  In  1866  the  Nashville  Med- 
ical Society  reassembled,  remained  active  for 
three  years,  then  disappeared  until  1873.  On  Aug. 
14,  1874  a number  of  prominent  physicians  re- 
organized the  Society,  adopting  with  minor 
amendments  the  old  constitution.  At  the  first 
regular  meeting,  Dr.  Thomas  O.  Summers,  Jr. 
called  attention  to  the  necessity  for  some  means 
to  elicit  interest,  the  lack  of  which  had  thwarted 
previous  attempts  at  organization. 

The  defense  of  doctors’  economic  interests 
during  those  depression  years  became  one  of  the 
Society’s  goals.  The  editors  of  the  Nashville 
Journal  of  Medicine  and  Surgery,  Drs.  W.  L.  Ni- 
chol  and  C.  S.  Briggs,  claimed  to  witness  daily 
outrages. 

Here  we  see  a physician  seeking  his  neighbor’s  patient 
and  offering  his  services  at  a lower  fee  or  gratis.  There 
again,  another  who  publicly  boasts  of  his  professional 
skill  or  knowledge.  Here  one  who  seeks  newspaper  re- 
nown and  unblushingly  hands  the  account  of  some 
wonderful  operation  to  the  local  editor.  Here  another 
who  regrets  that  he  did  not  offer  his  services  gratis  in 
order  to  prevent  his  personal  enemy  from  getting  the 
fee.1 

In  June  1878,  fifty  physicians  organized  the 

Davidson  County  Medical  Society.  This  organi- 
zation, like  its  predecessors,  offered  a forum 
where  members  could  meet,  read  and  hear  es- 
says, and  discuss  cases  with  fellow  practitioners. 
The  main  feature  of  the  Society,  however,  and 
evidently  the  purpose  for  which  it  was  begun,  was 
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to  sponsor  a board  of  supervisors.  This  board 
would  ajudicate  all  professional  misdemeanors 
and  irregularities,  presumably  including  those  that 
Drs.  Nichols  and  Briggs  lamented.  The  two  com- 
bative editors  looked  forward  to  the  “medical 
court  martial”  of  a “number  of  prominent  phy- 
sicians who  have  fallen  by  the  wayside,”  and  they 
promised  to  report  any  investigation  undertaken 
by  the  Society.2  None  was  ever  published,  and 
no  further  word  of  a county  medical  society  was 
heard  for  several  years. 

Apparently  active  through  the  election  of  Dr. 

James  Plunket  as  president  in  1877,  the  city  so- 
ciety thereafter  sank  from  view  until  the  year  1879 
witnessed  another  attempt  to  form  a city-based 
society,  the  “Nashville  Academy  of  Medicine.” 
This  group  set  forth  an  ambitious  program  of 
clinical  reports  and  papers,  and  it  secured  the  use 
of  a meeting  hall  from  the  Knights  of  Pythias, 
but  it  apparently  did  not  survive  into  the  new 
decade.3 

The  continual  failure  of  medical  societies 
meant  the  continual  failure  of  self-regulation  by 
physicians  of  their  own  educational  and  ethical 
standards.  Their  search  for  social  and  economic 
security  was  inseparable  from  their  honest  out- 
rage concerning  abuses  they  perceived.  Worst 
among  these,  in  their  view,  were  unqualified 
practitioners  who  lacked  adequate  training  and 
who  purveyed  remedies  and  procedures  that  were 
at  best  ineffective  and  at  worst  dangerous. 

Physicians  who  were  medical  society  officers 
as  well  as  sanitarians  discovered  in  popular  sup- 
port for  sanitary  science  an  occasion  for  applying 
state  power  in  behalf  of  the  prescriptions — clean 
streets,  pure  water,  wholesome  food — that  were 
medicine’s  most  effective  regimen.  From  that  po- 
sition they  sought  legislative  and  regulatory  aid 
in  raising  professional  standards,  which  the  med- 
ical societies,  acting  alone,  had  been  unable  to 
accomplish. 
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By  the  mid- 1880s  legislators  were  expressing 

considerable  interest  in  protecting  the  public  from 
medical  fraud  and  abuse.  A committee  of  the 
Tennessee  State  Medical  Society  chaired  by  Dr. 
J.  S.  Cain  (subsequently  president  of  the  Nash- 
ville Academy  of  Medicine)  drew  up  a bill,  urged 
its  passage  in  the  General  Assembly,  and  met 
with  success  in  1889.  This  law  provided  for  a State 
Board  of  Medical  Examiners  to  comprise  two 
physicians  from  each  of  Tennessee’s  three  grand 
divisions. 

To  the  regular  physicians’  dismay,  the  original 
draft  bill  was  amended  to  require  that  the  board 
include  representation  from  “the  three  schools  of 
medicine,  viz:  Allopath,  Homeopath,  and  Eclec- 
tic.’’ However,  the  essence  of  the  statute  was  the 
profession’s  aim:  before  practicing  medicine  in 
Tennessee,  one  was  required  to  obtain  a certifi- 
cate from  the  Board  of  Medical  Examiners.4  The 
licensing  act,  although  recognizing  sectarian  phy- 
sicians, provided  at  least  a means  for  eliminating 
quacks  and  pretenders.  Moreover,  it  gave  regu- 
lar physicians  a political  agenda:  the  amendment 
of  the  law  to  narrow,  then  eliminate,  approval 
for  the  homeopathic  and  eclectic  practitioners. 

Other  educational,  political,  and  economic 
goals  of  physicians  required  state  action  as  well. 
In  1878  the  Nashville  Journal  of  Medicine  and 
Surgery  urged  the  General  Assembly  to  legalize 
dissection,  utilizing  bodies  of  criminals  and  pau- 
pers. The  Journal  later  endorsed  a bill  to  provide 
for  the  registration  of  births,  marriages,  and 
deaths  in  Tennessee.  Acts  to  regulate  dentistry 
and  pharmacy  passed  in  1891  and  1893,  and 
throughout  this  period  legal  limitations  were 
placed  on  itinerant  physicians,  long  the  objects 
of  scorn  in  society  debates  and  the  medical  press. 
To  influence  the  application  of  state  power  in  be- 
half of  these  professional  interests,  the  successful 
organization  of  doctors  became  imperative. 

A medical  society  with  an  unbroken  existence 

was  at  last  established  in  Nashville  in  the  spring 
of  1886.  On  the  evening  of  April  15,  a number 
of  physicians  met  in  the  office  of  Professor  T.  J. 
Dodd  at  the  Watkins  Institute,  Dr.  Newton  G. 
Tucker  in  the  chair,  and  organized  the  “Nash- 
ville Academy  of  Medicine  and  Surgery.’’  Elect- 
ed president  that  evening  was  Dr.  John  W.  Mad- 
din.5  In  his  inaugural  address  at  the  first  meeting 
on  April  22,  Dr.  Maddin  spoke  of  medicine's 
emerging  relations  with  public  policy  and  the 
state: 


We  are  closely  related  to  the  body  politic  through  our 
system  of  medical  jurisprudence.  . . . Life  insurance, 
involving  the  laws  of  longevity  as  affected  by  heredity 
and  diathesis,  calls  for  a skilled  prognosis  as  well  as  a 
scientific  application  of  the  methods  of  physical  diag- 
nosis. Municipal  legislation  calls  us  to  positions  of 
health  officers,  with  the  obligation  of  the  trusts  of  public 
sanitation  of  dwellings,  school  houses,  factories,  of 
nuisances,  of  food  adulteration  and  purity  and  fresh- 
ness of  vegetables,  meats,  and  milk,  the  prevention  of 
contagious  diseases  by  vaccination  disinfection;  the 
registration  of  births  and  deaths,  the  causes  of  mortal- 
ity, and  how  to  lessen  the  death  rate;  the  causes  and 
prevention  of  epidemics.6 

Dr.  T.  A.  Atchison  was  president  of  the 
Academy  in  its  second  year,  succeeded  in  1888 
by  Dr.  W.  A.  Atchison.  Dr.  William  D.  Haggard 
(himself  president  in  1892)  chronicled  this  early 
history  before  an  1891  meeting.  He  recalled  that 
interest  had  once  again  flagged  in  1888,  one 
meeting  that  fall  being  attended  by  only  four 
members.  Those  four,  pondering  how  to  revive 
participation,  decided  to  pray  over  the  matter. 
From  that  time.  Dr.  Haggard  told  his  listeners, 
the  Academy  had  prospered.  He  did  not  know, 
he  added,  that  this  result  was  attributable  to  the 
prayer,  but  probably  it  was  not.7 

The  morale  of  the  Academy  rose  and  its  treas- 
ury grew  as  a result  of  the  annual  convention  of 
the  American  Medical  Association  in  Nashville 
in  1890,  at  which  Dr.  W.  T.  Briggs  was  elected 
president.  Just  prior  to  the  AMA's  meeting,  del- 
egates from  55  of  the  nation’s  medical  schools 
convened  in  Tennessee's  capital  to  discuss  refor- 
mation in  the  training  of  doctors.  Their  most  sig- 
nificant action  was  to  establish  the  National  As- 
sociation of  Medical  Colleges,  later  called  the 
Association  of  American  Medical  Colleges,  and 
to  prescribe  educational  standards  for  member 
institutions.8 

By  the  winter  of  1891  the  Academy  was  suffi- 
ciently confident  of  its  future  to  rent  quarters  in 
the  Mill  Block,  621  Church  Street.  Its  program 
in  honor  of  taking  possession  of  the  new  hall  in- 
cluded two  addresses  that  focused  on  the  social 
and  professional  status  of  Nashville  physicians.9 
Meetings  of  the  Academy  were  held  every 
Thursday  night.  Business  matters  were  reserved 
to  the  first  meeting  in  the  month.  Other  sessions 
were  devoted  to  the  reading  and  discussion  of  es- 
says and  reports  of  clinical  cases.10 

Within  a few  days  of  the  founding  of  the  Nash- 
ville Academy  of  Medicine  and  Surgery,  the 
Davidson  County  Medical  Society  was  reorga- 
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nized  after  years  of  inactivity.  At  the  first  meet- 
ing, Dr.  J.  B.  W.  Nowlin  was  elected  president.11 
He  told  his  colleagues: 

There  are  many  things  we  might  discuss,  matters  of 
great  importance  to  us  as  doctors,  but  of  more  impor- 
tance to  our  county  and  city.  As  an  example,  with  our 
population  of  60,000  to  70,000  in  the  city  proper  and 
half  so  many  more  in  the  county,  we  have  no  first-class 
hospital.12 

In  his  presidential  address  to  the  Academy  in 
1897,  Dr.  Arch  M.  Trawick  quoted  former  Pres- 
ident Grover  Cleveland’s  query  to  the  New  York 
Academy  of  Medicine:  Had  members  of  the 
profession  in  their  onward  march  left  behind  their 
sense  of  civic  obligation  and  their  interest  in  the 
general  public  welfare?  In  reply  Dr.  Trawick  ob- 
served: 

A conscience  involving  a sense  of  personal  obligation 
to  do  one’s  whole  duty  is  as  much  a necessity  for  citi- 
zenship as  for  the  narrower  spheres  of  domestic  and 
professional  life.13 

Having  asked  for  public  sanction  through  li- 
censing laws,  Nashville  physicians  began  to  repay 
it  with  an  epidemiology  that  took  a wider  range 
of  disease,  including  that  of  environmental  ori- 


gin, as  its  province.  Asking  for  state  action  against 
incompetent  doctors,  physicians  offered  in  turn 
to  act  as  public  guardians  on  a whole  host  of 
health  issues. 

As  early  as  the  mid-1880s,  Nashville  doctors 
thus  introduced  health  concerns  that  would  20 
years  later  be  part  of  the  agenda  of  the  Progres- 
sive movement.  In  the  meantime,  with  the  merg- 
er in  1893  of  the  Nashville  Academy  of  Medicine 
and  Surgery  and  the  Davidson  County  Medical 
Society,  local  physicians  could  celebrate  an  un- 
alloyed accomplishment:  an  enduring  profession- 
al organization,  achieved  after  70  years  of  con- 
fused, intermittent  attempts.  ^ 
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VUH  Morning  Report 


Deep  Venous  Thrombosis  With  Localized  Skin  Necrosis 


Case  Report 

Approximately  two  weeks  after  discharge  a 57-year-old 
white  woman  who  underwent  uncomplicated  coronary  artery 
bypass  surgery  for  unstable  angina  pectoris  developed  pro- 
gressive painful  swelling  and  erythema  of  her  right  leg.  Deep 
venous  thrombosis  involving  the  right  femoral  vein  was  di- 
agnosed, and  treated  with  intravenous  heparin.  Near  the  time 
of  anticipated  discharge,  heparin  was  discontinued  and  she 
was  started  on  sodium  warfarin  (Coumadin).  Some  time  after 
the  initial  doses  of  warfarin  the  patient  complained  of  severe 
pain  and  a rapidly  expanding  erythematous  rash  above  her 
right  knee.  Within  12  hours  the  skin  lesion  had  enlarged  to 
several  centimeters  and  a central  necrotic  bulla  had  formed 
(Fig.  1).  She  was  referred  to  St.  Thomas  Hospital  for  evalu- 
ation. 

Initial  physical  examination  was  remarkable  for  low-grade 
fever  (100. 2°F),  and  marked  swelling  and  edema  of  the  right 
lower  extremity.  The  skin  lesion  was  a circumscribed  area  of 
induration  with  erythematous  margins  and  a central  necrotic 
eschar.  Prothrombin  time  (PT)  and  partial  thromboplastin  time 
(PTT)  were  both  prolonged  to  twice  control  values.  Platelet 
count  was  normal. 

The  patient’s  skin  lesion  was  felt  most  consistent  with 
coumarin  skin  necrosis.  Warfarin  was  discontinued  and  she 
was  adequately  anticoagulated  with  high-dose  subcutaneous 
heparin.  The  area  of  skin  necrosis  gradually  improved  and 
did  not  require  surgical  intervention.  A protein  C determi- 
nation was  normal. 


Comments 

Localized  skin  necrosis  is  a rare  but  potentially 
devastating  adverse  effect  of  coutnarin  anticoagulants 
(sodium  warfarin,  bishydroxycoumarin).1  The  patho- 
genesis is  unknown  and  its  occurrence  is  not  predict- 
able, although  the  onset  of  symptoms  is  usually  within 
the  first  ten  days  of  coumarin  therapy.  Skin  lesions 
may  be  isolated  or  multiple  and  most  frequently  in- 
volve the  lower  extremities  and  breasts.  The  clinical 
course  is  variable  and  surgical  debridement  may  be 


necessary.  Recently,  an  association  between  heredi- 
tary protein  C deficiency  and  coumarin  necrosis  has 
been  recognized.2  Similar  skin  lesions  have  also  been 
described  at  the  site  of  subcutaneous  heparin  injec- 
tion. 2 
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Refractory  Hypoglycemia  in  a Truck  Driver 


Case  Report 

A 56-year-old  white  man  who  developed  recurrent  parox- 
ysmal episodes  of  weakness,  confusion,  and  diaphoresis  was 
found  during  one  such  episode  to  have  hypoglycemia  (26  mg/ 
dl);  his  symptoms  improved  with  intravenous  glucose  infu- 
sion. There  was  no  relationship  of  these  events  with  meals. 


Prepared  by  Margaret  Brennan,  M.D.,  Hugh  J.  Morgan  chief 
medical  resident,  Vanderbilt  Medical  Center;  and  Alfred  George, 
M.D.,  chief  medical  resident,  St.  Thomas  Hospital,  Nashville. 
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Shortly  before  admission  he  had  near  syncope  associated  with 
severe  hypoglycemia  (15  mg/dl)  which  was  refractory  to  con- 
stant infusion  of  5%  dextrose.  He  denied  starvation,  exces- 
sive alcohol  use,  previous  gastrointestinal  surgery,  diabetes 
mellitus,  or  liver  disease.  He  also  denied  the  use  of  insulin  or 
oral  hypoglycemic  agents,  but  his  wife  did  take  glyburide 
(Diabeta).  The  patient’s  only  regular  medications  were  rani- 
tidine, metoclopramide  (Reglan),  and  slow  release  theophyl- 
line. 

Admission  physical  examination  was  remarkable  for  lack 
of  either  inanition,  hyperpigmentation,  or  stigmata  of  chronic 
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Figure  1.  Comparison  of  Reglan  and  Diabeta  medications. 


liver  disease.  Initial  serum  glucose  was  37  mg/dl,  with  a si- 
multaneous immunoreactive  insulin  level  of  86  p-U/ml  (nor- 
mal 4-24). 

The  patient  was  evaluated  for  a possible  insulinoma,  but 
surprisingly  during  a three-day  fast  he  maintained  a normal 
serum  glucose  and  insulin  levels  fell  to  appropriately  low  lev- 
els. A CT  scan  did  not  reveal  a pancreatic  mass.  Further 
questioning  revealed  that  the  patient  had  poor  vision,  and  it 
was  also  discovered  that  his  wife's  oral  hypoglycemic  agent 
(Diabeta)  and  his  medicine,  Reglan,  were  remarkably  similar 
in  color  and  shape  (Fig.  1).  Once  this  was  pointed  out  to  him, 
he  had  no  further  episodes  of  hypoglycemia. 

Comments 

Hypoglycemia  from  surreptitious  or  inadvertent 
ingestion  of  oral  hypoglycemic  agents  most  commonly 
involves  chlorpropamide.1  The  newer  sulfonylureas 
(glyburide,  glipizide,  and  glibencamide)  have  a shorter 
half-life  and  may  be  less  likely  to  cause  refractory  hy- 
poglycemia, but  symptomatic  hypoglycemia  has  been 
reported  with  these  agents.2  Inadvertent  ingestion  of 
chlorpropamide  (Diabenese)  has  been  blamed  on  pre- 
scriptions mistakenly  filled  with  acetazolamide  (Dia- 
mox),  since  these  two  agents  are  often  contiguous  when 
arranged  alphabetically  on  the  pharmacist’s  shelf. 
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Loss  Prevention  Case  of  the  Month 


To  Speak  Is  Not  Necessarily  To  Be  Understood 


J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 30-year-old  man  presented  himself  to  a urologist  re- 
questing elective  sterilization.  The  patient  stated  he  and  his 
wife  had  a healthy  9-year-old  daughter,  and  he  desired  a vas- 
ectomy. in  part,  because  his  wife  had  been  taking  the  pill  for 
eight  or  nine  years  and  desired  to  quit.  They  had  also  decided 
to  have  no  additional  children.  Past  history  revealed  that  the 
patient  had  had  nasal  surgery  and  was  allergic  to  codeine. 
The  physical  examination  was  within  normal  limits  except  for 
the  presence  of  sebaceous  cysts.  The  urologist  proposed  ad- 
mitting the  patient  to  the  hospital  to  do  the  vasectomy  as  well 
as  to  excise  the  sebaceous  cysts.  The  patient  agreed,  and  a 
general  surgeon  was  contacted  regarding  the  excision  of  the 
sebaceous  cysts. 

The  vasectomy  was  explained  to  the  patient  and  wife 
while  they  were  in  the  office,  and  the  doctor  maintained  that 
all  possible  complications  were  discussed  and  postoperative 
instructions  were  given.  In  addition,  a consent  form  was  signed 
by  the  patient  and  his  wife.  There  was  no  documentation  of 
the  discussion. 

Two  days  later  the  patient  was  admitted  to  the  hospital, 
where  under  general  anesthesia  he  underwent  a bilateral  vas- 
ectomy and  excision  of  the  sebaceous  cysts.  The  operative 
note  describes  identical  procedures  on  the  left  and  right  scro- 
tum, with  approximately  1 cm  of  vas  sent  to  pathology  for 
identification.  The  patient  was  discharged  the  next  day.  The 
chart  documents  both  verbal  and  written  instructions  having 
been  given  to  the  patient  regarding  postoperative  care.  The 
patient  was  to  return  in  six  weeks  for  a sperm  count.  Follow- 
ing that,  he  was  to  return  in  six  months  for  a repeat  count. 

Four  days  following  the  patient's  discharge,  the  pathology 
department  generated  its  report  identifying  sections  of  both 
the  right  and  left  vas,  but  the  microscopic  diagnosis  stated 
that  one  specimen  was  only  “suggestive  but  not  diagnostic" 
of  a transected  ductus  deferens.  The  other  portion  was  iden- 
tified as  a completely  transected  segment  of  an  essentially 
normal  ductus  deferens. 

When  the  patient  returned  in  six  weeks  his  sperm  count 
was  zero.  He  was  to  return  in  six  months,  but  did  not.  Ap- 
proximately three  years  later,  the  patient  called  the  urologist 
stating  that  his  wife  was  pregnant.  A sperm  count  in  the  urol- 
ogist’s office  revealed  1.5  million  sperm  per  milliliter.  Al- 
though no  comment  is  made  as  to  motility  or  morphology, 
the  count  itself  would  be  far  below  the  accepted  range  indi- 
cating fertility. 

Loss  Prevention  Comments 

This  case  illustrates  the  fairly  frequent  exam- 
ple of  good  care,  preceded  by  adequate  written 

Dr.  Avery  is  medical  director  of  State  Volunteer  Mutual  Insur- 
ance Company. 


and  verbal  information  as  to  the  nature  of  the 
procedure  and  its  risks  and  complications,  com- 
plicated by  a known  hazard  of  the  procedure. 
Although  the  documentation  of  the  preoperative 
consent  discussion  is  virtually  nonexistent,  fairly 
complete  written  information  was  given  to  the 
patient,  who  simply  did  not  comply  with  instruc- 
tions to  return  six  months  after  the  vas  ligation 
for  a second  sperm  count. 

Defense  of  this  case  was  made  virtually  impos- 
sible by  the  alleged  failure  of  the  urologist  to  in- 
form the  patient  of  the  pathology  report.  This 
led  to  a charge  of  “fraudulent  concealment”  by 
the  plaintiff  patient  and  this  charge  voided  the 
statute  of  limitations. 

Why  the  failure  to  inform  the  patient?  The 
system  failed!  The  “system”  called  for  direct 
communication  between  physician  and  patient. 
The  physician  said  he  informed  the  patient  by 
phone  of  the  pathology  report.  The  patient  said 
that  he  received  no  such  information.  There  was 
no  documentation  of  the  call. 

Our  physician  in  this  case  was  foreign  born, 
and  had  difficulty  in  communicating  in  the  Eng- 
lish language.  His  patient  came  from  a rural  area 
and  had  had  no  experience  with  an  accent  such 
as  that  of  the  doctor.  It  is  possible  that  the  phy- 
sician did  call,  but  because  of  the  language  diffi- 
culty was  not  understood  by  his  patient. 

The  importance  of  documenting  important 
phone  calls  in  the  patient’s  record  cannot  be 
overemphasized.  Had  this  been  present  in  the 
patient’s  record,  the  lawsuit  might  not  have  been 
filed.  Once  filed,  defense  of  the  doctor  would 
have  the  advantage.  Our  foreign-born  physicians 
especially  need  to  be  aware  of  possible  language 
problems,  and  be  doubly  careful  to  make  their 
verbal  communications  understood.  Documenta- 
tion in  such  a situation  becomes  even  more  im- 
portant. r y 
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Health  and  Environment  Report 


The  Significance  of  Birth  Certificate  Data 

FREDIA  S.  WADLEY,  M.D.,  MSHPA 


In  today’s  world  of  forms,  one  element  on  one 
form  often  seems  unimportant  to  the  scheme  of 
things.  Recently,  our  Department  was  asked  by 
the  Southern  Regional  Task  Force  on  Infant 
Mortality  to  provide  data  on  how  many  women 
are  not  receiving  prenatal  care.  This  information 
would  be  utilized  to  make  a statement  about  the 
need  for  programs  to  provide  prenatal  care  in  the 
South. 

Table  1 summarizes  for  Tennessee  resident 
births  in  1984,  the  prenatal  care  participation  by 
race  and  by  group  (Medicaid  and  AFDC.  Medi- 
caid Only,  and  Other  Pay). 

The  interesting  and  challenging  points  of  these 
data  are: 

• 434  (0.6%  of  births)  in  the  “Other  Pay”  cate- 


gory received  no  prenatal  care.  One  might 
theorize  that  these  would  be  women  with  no 
Medicaid,  no  insurance,  and  no  monev  for 
care.  This  is  a small  percentage  of  births  with- 
out a reimbursement  mechanism  for  prenatal 
care,  and  could  understate  the  problem  of  un- 
compensated care  for  obstetrical  services. 

• 517  (446  Medicaid  and  AFDC  + 71  Medicaid 
Only),  which  is  0.8%  of  total  births,  had  Med- 
icaid coverage  but  received  no  prenatal  care. 
However,  on  cross-checking  we  found  some 
Medicaid  claims  had  been  submitted  on  some 
of  these  women  who  were  noted  on  the  birth 
certificate  not  to  have  received  prenatal  care. 
Although  the  birth  certificate  may  have  con- 
tained inaccurate  information  for  some  wom- 


TABLE  1 


PROGRAM  PARTICIPATION  BY  PRENATAL  CARE  RECEIVED  BY  RACE 
TENNESSEE  RESIDENTS,  1984 


Program  Participation 

Both  Medicaid 
and  AFDC 

Medicaid  Only 

Other  Pay* 

Total 

Received  Prenatal  Care 

Total1" 

11,181 

2,144 

49.200 

62,525 

White 

4.470 

1,540 

42,459 

48,559 

Black 

6,699 

593 

6,272 

13,564 

No  Prenatal  Care 

Total1 

446 

71 

434 

951 

White 

114 

41 

257 

412 

Black 

331 

28 

169 

528 

Care  Unknown 
Total1 

375 

93 

993 

1,461 

White 

162 

70 

838 

1,070 

Black 

211 

20 

133 

364 

TOTAL 

12.002 

2.308 

50,627 

64,937 

White 

4,746 

1,651 

43,554 

49,951 

Black 

7,241 

641 

6,574 

14,456 

'Data  do  not  exist  to  differentiate  between  Self-Pay,  Insured,  and  No-pay. 
fTotal  includes  races  other  than  black  and  white. 

Source:  Tennessee  Medicaid  Eligibility  File.  1984  and  Tennessee  Vital  Statistics  Birth  File,  1984 


From  the  Tennessee  Department  of  Health  and  Environment. 
Nashville.  Dr.  Wadley  is  chief  medical  officer  of  TDHE. 
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en,  the  important  thing  is  that  Medicaid  cov- 
erage does  not  automatically  insure  that  a 
woman  will  seek  or  receive  prenatal  care. 

• 1,461  (1.5%)  had  nothing  on  the  birth  certifi- 
cate to  indicate  whether  or  not  prenatal  care 
was  received.  It  is  therefore  difficult  to  make 
a statement  about  the  exact  number  of  women 
in  Tennessee  who  are  not  receiving  prenatal 
care  when  the  “Care  Unknown”  group  (1,461) 
is  larger  than  the  total  number  (951)  docu- 
mented as  not  having  received  prenatal  care. 

1 use  this  example  only  to  show  that  the  infor- 
mation submitted  on  birth  certificates  is  impor- 
tant and  frequently  utilized.  I encourage  physi- 
cians to  carefully  document  prenatal  care  on  birth 
certificates.  If  hospital  personnel  record  infor- 
mation on  the  birth  certificates,  the  physician  may 
want  to  use  the  Hospital  Birth  Worksheet  sup- 
plied by  the  Department  of  Health  and  Environ- 
ment. This  might  facilitate  data  collection  as  well 
as  make  it  more  accurate. 

Birth  certificates  are  a source  of  data  for  eval- 
uation and  planning  at  both  the  state  and  nation- 
al level.  It  is  therefore  important  to  have  the  in- 
formation on  these  birth  certificates  as  accurate 
as  possible.  r ^ 


PRACTICE  OPPORTUNITIES 

The  Tennessee  Physician  Placement  Service  acts 
as  a clearinghouse  for  private  practice  physicians 
seeking  a Tennessee  community  in  which  to  establish 
a practice,  whether  solo,  partnership,  group  or  salar- 
ied position  is  your  preference.  This  is  accomplished 
by  allowing  physicians  seeking  associates  and  com- 
munities seeking  a physician  to  list  their  opportunity. 
We  then  disseminate  this  information  to  inquiring  phy- 
sicians. Our  service  also  assists  physicians  interested 
in  public  health,  mental  health  or  physicians  with  a 
National  Health  Service  Corps  obligation.  There  is  no 
charge  for  this  service. 

For  further  information,  please  contact: 
Physician  Placement  Service 
Tennessee  Department  of  Health  and  Environment 
100  9th  Avenue  North 
Nashville,  Tennessee  37219 
(615)  741-7308 
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In  Tennessee  HERPECIN-L  is  available  at  all  Eckerd,  Revco, 
Suner  D.  SuneRx  Drug  Stores  and  other  select  pharmacies. 
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Clarence  R.  Sanders 


A Year  of  Commitment , Dedication , and  Growth 

It  is  with  a deep  sense  of  humility  and  an  equally  strong  feeling  of  pride 
that  I submit  this,  my  final  contribution  to  the  President's  Page  of  the  TMA 
Journal.  At  the  April  11  TMA  House  of  Delegates  meeting  in  Nashville, 
Dr.  James  R.  Royal,  of  Chattanooga,  will  assume  the  duties  and  responsi- 
bilities of  president  of  the  TMA,  and  my  own  year  of  service  as  your  presi- 
dent will  come  to  a close. 

This  has  been  an  especially  gratifying  year  for  me  as  I have  had  the  dis- 
tinct privilege  of  representing  you,  my  medical  colleagues,  as  I have  traveled 
across  Tennessee — from  the  Mississippi  River  to  the  Great  Smoky  Moun- 
tains— in  a concentrated  effort  to  present  the  programs  and  policies  of  the 
TMA.  I feel  that  we  have  indeed  made  significant  strides  in  enhancing  the 
somewhat  tarnished  image  of  our  profession,  while  at  the  same  time  we 
have  laid  the  foundation  for  avoiding  some  of  these  same  problems  in  the 
future.  Certainly  there  remains  much,  much  hard  work  to  be  done  but,  un- 
der the  very  able  leadership  of  Dr.  Royal  and  those  who  will  ultimately 
follow  him,  there  should  be  no  obstacles  which  we,  as  a united  and  dedicat- 
ed organization,  cannot  overcome. 

I salute  each  of  you  for  the  many  contributions  which  you  have  made  to 
the  TMA  during  the  past  year.  Without  your  participation,  your  support, 
your  loyalty,  and  your  commitment,  precious  little  of  the  progress  which  we 
have  made  would  have  been  possible.  I extend  my  personal  appreciation  to 
the  members  of  the  TMA  staff,  for  it  was  largely  due  to  their  hard  work 
and  cooperation  that  my  own  involvement  was  made  much  more  pleasant 
and  a great  deal  easier. 

It  is  my  fervent  hope  that  this  special  and  worthwhile  organization  will 
continue  to  personify  those  essential  characteristics  of  honor,  personal  integ- 
rity, and  compassion,  as  we,  its  members,  carry  its  message  to  the  world.  In 
the  final  analysis,  it  remains  to  us,  as  medical  practitioners,  to  so  conduct 
our  professional  and  personal  lives  that  by  our  example  we  instill  a sense  of 
trust  and  respect  in  those  who  come  to  us  for  help. 

Thank  you  for  allowing  me  the  privilege  of  serving  as  president  of  the 
TMA  during  the  past  year,  and  I am  quite  certain  that  I speak  for  all  of  you 
this  one  last  time  as  I pledge  our  united  support  to  Dr.  Royal  as  he  accepts 
this  new  honor  and  challenge. 


The  New  President 


JAMES  R.  ROYAL,  M.D. 
CHATTANOOGA 
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James  R.  Royal,  M.D. 


132nd  president — Tennessee  Medical  Association 


The  132nd  president  of  the  Tennessee  Medical  Association,  James  Rich- 
ard Royal,  M.D.,  is  a board-certified  family  practitioner.  He  has  practiced 
medicine  in  Chattanooga  since  1958  with  his  partner.  William  D.  Brackett, 
M.D. 

Dr.  Royal  was  born  in  Greeneville,  Tennessee  on  March  30.  1929.  He 
graduated  from  Chattanooga  High  School  in  1947  and  received  his  bachelor 
of  arts  degree  from  Vanderbilt  University  in  1951.  In  1959.  he  received  his 
doctor  of  medicine  degree  from  the  University  of  Tennessee  College  of 
Medicine  and  went  on  to  an  internship  at  Baroness  Erlanger  Hospital. 

Dr.  Royal  served  three  years  of  active  duty  in  the  U.S.  Marine  Corps  as 
a commissioned  officer  and  a tour  of  duty  in  Korea  with  the  First  Marine 
Division.  He  transferred  to  the  reserves  in  1953  and  was  honorably  dis- 
charged with  the  rank  of  captain  in  1957. 

Dr.  Royal  and  his  wife,  Pat,  have  five  children,  all  adults.  Known  by  his 
friends  as  very  family-oriented.  Dr.  Royal's  children.  John,  Ken.  Bill.  Beth, 
and  Shirley,  have  much  to  be  proud  of  in  their  physician  father.  When  build- 
ing their  home  in  Chattanooga,  Dr.  Royal  and  Pat  included  a special  study 
area  for  each  of  their  children  on  the  second  floor.  The  value  of  study  and 
having  one's  “own  place"  to  read  and  learn  was  surely  imparted  to  the  Roy- 
al children. 

Dr.  Royal  has  a significant  background  of  leadership  in  the  Tennessee 
and  American  Academies  of  Family  Physicians.  Named  Physician  of  the  Year 
in  1977  by  the  Tennessee  Academy,  Dr.  Royal  also  served  as  the  Academy 
president  and  chairman  of  numerous  committees. 

As  an  active  staff  member  of  Erlanger.  Memorial,  and  Humana  East  Ridge 
hospitals  in  Chattanooga,  Dr.  Royal  has  a very  active  medical  practice.  He 
is  a past  chief  of  staff  and  member  of  the  board  of  trustees  of  Humana  East 
Ridge  Hospital. 

Dr.  Royal  has  served  several  years  on  the  TMA  Board  of  Trustees  and 
was  its  vice-chairman  in  1982-1983.  He  has  also  served  as  a member  of  the 
TMA  Judicial  Council  and  the  IMPACT  Board  of  Directors.  He  is  a past 
president  of  the  Chattanooga-Hamilton  County  Medical  Society. 

Dr.  Royal’s  interest  in  the  arts  led  him  to  make  substantial  investments 
in  the  fine  arts  and  contribute  to  the  development  of  young  artists  in  the 
Chattanooga  area.  He  is  an  early  mentor  of  Ben  Hampton,  a renowned 
Chattanooga-area  artist.  One  of  Dr.  Royal's  favorite  hobbies  is  the  acquisi- 
tion and  restoration  of  antique  clocks. 

Dr.  Royal  brings  to  the  Tennessee  Medical  Association  the  prospects  of 
excellent  leadership  in  a time  when  organized  medicine  needs  it  as  never 
before.  As  the  chief  elected  leader  of  TMA,  James  R.  Royal,  M.D.  brings 
the  experience  and  the  dedication  needed  to  lead  Tennessee  physicians  to 
respond  effectively  to  the  challenges  facing  organized  medicine.  Welcome 
to  the  helm,  Dr.  Royal. 
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There  Ain’t  No  Free  Lunch 

From  time  to  time  I have  editorialized  on  the 
advantages  inherent  in  membership  at  the  various 
levels  of  organized  medicine,  which  together  form 
the  federations.  In  this  issue  there  is  a supplement 
on  membership  that  details  the  programs  of  the 
TMA  and  its  component  societies  along  with  mes- 
sages from  many  of  their  executives.  I commend 


it  to  your  attention,  adding  to  it  an  exhortation  of 
my  own. 

In  these  days  when  we  are  all  feeling  the  finan- 
cial pinch  of  pressures  from  various  directions  we 
begin  to  look  around  for  economies  that  we  can 
effect.  Membership  in  the  various  levels  in  the 
federation,  either  collectively  or  individually,  is 
not  inexpensive,  and  is  a natural  target  because 
dropping  it  is  easy.  At  least  it  is  easy  at  first  glance. 
But  consider  the  consequences  of  not  belonging. 

In  the  first  place,  I believe  none  of  you  thinks 
the  federation  should  not  exist;  almost  every  one 
of  you  believes  somebody  needs  it.  You  just  think 
you  don’t.  I will  not  dwell  on  all  the  things  it  does 
for  you,  yourself,  but  it  is  a lot.  For  example, 
without  the  AMA  you  would  stand  naked  before 
the  Washington  bureaucracy.  The  AMA  is  only  as 
strong  a buffer  as  the  individual  federation  mem- 
bers— the  state  associations — make  it,  and  the  state 
associations  are  only  as  strong  as  their  own  mem- 
bership. For  each  physician  that  abstains,  the  en- 
tire federation’s  influence  is  diminished  by  just 
that  much. 

If  every  physician  belonged  to  every  level  of 
organized  medicine,  its  influence  would  soar  and 
its  cost  to  the  individual  physician  would  at  the 
same  time  decrease.  As  it  stands,  if  you  do  not 
belong,  someone  else  is  pulling  your  freight.  But 
one  way  or  another  it  is  you  that  will  pay,  along 
with  the  rest  of  us,  if  by  your  absence  and  the 
absence  of  others  like  you  the  influence  of  orga- 
nized medicine  wanes.  It  is  you  that  needs  orga- 
nized medicine  at  each  of  its  levels,  and  not  the 
other  way  around.  It  is  your  colleagues  that  tote 
that  barge  without  you  that  need  you.  The  feder- 
ation is  not  a monolith.  It  is  us.  I hope  it  will  one 
day  include  all  of  us  physicians. 

J.B.T. 


A.C.,  R.I.P. 

When  I was  a third  year  medical  student  in 
1943  (that's  43  years  ago,  in  case  you’re  interest- 
ed and  can’t  count)  Vanderbilt  Medical  School 
had  a new  IHead  of  its  Pediatrics  Department. 
He  was  very  quiet,  and  on  rounds  he  would  sort 
of  tag  along  and  not  say  much.  He  had  been  a 
football  player,  having  played  in  the  1924  Rose 
Bowl,  and  he  still  looked  like  one;  he  had  come 
to  Vanderbilt  after  a stint  as  director  of  the  Red 
Cross  or  director  of  something  in  it — I forget — 
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and  because  he  didn't  say  much  we  students 
thought  he  didn't  know  much.  It  was  only  later 
that  I discovered  the  reason  he  didn't  say  much 
was  that  he  knew  a lot,  such  as  to  keep  his  mouth 
shut  in  unfamiliar  surroundings,  wisdom  that 
could  have  been  emulated  by  some  others.  I 
learned,  in  fact,  that  he  possessed  the  uncom- 
mon virtue  of  speaking  only  when  he  had  some- 
thing to  say. 

When  I returned  to  Vanderbilt  as  a pathology 
resident  after  a five-year  absence  I found  him 
firmly  established,  with  one  of  the  country’s  out- 
standing pediatrics  residencies,  and  on  his  way  to 
becoming  famous.  Coming  from  California,  where 
coccidioidomycosis  is  endemic  and  noted  for  pro- 
ducing miliary  calcifications  in  the  lung  after  a 
frequently  asymptomatic — or  at  least  minimally 
symptomatic — illness,  he  quickly  made  a com- 
parison with  the  locally  endemic  sister  disease 
histoplasmosis,  up  until  that  time  considered  rare 
and  generally  fatal.  There  were  a lot  of  pulmo- 
nary calcifications  around  Middle  Tennessee,  too. 
They  were  thought  then  to  be  evidence  of  arrest- 
ed tuberculosis,  also  endemic.  He  set  about  es- 
tablishing that  like  coccidioidomycosis,  histoplas- 
mosis is  almost  always  a mild  disease,  fatalities 
being  the  exception,  and  also  like  its  western  sis- 
ter, its  lesions  often  wind  up  as  miliary  calcifica- 
tions. Because  of  his  work  in  histoplasmosis  he 
did  become  famous — Mr.  Histoplasmosis,  so  to 
speak.  To  us  irreverent  junior  faculty  (not  to 
mention  senior  faculty  and  students)  he  became 
“Famous  Amos" — or  just  “Famous”  for  short. 

One  of  his  early  residents,  Bob  Merrill,  who 
was  a few  years  behind  me  in  school,  delivered 
an  oration  at  the  Vanderbilt  Medical  Reunion 
symposium  in  1983,  later  published  in  the  South- 
ern Medical  Journal , 1 in  which  he  recounted  the 
accomplishments  of  his  class  in  academia,  and 
also  of  Vanderbilt  graduates  and  housestaff  in 
academic  pediatrics.  If  that  pediatrics  track  rec- 
ord looks  impressive — and  it  does — it  was  due, 
if  not  exclusively,  then  99%  to  the  example  and 
tutelage  of  Famous  Amos.  Besides  that  record  in 
academia,  I know  of  at  least  one  Christie  Clinic. 
There  may  be  others. 

There  is  no  way  that  a brief  tribute — or  even 
a much  longer  one— could  catalog  the  accom- 
plishments of  Amos  Christie.  Having  the  hands 
of  the  football  lineman  he  was,  either  one  of 
which  could  comfortably  engulf  an  infant,  he  was 
at  the  same  time  the  gentlest  of  men,  with  a lov- 
ing touch  and  a steadfast  mein  that  both  calmed 
the  fears  of  children  and  quieted  their  anxious 


parents.  He  won  all  the  accolades  of  his  special- 
ty, and  the  love,  admiration,  and  gratitude  of  his 
students  and  colleagues.  Because  of  his  myriad 
accomplishments  as  teacher,  counselor,  physi- 
cian and  scientist,  in  1983  Amos  Christie,  M.D., 
was  named  Physician  of  the  Year  by  the  Tennes- 
see Medical  Association. 

Though  long  retired.  Dr.  Christie  maintained 
until  the  end  an  active  interest  in  his  profession, 
in  Vanderbilt,  in  all  of  his  friends,  and  also  in  his 
students,  not  all  of  whom  were  pediatricians,  and 
many  of  whom  went  back  over  40  years — myself 
among  them.  His  influence  spread  far  past  Van- 
derbilt, or  Tennessee — or  even  the  USA.  Bob 
Merrill,  for  instance,  tells  of  being  on  an  airplane 
some  years  ago  somewhere  in  the  Middle  East, 
when  his  burnoosed  seat-mate  turned  to  him  and 
said,  “Oh,  so  you're  from  Nashville.  Do  you 
happen  to  know  Dr.  Amos  Christie?”  He  was 
never  too  busy  or  too  preoccupied  to  listen  to 
problems  and  to  offer  a word  of  counsel,  which 
was  always  wise  and  pertinent. 

Now  he’s  gone,  and  it  is  appropriate  that  the 
Journal  pay  tribute  to  this  complete  physician  who 
touched  the  lives  of  so  many  Tennessee  physi- 
cians, always  to  their  enrichment. 

Famous  Amos,  R.I.P. 

J.B.T 

1.  Merrill  RE:  Some  assets  of  Vanderbilt  Medical  School  and  how  to  destroy 
them.  South  Med  J 76:1023-1026.  1983. 


. . . And  Not  To  Yield 

. . . come,  my  friends, 

'Tis  not  too  late  to  seek  a newer  world. 

Push  off.  and  sitting  well  in  order  smite 
The  sounding  furrows;  for  my  purpose  holds 
To  sail  beyond  the  sunset,  and  the  baths 
of  all  the  western  stars,  until  I die. 

. . . that  which  we  are,  we  are; 

One  equal  temper  of  heroic  hearts 

Made  weak  by  time  and  fate,  but  strong  in  will 

To  strive,  to  seek,  to  find,  and  not  to  yield. 

— Alfred,  Lord  Tennyson 
Ulysses 

When  one  of  our  colleagues  asked  me  what  I 
was  going  to  say  in  the  editorial  he  expected  that 
I would  write  about  the  explosion  of  the  space 
shuttle  Challenger,  which  occurred  at  11:39  AM, 
EST,  on  January  28,  1986  I asked,  “What’s  left 
to  say?”  In  addition  to  the  pain  of  the  event  it- 
self, my  ears  hurt  from  listening  to  oft  repeated 
questions  and  answers  (or  non-answers),  my  sen- 
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sorium  surfeited  with  audio  and  video  coverage 
of  the  event  and  its  aftermath,  what  with  its  pan- 
dering to  the  public  craving  for  pathos  and  the 
insensate  reveling  in  it  and  all.  Reams  of  news- 
print are  covered  with  it,  and  volumes  more  un- 
questionably will  be.  Except  for  strict  reportage, 
almost  everything  nontechnical  worth  saying  was 
said  better  by  President  Reagan  in  his  brief  mes- 
sage than  by  all  the  massive  verbal  barrage  to 
which  we  have  been  subjected.  There  just  isn’t 
that  much  to  say.  Challenger  is  gone,  and  with  it 
seven  of  the  nation’s  best  and  brightest.  Since  I 
have  no  special  insights,  I really  had  no  editorial 
in  mind  until  I heard  some  mouthings  from  the 
media  that  perhaps  this  might  shut  down  or  se- 
riously cripple  our  space  program.  I believe  that 
sort  of  nonsense  is  in  desperate  need  of  refuting. 

Many  questions  certainly  are  left  unanswered, 
and  some  doubtless  always  will  be.  Some  are  un- 
answerable. The  big  question  in  everybody’s  mind 
is,  why?  That  question  has  no  simple  answer,  be- 
cause though  it  is  only  one  word  long,  not  every- 
one is  using  the  word  to  address  the  same  issue. 
To  some  it  is  technical;  it  means,  why  did  Chal- 
lenger explode?  Answering  that  is  critical  to  the 
future  of  the  space  program.  It  will  take  some 
doing.  To  others  it  means,  why  were  they  up 
there  in  the  first  place?  Some  experts  have  con- 
tended that  manned  space  flights  are  unneces- 
sary and  therefore  immoral.  Some  people  even 
question  the  necessity  for,  or  even  the  propriety 
of,  space  exploration  at  all.  Still  others  ask  the 
philosophical  or  theological  question  of  why  such 
tragedies  happen — why  God  (if  there  is  one)  al- 
lows them. 

I cannot  in  the  present  state  of  my  ignorance 
address  the  first  question  at  all.  As  to  the  last, 
though  libraries  are  filled  with  books  addressing 
that  dilemma,  it  is  devoid  of  a satisfactory  an- 
swer, bound  up  as  it  is  with  personal  bias  and 
unconfirmable  beliefs.  Answering  the  second 
question  is  not  easy  either,  because  the  question, 
though  still  of  one  word,  is  complex.  First, 
whether  or  not  we  should  have  entered  a space 
program,  we  did,  and  if  we  had  not,  others  would 
have,  as  in  fact  they  already  had.  Besides  our- 
selves, only  the  Soviet  Union  has  a manned  space 
program,  but  several  other  countries  have  sent 
men  up  in  one  or  the  other.  So  manned  space 
flight  is  here  to  stay,  despite  tragedy.  The  Soviet 
Union  has  lost  four  cosmonauts  that  we  are  aware 
of.  There  are  likely  others.  Accidents,  as  has  been 
said  many  times  already,  in  both  this  context  and 
others,  are  bound  to  happen.  Accidents  fill  our 
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imperfect  world,  due  to  both  human  error  and 
equipment  failure.  We  live  with  accidents  every 
day;  a lot  of  them  are  fatal. 

It  breaks  your  heart,  of  course,  but  pushing 
into  the  unknown  always  has  been  costly,  and 
frequently  the  cost  is  incalculable.  Those  words 
of  Ulysses,  so  dear  to  generations  of  Dr.  Eddie 
Mims’  freshman  lit  classes  at  Vanderbilt,  speak 
for  all  the  free  spirits  of  humankind  in  all  gener- 
ations. As  we  have  come  to  expect,  President 
Reagan  said  it  best.  ‘The  future,”  he  said,  “does 
not  belong  to  the  fainthearted.  The  future  be- 
longs to  the  brave.” 

Tennyson  wrote  his  poem  Ulysses  at  a time 
when  the  British  Empire  was  at  its  zenith.  It  was 
a point  of  pride  that  the  sun  never  set  on  it.  That 
distinction  was  attained  only  with  supreme  dedi- 
cation and  at  great  .cost,  money  the  least  of  it. 
Sir  Francis  Drake,  first  to  circumnavigate  the 
globe,  first  to  explore  the  coast  of  California,  died 
390  years  ago  with  most  of  his  crew  when  his  ship 
broke  up  off  the  coast  of  Darien,  now  Panama. 
Capt.  James  Cook,  considered  by  Benjamin 
Franklin  the  greatest  navigator  of  them  all,  lost 
his  life  in  a misunderstanding  with  the  natives  on 
the  Island  of  Hawaii.  The  list  of  sacrifice  goes 
on,  in  British  history  and  that  of  nations  all  over 
the  globe. 

The  marvel  is  that  the  list  is  not  longer.  In  his 
first  voyage,  which  lasted  three  years  at  a time 
when  death  at  sea  was  the  accepted  fate  of  sail- 
ors, Cook  lost  only  one  man.  He  was,  the  ac- 
counts go,  a father  to  his  men,  who  adored  him. 
Despite  incalculable  risks  and  hardships,  Cap- 
tains Meriwether  Lewis  and  William  Clark  in  their 
wilderness  trek  from  St.  Louis  to  the  West  Coast 
and  back  in  the  opening  years  of  the  19th  centu- 
ry also  lost  only  one  man.  Perhaps  there  was  an 
element  of  luck  in  it,  but  the  primary  element  in 
the  good  fortune  of  those  expeditions,  as  in  most 
other  successful  ones,  was  magnificent  leadership 
by  highly  professional,  dedicated  individuals  who 
had  done  their  homework  as  much  as  they  could 
and  took  pains  to  apply  it;  just  as  important,  they 
were  quick  to  learn  from  adversity. 

Every  single  person  associated  with  our  space 
program  who  was  interviewed  after  the  loss  com- 
mented that  everybody  in  the  program  knew  it 
was  bound  to  happen  sooner  or  later,  and  that 
the  marvel  is  not  that  tragedy  struck,  but  that  it 
had  been  so  long  delayed.  That  it  had  was  due 
simply  to  the  quality  of  the  program  and  its  peo- 
ple. James  Michener,  who  came  to  know  many 
of  the  people  in  the  program  quite  intimately  as 
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he  researched  it  for  his  book  Space , commented 
that  the  astronauts  live  with  fear  as  a constant 
companion,  yet,  he  said,  he  never  heard  the  word 
mentioned,  nor  saw  it  manifested.  They  went 
cheerfully  about  their  chosen  work.  He  himself 
never  used  the  word  in  conversation  with  them. 
John  Glenn,  the  first  man  to  circumnavigate  the 
globe  in  orbit,  commented  that  when  you  deal 
with  such  power  and  such  speed — spacecraft,  for 
instance,  traveling  at  five  miles  a second  trying 
to  get  back  through  the  atmosphere  onto  the 
ground — accidents  are  inevitable.  Think  of  rock- 
eting off  into  outer  space  attached  to  a half-mil- 
lion  gallons  of  liquid  hydrogen  atop  a monstrous 
Roman  candle. 

Because  of  the  explosion,  killing  as  it  did 
Challenger's  seven  crew  members,  one  of  them  a 
young  schoolteacher  chosen  from  11,000  appli- 
cants to  be  the  first  private  citizen  in  space,  some 
have  insisted  that  from  now  on  there  must  be  only 
unmanned  space  exploration.  It  is  no  secret, 
however,  that  space  exploration  would  not  have 
come  nearly  so  far  at  this  point  without  risking 
human  life.  So  many  of  our  citizens  have  given 
so  much  of  themselves  to  achieve  it;  ten  have 
given  their  lives.  Unhappily,  they  are  not  likely 
to  be  the  last — unless  we  desert  them  and  their 
dreams  and  ignore  their  sacrifice.  The  father  of 
Christa  McAuliffe,  the  schoolteacher,  comment- 
ed through  his  grief  that  Christa  died  doing  what 
she  wanted  most  to  do.  and  knowing  that  she 
might,  even  though  past  success  had  given  her 
every  confidence  in  the  program.  Progress,  he 
said,  was  never  made  without  cost. 

A few  days  before  he  was  killed  in  France  in 
World  War  I,  a young  Canadian  medical  officer. 
John  McCrae,  penned  these  words:  ‘Take  up  our 
quarrel  with  the  foe;/To  you  with  faltering  hands 
we  throw/The  torch;  be  yours  to  keep  it  high. /If 
you  break  faith  with  us  who  die/We  shall  not 
sleep,  though  poppies  grow/in  Flanders'  fields." 

Though  they  loved  life,  the  cream  of  our  youth 
have  faced  death  willingly  in  war  for  what  they 
saw  as  duty  to  country  and  the  good  of  our  world. 
Thousands  upon  thousands  have  died.  How  much 
more  profitable  it  is  to  risk  life  and  limb  for 
peaceful  purposes — to  extend  the  frontiers  of 
knowledge  and  for  the  ultimate  betterment  of 
mankind.  The  poet's  words  speak  eloquently  to 
the  present  situation.  The  “foe"  of  the  astro- 
nauts is  space.  We  owe  it  to  Virgil  I.  Grissom, 
Edward  H.  White,  and  Roger  B.  Chaffee,  who 
died  in  an  Apollo  spacecraft  fire  January'  27,  1967, 
and  Francis  R.  Scobee,  Michael  J.  Smith.  Judith 


Resnik,  Ronald  E.  McNair,  Ellison  S.  Onizuka, 
Gregory  B.  Jarvis,  and  Christa  McAuliffe,  the 
crew  of  Challenger,  to  use  their  supreme  sacri- 
fice, along  with  the  sacrifice  of  those  still  living, 
as  building  blocks  toward  those  ends.  That  has 
always  been  the  American  way. 

J.B.T. 


Russell  T.  Birmingham,  age  63.  Died  January  29,  1986. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 


Amos  Christie,  age  83.  Died  February  8,  1986.  Grad- 
uate of  University  of  California  School  of  Medicine. 
Member  of  Nashville  Academy  of  Medicine. 

Thomas  G.  Cranwell,  age  71.  Died  February  7,  1986. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Chattanooga-Hamilton  County 
Medical  Society. 

Clarence  Mobley  Creech,  age  82.  Died  February  1, 
1986.  Graduate  of  Medical  University  of  South  Caro- 
lina College  of  Medicine.  Member  of  Washington- 
Unicoi-Johnson  County  Medical  Association. 

Joe  Frank  Fleming,  age  59.  Died  January  22,  1986. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Sullivan  County  Medical  Society. 

John  W.  Morris,  age  100.  Died  January  28,  1986. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Consolidated  Medical  Assembly  of 
West  Tennessee. 

William  H.  Williams,  HI,  age  38.  Died  February  3. 
1986.  Graduate  of  Duke  University  School  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical  So- 
ciety. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Richard  Allen  Stone,  M.D.,  Waverly 


APRIL,  1986 


225 


BUFFALO  RIVER  VALLEY 
MEDICAL  SOCIETY 

Edward  M.  Baylor , M.D. , Hohenwald 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Thomas  C.  Bright , III,  M.D.,  Chattanooga 
Patrick  Dolan,  M.D.,  Chattanooga 
Cheryl  Susan  Hicks,  M.D.,  Chattanooga 
Robert  W.  Montague,  M.D.,  Chattanooga 
Fausto  Acosta  Natal,  M.D.,  Chattanooga 
J.  Enrique  Ordonez,  M.D. , Chattanooga 
Martin  Redish,  M.D.,  Chattanooga 
Robert  E.  Younger,  III,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

James  D.  King,  M.D. , Selmer 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

James  Harold  Simmons,  M.D.,  Crossville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Richard  J.  Stitcher,  M.D.,  Knoxville 
Thomas  L.  Young,  M.D.,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Robert  Aaron  Bain,  M.D.,  Mt.  Pleasant 
Snellen  C.  Lee,  M.D.,  Columbia 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Bijan  Jamshid  Bakhtian,  M.D.,  Memphis 
Thomas  Frazer  Boulden,  M.D. , Memphis 
Mary  Perry  Clemons,  M.D.,  Memphis 
David  Jerome  Donahue,  M.D.,  Memphis 
James  W.  George,  M.D.,  Memphis 
Elbert  Edwin  Hines,  III,  M.D.,  Memphis 
Saade  S.  Mahfood,  M.D.,  Memphis 
Marsha  Moore,  M.D. , Memphis 
Keener  Blake  Ragsdale,  M.D.,  Memphis 
William  Robert  Shurley,  III,  M.D.,  Memphis 

(Students) 

John  R.  Bailey,  Memphis 
Bryan  D.  Cheever,  Memphis 
Mark  E.  Copeland,  Memphis 
Dennis  DeLeon , Memphis 
Michael  Dunn,  Memphis 
John  E.  Foropoulos,  Memphis 
H.  Wentzell  Hamner,  Memphis 
Thomas  D.  Hodgkiss,  Memphis 
Joseph  C.  Jensen,  Memphis 
Daniel  T.  Kato,  Memphis 
Olan  B.  Kemp,  Memphis 
Albert  F.  Kennedy,  Memphis 
Frank  C.  Kimsey,  Memphis 
Frederick  A.  Martin,  Memphis 
Christopher  L.  Mathis , Memphis 
George  O.  Mead,  Memphis 
Julia  A.  Mortimer,  Memphis 
Kenneth  R.  Robertson,  Memphis 
Michael  L.  Sloan,  Memphis 
George  E.  Stewart,  Memphis 
John  Wickman,  Memphis 
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RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

Dennis  Charles  Carter,  M.D.,  Murfreesboro 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Daniel  J.  David,  M.D.,  Johnson  City 
Ronald  C.  Hamdy,  M.D.,  Johnson  City 
Steven  C.  Hamel,  M.D.,  Johnson  City 
Piyush  N.  Joshi,  M.D.,  Johnson  City 
Rollin  Louis  Thrift,  M.D.,  Mountain  City 
Peter  C.  Witt,  M.D.,  Johnson  City 


Y 

pcr/onol  new/ 


David  A.  Grigsby,  M.D.,  Oneida,  has  been  certified 
as  a Diplomate  of  the  American  Board  of  Surgery. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Nineteen  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
January  1986. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Hagop  S.  Akiskal,  M.D.,  Memphis 
Harvey  Asher,  M.D.,  Nashville 
William  E.  Bost,  M.D.,  Knoxville 
John  W.  Campbell,  M.D.,  Knoxville 
Mehrdoklit  Hajghassemal,  M.D.,  Memphis 
Arthur  E.  Jacobs,  M.D.,  Memphis 
Alfred  G.  Kasselberg,  M.D.,  Nashville 
Robert  D.  Kirkpatrick,  M.D.,  Memphis 
Ambrose  M.  Langa,  M.D.,  Columbia 
Hubert  L.  Magill,  M.D.,  Memphis 
Tony  J.  Montgomery,  M.D.,  Clarksville 
Steven  W.  Morgan,  M.D.,  Bristol 
Robert  L.  Neaderthal,  M.D. , Nashville 
John  E.  Neumann,  Sr.,  M.D. , Paris 
Orland  S.  Olsen,  M.D.,  Johnson  City 
John  K.  Pate,  M.D.,  Nashville 
Robert  L.  Richardson,  Jr.,  M.D.,  Memphis 
Nat  H.  Swann,  Jr.,  M.D.,  Chattanooga 
Joseph  F.  Weiss,  M.D.,  Memphis 
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announcement/ 


May  1-2 
May  1-2 

May  2-5 

May  2-5 

May  2-5 

May  3-10 

May  4-5 

May  4-6 

May  4-8 

May  4-9 

May  5-6 

May  5-8 

May  5-9 

May  5-9 

May  6-8 

May  6-9 

May  7-9 

May  7-10 

May  8-9 
May  9-1 1 

May  10-16 

May  11-14 

May  11-14 

May  11-16 

May  12-16 

May  15-18 

May  15-18 

May  17-23 


CALENDAR  OF  MEETINGS 

NATIONAL 

American  Society  for  Clinical  Nutrition — 
Sheraton,  Washington,  D.C. 

Society  for  Research  and  Education  in  Pri- 
mary Care  Internal  Medicine — Shoreham, 
Washington,  D.C. 

American  Federation  for  Clinical  Re- 
search— Sheraton,  Washington,  D.C. 
American  Society  for  Clinical  Investiga- 
tion— Sheraton,  Washington.  D.C. 
Association  of  American  Physicians — Sher- 
aton, Washington,  D.C. 

American  Society  for  Head  and  Neck  Sur- 
gery— Colorado 

American  Laryngological  Association — The 
Breakers,  Palm  Beach,  Fla. 

American  Society  of  Clinical  Oncology — 
Bonaventure  Hotel,  Los  Angeles 
Society  of  Teachers  of  Family  Medicine — 
Hotel  del  Coronado.  San  Diego 
Association  of  University  Radiologists — 
Sheraton,  Hartford,  Conn. 

American  Broncho-Esophagological  Asso- 
ciation— The  Breakers,  Palm  Beach.  Fla. 
American  College  of  Obstetricians  and 
Gynecologists — New  Orleans 
Ambulatory  Pediatric  Association — Shera- 
ton, Washington,  D.C. 

Society  for  Pediatric  Research — Sheraton. 
Washington,  D.C. 

American  Laryngological  Association — The 
Breakers,  Palm  Beach,  Fla. 

American  Pediatric  Society — Sheraton, 
Washington,  D.C. 

American  Society  for  Artificial  Internal  Or- 
gans— Anaheim.  Calif. 

American  College  of  Legal  Medicine — The 
Westin,  Boston 

American  Trauma  Society — Chicago 
American  Society  for  Adolescent  Psychia- 
try— Washington,  D.C. 

American  Psychiatric  Association — Con- 
vention Center,  Washington,  D.C. 
American  Lung  Association — Vista  Hotel, 
Kansas  City,  Mo. 

American  Thoracic  Society — Kansas  City, 
Mo. 

American  Society  of  Colon  and  Rectal  Sur- 
geons— Hyatt  Regency,  Houston 
American  Academy  of  Medical  Directors — 
Doubletree,  Monterey,  Calif. 

Association  of  Clinical  Scientists — Excelsior 
Hotel,  Little  Rock,  Ark. 

Virginia  Society  of  Otolaryngology-Head  and 
Neck  Surgery  (annual  meeting) — Winter- 
green  Resort,  Wintergreen,  Va. 

American  Gastroenterological  Associa- 
tion— Moscone  Center,  San  Francisco 


May  19-21 
May  21 
May  23-26 
May  25-29 
May  27-31 

May  29-30 
May  29-June  1 
June  7-14 
June  9-10 
June  12-14 

June  19-22 
June  22-25 
June  23-26 
June  27-29 
June  29-July  4 


Society  for  Surgery  of  the  Alimentary 
Tract — Moscone  Center,  San  Francisco 
American  Society  for  Gastrointestinal  En- 
doscopy— Convention  Center,  San  Francisco 
American  Society  for  Laser  Medicine  and 
Surgery — Westin  Hotel.  Boston 
American  Association  on  Mental  Deficien- 
cy— Radisson  Hotel,  Denver 
Society  of  Clinical  Care  Medicine  (Educa- 
tional and  Scientific  Symposium) — Wash- 
ington, D.C. 

American  Society  of  Transplant  Surgeons — 
The  Drake,  Chicago 

Virginia  Society  of  Ophthalmology  (annual 
meeting) — Omni  International,  Norfolk,  Va. 
American  Association  of  Orthopaedic  Med- 
icine— Hilton  Hotel,  Portland,  Ore. 

Society  of  Vascular  Surgery — Hilton  Hotel. 
New  Orleans 

33rd  Annual  Mountaintop  Medical  Assem- 
bly (sponsored  by  Haywood  County  [NC] 
Medical  Society) — Waynesville  Country 
Club,  Waynesville,  N.C. 

American  Association  of  Neuropatholo- 
gists— Hyatt  Regency,  Minneapolis 
Society  of  Nuclear  Medicine — J.  W.  Mar- 
riott, Washington.  D.C. 

American  Orthopaedic  Association — The 
Homestead.  Hot  Springs.  Va. 

American  Association  for  the  Study  of 
Headache— Drake  Hotel,  Chicago 
Flying  Physicians  Association — Williams- 
burg Inn.  Williamsburg.  Va. 


Mark  Greene  Named  TMA  Executive 
Assistant  for  Governmental  Affairs 

Mark  David  Greene 
has  been  appointed  by 
TMA  Executive  Direc- 
tor L.  Hadley  Williams 
to  the  staff  position  of 
Executive  Assistant — 

Governmental  Affairs. 

Mark  will  assist  TMA 
Staff  Attorney  Jack 
Fosbinder  with  research 
on  legislative  matters 
and  with  contacts  with  members  of  the  General  As- 
sembly. 

Mark  was  most  recently  a research  analyst  for  the 
Senate  Commerce.  Labor  and  Agriculture  Committee. 
He  has  served  as  press  secretary  for  a state  senate  can- 
didate, as  a researcher  for  the  Public  Service  Commis- 
sion, and  as  a legislative  intern  for  the  lieutenant  gov- 
ernor. 

A native  of  Sparta.  Tenn.,  Mark  majored  in  polit- 
ical science  at  Tennessee  Technological  University. 
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continuing  medical 
education  opportunilic/ 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  1 credit  toward  the 
AM  A Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 

IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY 
Clinical  Training  Program 

Opportunities  for  advanced  clinical  education  for  physi- 
cians in  family  practice  and  in  various  subspecialties  have  been 
developed  by  the  School  of  Medicine  and  the  Division  of 
Continuing  Education  of  Vanderbilt  University.  The  practic- 
ing physician,  with  the  guidance  of  the  participating  depart- 
ment chairman,  can  plan  an  individualized  program  of  one  to 
four  weeks  to  meet  recognized  needs  and  interests.  The  ex- 
perience will  include  contact  with  patients,  discussion  with 
clinical  and  academic  faculty,  conferences,  ward  rounds, 
learning  individual  procedures,  observing  new  surgical  tech- 
niques. and  access  to  excellent  library  resources.  Experience 
in  more  than  one  discipline  may  be  included. 


Participating  Departments  and  Divisions 


Allergy  and  Immunology 

Anesthesiology 

Cardiology 

Chest  Diseases 

Clinical  Pharmacology 

Dermatology 

Diabetes 

Endocrinology 

Gastroenterology 

General  Internal  Medicine 

Hematology 

Medicine 

Neurology 

Obstetrics  and  Gynecology 

Oncology 

Orthopedics 

Pathology 

Pediatrics 

Preventive  Medicine 

Psychiatry  

Radiology A. 

Computed  Tomography 

Magnetic  Resonance  Imaging  . . . . 

Nuclear  Medicine 

Ultrasound 

Renal  Diseases 

Rheumatology 

Surgery 

Cancer  Chemotherapy 

General 

Neurological 

Ophthalmology 

Oral 

Otolaryngology 

Pediatric 

Plastic 

Renal  Transplantation 

Thoracic  and  Cardiac 

Urology 


Samuel  Marney,  M.D. 

Bradley  E.  Smith,  M.D. 

. . . . Gottlieb  C.  Friesinger,  III,  M.D. 

Kenneth  L.  Brigham,  M.D. 

John  A.  Oates,  M.D. 

Lloyd  E.  King.  M.D. 

Oscar  B.  Crofford,  M.D. 

David  N.  Orth,  M.D. 

Dewey  Dunn.  M.D 

. . . . A.  W.  Anderson  Spickard,  M.D. 

Sanford  B.  Krantz,  M.D. 

John  A.  Oates.  M.D. 

Gerald  M.  Finichel,  M.D. 

Lonnie  S.  Burnett,  M.D. 

F.  Anthony  Greco,  M.D. 

Daniel  M.  Spengler,  M.D. 

William  H.  Hartmann,  M.D. 

David  T.  Karzon,  M.D. 

William  Schaffner,  M.D. 

Michael  H.  Ebert,  M.D. 

Everette  James,  Jr.,  Sc.M.,  J.D..  M.D. 

Max  I.  Shaff.  M.D. 

C.  Leon  Partain,  M.D.,  Ph  D. 

Martin  P.  Sandler,  M.D. 

Arthur  C.  Fleischer,  M.D. 

Richard  L.  Gibson,  M.D. 

Theodore  Pincus,  M.D. 

Vernon  H.  Reynolds,  M.D. 

John  L.  Sawyers,  M.D. 

George  Allen,  M.D. 

James  H.  Elliott,  M.D. 

H.  David  Hall,  D.M.D. 

Ronald  Cate,  M.D. 

Wallace  W.  Neblett,  M.D. 

John  B.  Lynch,  M.D. 

Robert  E.  Richie,  M.D. 

Harvey  W.  Bender,  M.D. 

W.  Scott  McDougal,  M.D. 


Eligibility:  All  licensed  physicians  are  eligible.  Credit:  AM  A 
Physician’s  Recognition  Award  (Category  1)  and  AAFP 
Continuing  Education  Accreditation.  Application:  For  infor- 
mation and  application  contact  Continuing  Medical  Educa- 
tion, Vanderbilt  School  of  Medicine,  CCC-5316  MCN,  Nash- 
ville, TN  37232,  Tel.  (615)  322-4030. 


Continuing 

May  14-18 
May  16-17 
May  23-24 
May  30-31 
June  4-8 
June  5-8 

June  7 
June  25-27 

July  21-25 

July  25-26 
Aug.  13-15 
Sept.  18-19 
Sept.  20-21 

Sept.  26 
Oct.  10-11 
Oct.  10-12 

Oct.  21-24 

Oct.  23-25 
Dec.  5-6 


Dec.  6-7 


Education  Schedule 

Effective  Patient  Teaching  (Diabetes) 

2nd  Annual  Symposium  on  Trauma 
10th  Annual  Sonography  Symposium 
Bone  Trauma 
Family  Medicine  Review 
Advances  in  Medical  Imaging — Kaiwah  Is- 
land, S.C. 

Diabetes  anci  the  Eye 

Upper  Cumberland  Medical  Society  Meet- 
ing— Pikeville,  Tenn. 

Annual  Symposium  on  Contemporary  Clin- 
ical Neurology — Hilton  Head  Island,  S.C. 
Breast  Imaging  Symposium 
Annual  Blood  Banking  Conference 
Advances  in  Laboratory  Medicine 
Vascular  Disease:  Management  Strategies  in 
'86 

Physicians  Office  Laboratory  Testing 
Bones  and  Groans 

Pulmonary  Diseases:  Critical  Care  Medi- 
cine— Destin,  Fla. 

Computers  in  Anesthesia  VII — Grand  Can- 
yon, Ariz. 

Medical  Alumni  Reunion 
High  Risk  Obstetrics  Seminar  and  the  Ev- 
erett M.  Clayton-John  Zelenik  Memorial 
Lecture 

Update  in  Anesthesiology 


For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  School  of  Medicine,  CCC-5326  MCN, 
Nashville,  TN  37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  the  following  services 
and  departments  in  the  medical  school  to  allow  practicing 
physicians  to  participate  in  that  service’s  activities  for  a peri- 
od of  one  to  four  weeks.  This  program  provides  an  opportu- 
nity for  physicians  to  study  in  depth  for  a specified  period. 
The  schedule  of  activities  is  individualized  in  response  to  the 
physician’s  request  by  the  participating  department.  The  ex- 
perience includes  conferences,  ward  rounds,  audiovisual  ma- 
terials and  contact  with  patients,  residents  and  faculty. 

Participating  Departments 

Anesthesiology Mireille  Lecorps,  M.D. 

Family  Practice John  Arradondo,  M.D. 

Internal  Medicine 

Cardiology John  Thomas,  M.D. 

Joseph  Hinds.  M.D. 
Paul  Alexander,  M.D. 

Chest  Diseases Joseph  M.  Stinson,  M.D. 

Paul  A.  Talley.  M.D. 

Dermatology Thomas  W.  Johnson,  M.D. 

Gastroenterology Ludwald  O.  P.  Perry,  M.D. 

Buntwal  M.  Somayaji,  M.D. 
Hematology/Oncology Robert  S.  Hardy,  M.D. 
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Neurology 

Obstetrics  and  Gynecology  . 

Ophthalmology 

Orthopedics 

Pathology 

Pediatrics 

Surgery 

General 

Neurological 

Thoracic  and  Cardiovascular 
Urology 


Calvin  L.  Calhoun.  Sr.,  M.D. 
Gregory  Samaras,  M.D. 
. Henry  W.  Foster,  M.D 
....  Axel  C.  Hansen,  M.D. 
. . Wallace  T.  Dooley,  M.D. 

Patrick  Lecorps,  M.D. 
...  Sheldon  Epstein.  M.D. 
Festus  O.  Adebonojo.  M.D. 

. . . Louis  J.  Bernard,  M.D. 
. . . Charles  E.  Brown,  M.D. 
...  Ira  D.  Thompson,  M.D 
Harvey  Butler,  M.D. 


Application:  Henry  Moses,  Ph.D.,  Director,  Continuing  Ed- 
ucation, Meharry  Medical  College,  1005  D.B.  Todd  Avenue 
North,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


UNIVERSITY  OF  TENNESSEE 

Continuing  Education  Schedule 

Memphis 


May  6 

Hypertension  Update  1986 

May  15-16 

Neurosurgery  Laser  Workshop 

May  16-17 

Head  and  Neck  Cancer 

May  21-24 

Reconstruction  of  the  Nose  and  Eye  Sym- 
posium/Rhinoplasty 

May  22-23 

Intra-Abdominal  Gynecologic  Faser 
Workshop 

May  23-25 

Clinical  Allergy  for  the  Primary  Care 
Physician 

July 

6th  Annual  ‘‘Hands-On"  Practical  Skills 
Workshop 

July  10-11 

Otolaryngology  Head  & Neck  Surgery  Fa- 
ser Workshop 

July  17-18 

Neurosurgery  Faser  Workshop 

Aug.  21-22 

Intra-Abdominal  Gynecology  Faser 
Workshop 

Aug.  29-31 

3rd  Annual  Endocurie  Therapy  Sympos- 
ium— Gatlinburg 

Sept.  11-12 

Otolaryngology  Head  & Neck  Surgery  Fa- 
ser Workshop 

Sept.  18-19 

Neurosurgery  Faser  Workshop 

Sept.  25-26 

18th  Memphis  Conference  on  Mother,  Fetus 
and  Newborn 

Oct.  14-19 

Pathology  Tutorial  Endometrium — Orlan- 
do, Fla. 

Nov.  8-15 

Advances  in  Medicine — Hawaii 

Nov.  13-14 

Otolaryngology  Head  & Neck  Surgery  Fa- 
ser Workshop 

Nov.  20-21 

Neurosurgery  Faser  Workshop 

Knoxville 

May  1-3 

9th  Annual  Family  Practice  Update  Review 
Course — Gatlinburg 

May  23-24 

2nd  Annual  Pre-Hospital  Trauma 
Symposium 

June  12-14 

Great  Smoky  Mountain  Pediatric  Seminar — 
Gatlinburg 

June  18-19 

Advanced  Trauma  Life  Support 

June  19-21 

Otology  for  Primary  Care  Physicians — 
Gatlinburg 

Sept.  25-27 

Impact  of  New  Imaging  Modalities  on  Di- 
agnosis and  Treatment  of  Trauma  and  Cat- 
astrophic Medical  Problems — Orlando,  Fla. 

Oct.  2-4 

2nd  Annual  Regional  Vascular  Conference 

Oct.  24-25 

Cancer  Concepts — Gatlinburg 

Chattanooga 

May  9 

Rheumatic  Diseases 

May  10 

Acute  Myocardial  Infarction — Preventive 
Strategies,  Pharmacologic  and  Post- 
Management 

June  13-14 

Advocacy — Aggressive  Strategy  for  Physi- 
cians Facing  the  Development  of  HMOs, 
PPOs  and  Contract  Practice  Plans — Atlanta 

June  18-21  Family  Medicine  Review 

Aug.  14-16  Infectious  Diseases — Williamsburg,  Va. 

For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office 
of  Continuing  Medical  Education,  University  of  Tennessee 
College  of  Medicine,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)  528-5547. 


EAST  TENNESSEE  STATE  UNIVERSITY 

May  31  Diagnosis  and  Treatment  at  the  Interface. 

Cardiology  and  Psychiatry — Gatlinburg 

For  information  contact  Sue  Hutchinson,  M.P.H.,  Pro- 
gram Coordinator,  Office  of  CME,  Quillen-Dishner  College 
of  Medicine,  Box  19660A,  Johnson  City,  TN  37614,  Tel.  (615) 
928-6426,  ext.  204. 


OF  SPECIAL  INTEREST 


BOWMAN  GRAY 
Courses  in  Ultrasound 

July  29-30  Advanced  Neurosonology  Seminar — Snow- 
mass  Village,  Colo. 

July  31-Aug.  2 Advanced  Applied  Ultrasound  in  Obstet- 
rics— Snowmass  Village,  Colo. 

Sept.  11-13  Doppler  Echocardiography  Seminar — Innis- 
brook  Resort  and  Golf  Club  Conference 
Center,  Tarpon  Springs,  Fla. 

For  information  contact  Dr.  Frederick  W.  Kremkau,  Di- 
rector, Center  for  Medical  Ultrasound,  Bowman  Gray  School 
of  Medicine,  300  S.  Hawthorne  Road,  Winston-Salem,  NC 
27103,  Tel.  (919)  748-4505. 


CREATING  MEANING  IN 
CLINICAL  PRACTICE 

9th  Annual  Meeting  of  the  American 
Holistic  Medical  Association 

JUNE  2-8, 1986 

Southwest  Missouri  State  University 
Springfield,  Missouri 

Co-sponsored  by  Forest  Institute  of 
Professional  Psychology,  Holos  Institutes  of 
Health,  Institute  of  Logotherapy  and  others. 

Keynote  speakers  include  Dr.  William  H. 
Masters,  President  of  the  Board  of  Directors, 
Masters  & Johnson  Institute.  Forty 
comprehensive  presentations,  lectures,  intensive 
workshops. 

Information,  brochure: 

Ms.  Jody  Trotter 

Rt.  1,  Box  127,  Fair  Grove,  Mo.  65648 
(417)  467-2900 
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“A”  Rating. 

AM.  Best  Company 

Exclusively  Approved 
by  the  Tennessee  Medical 
Association. 


In  1976  SVMIC’s  goal  was 
to  provide  the  best  medical 
liability  insurance  to  Tennes- 
see physicians  at  affordable 
premiums. 


Today,  SVMIC  is  compli- 
mented for  its  competent 
underwriting,  cost  control 
and  efficient  management, 
adequate  reserves  for 
undischarged  liabilities,  net 
resources  and  soundness 
of  investments. 


By  Doctors  For  Doctors 


State  Volunteer  Mutual 
Insurance  Company 

101  Westpark  Drive  • Suite  300 
P.  O.  Box  1065  • Brentwood,  Tennessee  37027 
Physician  Insurers  Association  of  America  615-377-1999  • 1-800-342-2239 
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From  the  Auxiliary 


Share  the  Experience  of  a Lifetime 


My  theme  this  year,  “Share  the  Experience  of  a 
Lifetime,”  was  chosen  to  enhance  the  AMA  Auxilia- 
ry’s emphasis  on  the  elderly  through  slogans  such  as 
“Don't  Retire  From  Life”  and  “Share  the  Experience 
of  a Lifetime.”  Since  being  installed  as  president  of 
the  TMA  Auxiliary,  I have  visited  23  of  the  county 
auxiliaries,  the  AMA  Auxiliary  Convention  in  Chica- 
go, the  TMA  Board  meetings.  Confluence  in  Chicago, 
the  AMA  Auxiliary  interim  meeting  in  Washington, 
and  various  other  health-related  activities. 

The  experience  of  helping  to  organize  a new  auxil- 
iary to  the  McMinn  County  Medical  Society  on  Dec. 
5,  1985,  was  very  rewarding.  The  newly  elected  offi- 
cers of  the  McMinn  County  Medical  Society  Auxiliary 
are  Mrs.  Fred  Ergen,  president;  Mrs.  H.  Joseph  Hol- 
liday, vice  president;  Mrs.  Clyde  Martin,  secretary; 
Mrs.  William  Morris,  treasurer;  and  Mrs.  William  Fo- 
ree,  historian.  There  are  still  many  medical  societies 
in  Tennessee  that  do  not  have  an  organized  auxiliary. 
I urge  the  officers  and  members  in  such  medical  soci- 
eties to  encourage  their  spouses  to  organize. 

As  I have  visited  the  various  auxiliaries  in  the  state, 
I have  been  pleased  and  a bit  overwhelmed  to  discover 
the  talent  that  resides  in  the  membership  of  the  TMA 
Auxiliary.  It  is  my  responsibility  to  harvest  this  talent 
on  behalf  of  the  Auxiliary.  Often  it  is  difficult  to  con- 
vince people  of  their  capabilities.  Also,  there  is  the 
real  problem  of  the  pressures  we  all  have  on  our  time 
today  that  make  it  difficult  to  spend  time  in  volunteer 
work.  However,  I have  carried  a message  to  our  mem- 
bers that  it  is  their  responsibility  to  be  as  knowledge- 
able as  they  can  be  about  the  current  issues  facing 
medicine,  to  make  a positive  impact  in  the  legislative 
arena  whenever  and  wherever  possible,  to  make  infor- 
mation available  that  will  improve  the  public’s  under- 
standing of  the  medical  profession,  to  show  concern 
and  create  avenues  of  support,  particularly  for  those 
whose  spouses  are  involved  in  malpractice  litigation, 
and  to  improve  the  health  and  quality  of  life  of  the 
people  in  our  communities.  I have  stressed  to  auxilians 
that,  individually  and  collectively,  we  have  the  respon- 
sibility to  protect  the  future  of  medicine  in  this  country 
and  our  spouses’  freedom  to  practice  it.  Physicians  do 
share  common  concerns  and  viewpoints.  The  issues 
facing  today’s  physicians  extend  far  beyond  the  perim- 
eters of  the  type  of  practice  or  particular  field  of  med- 
icine. These  issues  impinge  upon  every  physician  who 
is  concerned  about  the  nation's  health  care  system  and 
how  it  will  look  ten  years  from  now  ...  or  even  five. 

I have  encouraged  auxilians  to  continue  to  work  for 
AMA/ERF  and  to  have  membership  at  county,  state, 
and  national  levels.  To  date  this  year  the  TMA  Aux- 
iliary has  forw-arded  to  national  $61,360.12  for  AMA/ 
ERF  and  received  dues  for  1,353  members. 

The  Auxiliary  members  have  responded  to  these 
responsibilities  by  having  programs  such  as  “Change 
Management:  New  Pressures-New  Directions,”  “DRGs 


and  Contract  Care  Medicine:  Does  Alphabet  Soup 
Portend  Stress  for  the  Medical  Practice?”  and  pro- 
grams by  Jack  Fosbinder  and  Ron  Gant  of  TMA. 

In  the  legislative  arena  we  have  a legislative  key 
contact  person,  Maxine  Sexton,  our  legislative  chair- 
man. Key  Contact  is  the  AMA  and  the  AMA  Auxil- 
iary network  system  of  having  a national/local  grape- 
vine of  key  people  who  are  immediately  available  to 
contact  their  senator/representative  on  the  national/lo- 
cal level.  They  work  on  developing  an  optimal  rela- 
tionship with  politicians  for  our  best  results.  The  Aux- 
iliary has  been  active  with  phone  banks  as  well  as  cards 
and  letters  to  our  state  and  national  lawmakers. 

Auxiliary  members  show  that  they  are  caring  and 
concerned  about  the  community  in  w'hich  they  live.  The 
theme  for  the  Memphis-Shelby  County  Medical  Aux- 
iliary this  year  is  “Medicine  Cares  About  the  Com- 
munity.” The  Montgomery  County  Medical  Auxiliary 
raises  funds  for  the  Human  Services  Love  Tennis 
Tournament  for  abused  and  neglected  children. 

One  of  the  purposes  of  the  TMA  Auxiliary  is  “to 
promote  health  education.”  The  Knoxville  Academy 
of  Medicine  produces  Health  Line,  a television  pro- 
gram. It  has  included  such  topics  as  "Breast  Cancer,” 
“Arthritis,”  “Respiratory  Allergies,”  “Plastic  Surgery,” 
“Headaches”  and  others.  Other  auxiliaries  have  had 
such  programs  as  “Teenage  Pregnancy  Crisis”  and 
“Adolescent  Addiction.”  The  TMA  Auxiliary  is  plan- 
ning a statewide  Teen  Health  Workshop  for  the  fall  of 
1986.  This  would  be  a pilot  project  to  be  initiated  in 
West  Tennessee  on  health  subjects  such  as  anorexia 
and  other  eating  disorders;  AIDS,  herpes  and  venereal 
disease;  substance  abuse;  teenage  pregnancy;  teen  su- 
icide; and/or  any  current  health-related  topic.  If  this 
pilot  project  is  successful,  it  will  be  expanded  to  Mid- 
dle and  East  Tennessee. 

The  TMA  Auxiliary  continues  to  work  with  the 
Tennessee  Coalition  for  School  Health  Education.  Our 
representative  is  Debbie  Godwin  from  Knoxville.  We 
have  also  been  very  active  with  the  Tennessee  Safety 
Belt  Use  Coalition.  During  the  National  Buckle  Up 
Week  in  November,  Buckle  Up  Bear  was  placed  in 
many  preschools  across  the  state.  One  auxiliary  held  a 
Buckle  Up  Ball. 

Another  statewide  project  that  continues  this  year 
is  the  “Friends  Don't  Let  Friends  Drive  Drunk'’  proj- 
ect. Printed  cards  are  distributed  to  tuxedo  rental  shops 
and  flower  shops  across  the  state  through  the  local 
auxiliaries.  The  cards  are  then  placed  in  pockets  of  a 
rented  tuxedo  or  corsage  box  by  the  shop  personnel. 

Since  our  first  organizational  efforts  in  1927,  our 
message  to  you  has  been — and  continues  to  be — that 
we  are  “willing  supporters  of  the  best  interest  of  the 
medical  profession.” 

Frances  Pedigo,  President 
TMA  Auxiliary 
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Highlights  of  the  TMA  Board  of  Trustees  Meeting 

January  11-12,  1986 


The  following  is  a summary  of  the  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical  Associa- 
tion at  its  regular  first  quarter  meeting  in  Nashville  on  January  1 1-12,  1986. 


Task  Force  to  Study  the 
Feasibility  of  Establishing  a 
Statewide  IPA/HMO 

Contract  Evaluation  Services 


Medicaid  Fee  Schedule 


Ad  Hoc  Committee  on  Annual 
Meeting  Format 

TDHE  Grant  Application 
Endorsement 


Finance  Committee  Report 

Membership  Dues  Increase 

Appointment  of  Standing  and 
Special  Committees 

Appointments  to  Boards 


Nominating  Committee 
Appointments 


Committee  on  Mental  Health 


State  Volunteer  Mutual 
Insurance  Company 


Unified  Membership 


THE  BOARD: 

Voted  to  submit  to  the  House  of  Delegates  a resolution  calling  for  the  estab- 
lishment of  a statewide  IPA;  to  request  the  speaker  of  the  House  to  name  a 
special  reference  committee;  to  send  the  Task  Force  Report  to  all  delegates. 

Voted  to  implement  the  recommendations  of  the  Medical  Practice  Committee 
by  establishing  a new  contract  evaluation  service  for  TMA  members. 

Referred  to  the  Governmental  Medical  Services  Committee  a request  by  Med- 
icaid for  TMA’s  response  to  a proposed  fee  schedule  for  physician  services 
under  Medicaid;  requested  the  committee  to  develop  a resolution  on  the  mat- 
ter for  presentation  to  the  House  of  Delegates  in  April  1986. 

Heard  a report  from  Dr.  F.  Hammond  Cole,  Jr.  that  the  Ad  Hoc  Committee 
to  Study  the  Annual  Meeting  Format  recommended  that  the  annual  meeting 
format  not  be  changed. 

Heard  a report  from  Dr.  John  R.  Nelson,  Jr.  that  he  had  written  a letter  of 
endorsement  to  the  Tennessee  Department  of  Health  and  Environment  on 
their  grant  application  to  study  and  implement  emergency  medical  services  for 
pediatric  patients. 

Heard  a report  from  Dr.  Thurman  L.  Pedigo  on  the  Finance  Committee’s 
review  of  the  proposed  1986  TMA  budget  and  adopted  it. 

Voted  to  present  to  the  House  of  Delegates  in  April  a resolution  for  a mem- 
bership dues  increase  of  $50,  to  be  effective  Jan.  1,  1987. 

The  Board  nominated  physicians  to  serve  on  each  of  TMA’s  standing  and  spe- 
cial committees.  Those  appointed  to  TMA  committees  will  assume  their  posi- 
tions immediately  following  the  TMA  annual  meeting  in  April.  A list  of  ap- 
pointees is  on  file  in  the  TMA  office. 

Reappointed  Dr.  Robert  H.  Haralson,  Jr.,  Maryville,  to  a three-year  term  on 
the  TMA-SEF  Board  of  Directors.  Reappointed  Dr.  Luthur  A.  Beazley,  Jr., 
Nashville,  and  appointed  Drs.  F.  Hammond  Cole,  Jr.,  Memphis;  Paul  R. 
Stumb,  Nashville;  and  John  R.  Nelson,  Jr.,  Knoxville,  to  serve  on  the  Board 
of  Directors  of  the  Tennessee  Medical  Foundation. 

Appointed  the  following  physicians  to  the  TMA  Nominating  Committee: 
Drs. Oscar  McCallum,  Henderson;  J.  Howard  Ragsdale,  Union  City;  Phillip  A. 
Pedigo,  Memphis;  Lloyd  T.  Brown,  Gallatin;  James  W.  Hays,  Nashville;  Charles 
E.  Jordan,  Cookeville;  Duane  C.  Budd,  Johnson  City;  John  E.  Strickland, 
Chattanooga;  George  A.  Zirkle,  Jr.,  Knoxville. 

Voted  to  support  the  concept  of  equal  confidentiality  for  psychologists  and 
psychiatrists  in  testifying  in  peer  review  cases;  voted  to  support  public  policy 
calling  for  equal  treatment  of  physical  and  mental  disorders  in  coverage  by 
health  insurance  policies. 

Heard  a report  from  Dr.  Malcolm  R.  Lewis  on  the  financial  position  of  SVMIC 
and  on  the  company’s  feasibility  study  on  insuring  hospitals;  voted  to  approve 
a letter  from  Dr.  Clarence  R.  Sanders  io  the  president  of  SVMIC  recommend- 
ing that  provisions  be  made  for  the  TMA  president-elect  to  become  a member 
of  the  SVMIC  Board  of  Directors  each  year. 

Heard  a report  from  Dr.  William  W.  Hotchkiss,  chairman  of  the  Board  of  the 
American  Medical  Association,  on  the  benefits  of  unified  membership;  voted 
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IMPACT 


Impaired  Physician  Program 


Distinguished  Service  Award 
Community  Service  Award 


New  Resolutions 


Quit  Smoking  Campaign 


to  set  a goal  of  April,  1987  for  TMA’s  adoption  of  the  unified  membership 
plan. 

Heard  a report  from  TMA  Staff  Attorney  Jack  Fosbinder  that  Independent 
Medicine’s  Political  Action  Committee  of  Tennessee  had  exceeded  its  1985 
membership  goal  and  that  membership  is  expected  to  increase  in  1986. 

Heard  a report  from  Dr.  Charles  Thorne,  chairman  of  the  Impaired  Physician 
Committee,  that  the  committee  reaffirmed  its  recommendation  made  to  the 
Board  in  October  that  the  position  of  medical  director  be  upgraded  to  full- 
time. SVMIC  will  make  a $72,000  contribution  to  the  program  in  1986,  for 
which  the  committee  expressed  its  appreciation.  The  committee  unanimously 
recommended  that  Dr.  David  Dodd  be  appointed  as  a full-time  medical  direc- 
tor, and  the  Board  concurred. 

Named  Dr.  Carl  E.  Adams,  Murfreesboro,  as  the  recipient  of  the  1986  TMA 
Distinguished  Service  Award. 

Named  Mrs.  Peggy  Gilbertson,  Knoxville;  Mrs.  Maureen  Parker,  Sparta;  and 
Mrs.  Marge  Thrasher,  Memphis,  as  recipients  of  the  1986  TMA  Community 
Service  Awards. 

Approved  for  submission  to  the  TMA  House  of  Delegates  in  April  resolutions 
to:  permit  membership  in  TMA  by  osteopaths;  modify  Resolution  20-85  so  that 
it  reads  “request  and  consent  for  the  administration  of  anesthesia”;  endorse 
the  label  of  “fluid  precautions”  as  a universal  signal  to  all  health  care  workers 
involved  in  handling  body  fluids,  and  to  urge  all  physicians  to  manage  patients 
under  their  care  in  a manner  which  provides  for  the  safety  of  other  health  care 
personnel. 

Endorsed  the  “Quit  For  Good”  smoking  program  of  the  National  Cancer  In- 
stitute. 


Appointment  of  Legal  Counsel  Reappointed  Mr.  Charles  L.  Cornelius,  Jr.  as  TMA's  legal  counsel. 

Appointment  of  Certified  Public  Reappointed  the  firm  of  Bellenfant,  Byrd,  and  Eidson  of  Nashville  as  TMA's 

Accountant  certified  public  accountants  for  1986. 


Resolution  of  Commendation  Voted  to  present  a commendation  resolution  to  Mr.  Bill  Ellis  of  Smith,  Reed, 

Thompson  & Ellis,  who  will  be  retiring  this  year  after  27  years  of  service  to 
the  Association. 
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Tennessee  Medical  Association’s 

Exclusively  Approved 

DISABILITY  INSURANCE 

& 

MAJOR  HOSPITAL  INSURANCE 

PROGRAMS 

Administered  By 

Smith,  Reed,  Thompson  & Ellis  Co. 

P.  0.  Box  1280 
Nashville,  Tennessee  37202 
Phone  361-6846 


Manager 

WILLIAM  H.  ELLIS,  C.L.U. 

Director  of  Sales 
ROBERT  K.  ARMSTRONG 

Underwritten 

SINCE  THE  PROGRAM’S  INCEPTION  IN  1942 

By 

Commercial  Insurance  Company 

Newark,  New  Jersey 


234 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Supplement  to  the 

Journal  of  the  Tennessee  Medical  Association 


Organized 
Medicine . . 

Now  More  Than  €ver 


TMR  Leadership  Speaks  Out 


Tennessee  Medical  Association 

112  LOUISE  AVENUE.  NASHVILLE,  TENNESSEE  37203 
PHONE  (615)  327-1451 


PRESIDENT 

Clarence  R.  Sanders,  M.D. 

Gallatin 

PRESIDENT-ELECT 

James  R.  Royal,  M.D. 
Chattanooga 

SECRETARY-TREASURER 

Thurman  L.  Pedigo,  M.D. 

McMinnville 

EXECUTIVE  DIRECTOR 

L.  Hadley  Williams 
Nashville 


Dear  Doctor: 

This  membership  supplement  is  designed  to  give 
Tennessee  physicians  an  overall  view  of  organized 
medicine  emphasizing  the  importance  of  "speaking  as 
one  on  issues  facing  medicine."  Please  take  time  to 
read  the  remarks  of  your  colleagues  and  join  with  them 
to  work  together  to  build  a stronger,  more  unified 
organization.  In  this  issue: 

* From  the  President 

* From  the  Chairman  of  the  Board 

* From  the  Editor  of  the  TMA  Journal 

* Component  Society  Presidents  Speak  Out 

* From  the  Executive  Director 

* About  the  Tennessee  Medical  Association 

* TMA  Programs  and  Services 

* TMA  Physician  Services,  Inc. 

* Organizational  Structure 

The  seventeen-member  staff  of  the  Tennessee 
Medical  Association  exists  to  serve  the  needs  of  the 
membership.  TMA  programs  and  services  are  designed 
to  assist  TMA  members,  their  employees  and  patients. 
Call  us,  we'd  like  to  hear  from  you. 

Carolyn  Sandlin 
Membership  Director 


BOARD  OF  TRUSTEES 

Chairman 

John  R.  Nelson,  Jr.,  M.D. 
Knoxville 

Vice-Chairman 

Hugh  Francis,  Jr.,  M.D. 
Memphis 


Thomas  K.  Ballard,  M.D. 
Jackson 

John  S.  Buchignani,  M.D 
Memphis 

William  F.  Buchner,  M.D. 
Chattanooga 


Arden  J.  Butler,  Jr.,  M.D. 
Ripley 

Jack  Butterworth,  Jr.,  M.D. 
Bristol 

F.  Hammond  Cole,  Jr.,  M.D. 
Memphis 


Robert  W.  Ikard,  M.D. 
Nashville 

Malcolm  R.  Lewis,  M.D. 
Nashville 

Paul  R.  Stumb,  M.D. 
Nashville 
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From  the  President 


Clarence  R.  Sanders,  M.D. 
TMA  President 


United  We  Stand 


It  is  time  for  those  of  us  who  call  ourselves  men 
and  women  of  medicine  to  come  together  as  a single 
and  strong  unit  in  order  that  we  might  better  face  and 
deal  with  the  problems  and  challenges  of  today.  I am 
convinced  that  there  can  be  no  better  way  for  us,  at 
the  state  level,  to  present  a united  front  than  to  active- 
ly support  the  Tennessee  Medical  Association. 

Because  of  the  distinguished  caliber  of  the  TMA 
membership,  our  Association  has  gained  national  rec- 
ognition and  respect  and,  as  a result,  is  today  consid- 
ered one  of  the  more  progressive  and  active  groups  in 
the  country.  Ironically,  however,  our  present  member- 
ship does  not  reflect  the  potential  growth  that  could 
be  achieved  with  simply  a little  prodding  from  within 
the  ranks.  For  this  reason,  I urge  each  of  you  to  ap- 
proach our  colleagues  who  have  not  thus  far  found  their 
way  into  the  fold  and  invite  them  to  join  the  5,700 
members  of  the  TMA. 

The  TMA  is,  indeed,  an  important  and  worthwhile 
organization,  richly  deserving  of  your  continued  sup- 
port and  participation.  It  will  require  the  dedication 
and  involvement  of  all  of  us  if  we  are  to  continue  to 
provide  quality  care.  If  we  are  to  achieve  any  sem- 
blance of  growth  and  progress,  it  is  vital  that  we 
present  a strong  and  united  face  to  the  public  and, 
together,  we  can  gain  and  maintain  that  strength. 
“United  we  stand;  divided  we  fall.” 


From  the  Chairman 


John  R.  Nelson,  Jr.,  M.D. 
Chairman,  TMA  Board  of  Trustees 


Who’s  Responsible? 


Why  join  the  Tennessee  Medical  Association?  For 
me  it  is  largely  a matter  of  responsibility; 

• To  preserve  for  our  patients  and  the 
public  at  large  a level  of  clinical  care  and 
medical  education  unparalleled  any- 
where in  the  world. 

• To  advance  and  preserve  for  our  col- 
leagues who  follow  the  professionalism, 
ethics,  and  ideals  established  by  our 
predecessors. 

• To  our  peers  by  insuring  that  each  car- 
ries his  own  “fair  share.” 

We  can  meet  these  responsibilities  by  maintaining 
and  strengthening  professional  unity.  A strong  unified 
membership  at  local,  state,  and  national  levels  is  vital 
to  effective  representation  and  influence  in  meeting  the 
challenges  we  face. 

Who  are  better  qualified  than  physicians  to  insure 
that  the  advancement  and  delivery  of  clinical  medicine 
of  the  highest  quality  does  not  become  totally  subser- 
vient to  fiscal  policymakers?  Who  is  in  a better  posi- 
tion than  organized  medicine  to  insure  that  the  physi- 
cian’s hand  is  not  displaced  from  the  pulse  of  his  patient 
by  the  hands  of  third  parties?  Who  will  do  it  if  we 
don’t? 
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From  the  Editor 


To  Belong  or  Not  To  Belong 


John  B.  Thomison,  M.D. 
Editor,  TMA  Journal 


In  commenting  on  the  11%  of  the  GNP  the  United 
States  currently  spends  for  health  care,  Princeton 
economist  Uwe  Reinhardt  said  there  is  nothing  wrong 
with  spending  even  14%  or  15%  if  we  want  to;  it  will 
simply  mean  there  is  less  to  spend  on  something  else. 
In  other  words  we  can  afford  it  if  we  want  to  afford  it. 
This  principle  of  cost  versus  benefit,  of  course,  carries 
over  into  every  area  of  life — governmental  and  cor- 
porate, business  and  personal — and  applies  not  only 
to  our  money  but  to  our  time  as  well.  There  is  only  so 
much  of  either  to  go  around,  and  any  given  entity  must 
choose  how  he,  she,  or  it  will  use  them. 

Of  all  the  reasons  given,  then,  for  not  being  a part 
of  organized  medicine,  the  only  honest  one  is  that  it 
costs  too  much;  every  other  reason  must  be  evaluated 
in  that  light.  Belonging  does  not,  in  fact,  cost  as  much 
as  not  belonging,  and  the  cost  of  belonging  varies  in- 
versely with  size  of  membership.  I am  speaking  of  par- 
ticipation at  all  levels  of  course,  but  I am  addressing 
here  primarily  membership  in  your  national  organiza- 
tion, the  AMA,  emphasizing  again  that  participation 
of  every  physician  at  all  levels  is  required  for  maxi- 
mum benefit  to  both  the  profession  and  society,  which 
put  in  individual  terms  means  to  you  and  your  pa- 
tients. 

When  in  answer  to  a challenge  to  join  his  medical 
society,  or  more  precisely  here  the  AMA,  a physician 
replies,  “It  costs  too  much,”  he  usually  means,  or  may 
even  say,  “The  dues  are  too  high.”  Though  that  may 
frequently  mean  any  dues  are  too  high,  for  the  mo- 
ment we  shall  take  his  answer — or  yours,  if  appropri- 
ate— at  face  value  and  first  address  just  that.  Dues  are 
high,  and  I’ll  tell  you  later,  when  we  discuss  what  they 
are  buying  for  you,  why  they  are  high.  Right  now,  I’ll 
add,  “but  so  is  everything  else.”  Your  dues  have  in- 
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creased  at  a rate  much  lower  than  inflation,  and  since 
your  medical  organizations  have  the  same  expenses  as 
any  other  business  does,  that  must  imply  better  stew- 
ardship. Your  dues  are  a business  expense,  and  are 
therefore  tax  deductible.  They  are  lower  than  those  of 
most  unions,  and  also  of  other  professional  organiza- 
tions that  offer  a comparable  range  of  services.  Your 
dues  are  indeed  high,  but  they  buy  a lot. 

Unless  you  are  convinced  you  need  what  you  are 
buying,  though,  any  dues  at  all  are  too  high.  So  what 
are  you  buying?  First,  there  are  the  tangibles;  among 
those  are  subscriptions  to  two  prestigious  medical  pub- 
lications, the  Journal  of  the  American  Medical  Asso- 
ciation (JAMA),  a publication  with  worldwide  circu- 
lation and  vast  readership,  and  a specialty  journal  of 
your  choice.  The  weekly  American  Medical  News  keeps 
you  abreast  of  socioeconomic  influences  on  you  and 
your  practice.  Further,  various  AMA  task  forces  and 
the  councils  of  the  House  of  Delegates  offer  definitive 
scientific  reports  on  topics  of  current  interest  or  need. 
The  AMA  headquarters  houses  the  finest  medical  li- 
brary in  the  world,  and  maintains  a research  staff  that 
can  probe  obscure  recesses  of  the  art  for  your  practice 
or  teaching.  Computer  technology  brings  education  and 
communication  to  the  monitor  in  your  own  living  room 
or  office,  and  numerous  video  clinics  are  available  for 
rent  or  purchase.  Because  of  its  vast  buying  power, 
the  AMA  is  able  to  offer  insurance  coverage  for  al- 
most any  need  at  greatly  discounted  rates.  These  are 
only  a few  of  the  many  advantages  the  AMA  offers  its 
members. 

In  today’s  rapidly  changing  medical-political  cli- 
mate, though,  important  and  valuable  as  the  tangible 
benefits  are,  it  is  the  intangibles  that  are  vital  to  your 
practice.  Because  they  are  intangible,  however,  they 
are  easily  overlooked  or  ignored,  and  in  fact  one  of 
the  criticisms  leveled  at  the  AMA  is  that  it  is  too  po- 
litical. To  the  contrary,  if  medicine  were  able  to  pre- 
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sent  a truly  united  front,  many  of  our  problems  with 
both  government  and  business  could  be  mitigated,  even 
abolished;  medicine’s  detractors — not  to  say  persecu- 
tors— make  great  moment  of  the  fact  that  fewer  than 
half  of  the  nation’s  doctors  belong  to  their  umbrella 
organization,  and  so  medicine’s  influence  in  the  arena 
is  weakened  by  just  that  much.  It  is  weakened  because 
medicine  has  no  other  voice.  The  various  specialty  or- 
ganizations maintain  active  lobbies,  but  because  they 
are  considered  in  Washington  as  simply  splinters,  their 
influence  is  negligible.  Only  the  AMA  has  sufficient 
numbers  to  exert  any  significant  influence,  a fact  ig- 
nored by  too  many  in  our  profession. 

The  political  philosophy  of  the  Association  is  often 
criticized  within  the  profession  as  being  too  conserva- 
tive, or  too  pro-business.  It  is,  however,  neither  con- 
servative nor  liberal.  The  AMA  is  not  a monolithic 
organization,  but  one  governed  by  representatives 
elected  by  the  membership.  It  often  appears  conser- 
vative to  political  liberals  and  liberal  to  conservatives 
simply  because  on  any  given  issue  it  will  reflect  the 
views  of  the  majority  of  its  members.  It  is  simply  not 
possible  in  such  an  organization,  therefore,  to  repre- 
sent the  views  of  every  physician  every  time.  The  de- 
bate on  the  floor  of  the  House  of  Delegates  is  often 
heated,  but  the  losers  are  statesmen  enough  to  abide 
by  the  will  of  the  majority,  even  though  the  minority 
may  subsequently  attempt  to  shift  the  balance.  What 
medicine  requires  is  that  each  physician  be  a states- 


man as  well. 

One  of  the  most  basic  of  military  principles  is  di- 
vide and  conquer.  That  principle  can  be  applied  in 
every  area  of  human  existence.  It  is  certainly  presently 
applicable  to  medicine.  Those  who  would  regulate  us, 
who  would  destroy  us  as  a profesison,  can  work  their 
will  upon  us  to  the  extent  that  they  can  keep  us  fight- 
ing amongst  ourselves.  Quarreling  over  turf  rights,  over 
fees,  over  political  persuasion — or  over  whatever  else 
divides  us — only  aids  and  abets  the  enemy,  the  enemy 
being  anyone  who  would  rob  us  of  our  professionalism 
and  reduce  medicine  to  a mere  trade,  to  the  detriment 
of  our  patients,  in  which  group  they  myopically  fail  to 
recognize  themselves. 

In  this  day  when  cost/benefit  ratios  are  continually 
being  reassessed,  physicians  are  asking  not  what  has 
the  AMA  ever  done  for  me,  or  even  what  has  it  done 
for  me  lately.  They  are  asking,  “What  can  the  AMA 
do  for  me  tomorrow?”  The  plain,  simple  answer  is  that 
without  members,  nothing.  With  more  members,  dues 
can  be  lowered,  the  AMA  can  fight  more  effectively 
to  maintain  our  professionalism  and  the  doctor-patient 
relationship,  and  direct  member  benefits  will  increase 
and  proliferate,  and  not  wither  and  die.  You  cannot 
possibly  influence  the  course  of  medicine  by  standing 
aloof,  and  if  enough  of  our  colleagues  stand  aloof,  no 
one  will  be  able  to  do  all  those  things  for  you,  either, 
as  the  AMA  does  now,  whether  or  not  you  are  a 
member. 


Endangered 

Species 


The  American  physician  isn't  extinct.  But 
your  freedom  to  practice  is  endangered. 
Increasing  government  intervention  is  threat- 
ening the  quality  of  medicine  — and  your 
right  to  function  as  an  independent  profes- 
sional. The  government,  responding  to  myr- 
iad cost-containment  pressures,  has  taken  a 
greater  role  in  legislating  reimbursement 
methods,  payment  levels  and  even  access 
to  care. 


You  can  fight  back.  The  American  Medical 
Association  is  your  best  weapon.  No  other 
organization  can  so  effectively  reach  the 
national  policymakers  who  will  help  deter- 
mine your  future  and  the  future  of  medicine. 

Join  the  AMA.  We're  fighting  for  you  — 
and  your  patients. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 
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Component  Society  Presidents  Speak  Out 


WEST  TENNESSEE 

Consolidated  Medical  Assembly  of 
West  Tennessee 

220  members/request  membership  information  from: 
John  L.  Shaw,  Jr.,  M.D.,  Secretary,  616  W.  Forest, 
Jackson 

Society  meets  first  Tuesday  of  each  month,  7 PM  at 
Jackson  Golf  and  Country  Club 


time  because  of  the  rapid  changes  coming  to  bear  on 
the  practice  of  medicine  today.  Organized  medicine’s 
effectiveness  in  representing  physicians  is  dependent 
upon  continued  active  support  and  participation  by  its 
members.” 


Northwest  Tennessee  Academy  of  Medicine 

79  members/request  membership  information  from: 
Hobart  Beale,  M.D.,  Secretary,  Kennedy  Drive, 
Martin 


Hardin  County  Medical  Society 

12  members/request  membership  information  from: 
John  D.  Lay,  M.D.,  Secretary,  2101  Wayne  Road, 
Savannah 

Society  meets  third  Monday  of  each  month,  6:30  PM 
at  Pickwick  Landing  State  Park  Inn 


Tipton  County  Medical  Society 

19  members/request  membership  information  from: 
Suttiwara  Viprakasit,  M.D,  Secretary,  PO  Box  761, 
Covington 

Society  meets  first  Monday  of  each  month,  6:30  PM  at 
Covington  Country  Club 


Henry  County  Medical  Society 

24  members/request  membership  information  from: 
Joe  D.  Mobley,  Jr.,  M.D.,  Secretary,  1005  E.  Wood 
St.,  Paris 


Memphis-Shelby  County  Medical  Society 

1,274  members/request  membership  information  from: 
Mr.  Michael  Cates,  Executive  Vice  President,  6264 
Poplar  Ave.,  Memphis  38119 


Dee  J.  Canale,  M.D. 
1985  President 


“I  have  been  a member  of  the  Memphis-Shelby  Coun- 
ty Medical  Society,  the  TMA,  and  the  AMA  since  first 
entering  practice  over  20  years  ago.  I think  that  the 
AMA  and  its  constituent  societies  provide  the  most 
effective  voice  that  organized  medicine  has,  particu- 
larly in  representing  the  needs  of  medicine  at  the  gov- 
ernmental level.  I think  that  individual  participation  in 
organized  medicine  is  more  important  than  ever  at  this 


J.  Barret  Matthews,  M.D. 
1985  President 


“I  am  proud  of  the  support  which  we  have  for  orga- 
nized medicine  in  our  community  where  100%  of  the 
eligible  physicians  are  members  of  the  Tipton  County 
Medical  Society  and  the  TMA.  We  all  know  how  rap- 
idly the  practice  of  medicine  is  changing,  with  con- 
straints thrust  upon  us  by  government  and  third  party 
carriers,  and  intrusions  between  doctor  and  patient  by 
myriad  regulations  which  are  constantly  changing. 
Physicians  must  continue  to  speak  firmly  and  per- 
suasively on  behalf  of  quality  medical  care  to  state  and 
federal  agencies — our  most  effective  voice  is  through 
TMA  and  AMA.” 


MIDDLE  TENNESSEE 


Bedford  County  Medical  Society 

21  members/request  membership  information  from: 
Carl  Rogers,  M.D.,  Secretary,  103  Riverview  Bldg., 
Shelbyville 
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Society  meets  third  Thursday  of  each  month,  12:30  PM 
at  Bedford  County  General  Hospital 


Frank  L.  Jayakody,  M.D. 
1985  President 


“Organized  medicine  gives  me  as  an  individual  physi- 
cian an  opportunity  to  be  represented  effectively  to 
the  media,  concerned  citizens,  and  legislative  bodies 
at  all  levels.  By  participating  in  the  activities  of  medi- 
cal organizations,  I can  keep  abreast  of  socioeconom- 
ic, professional,  and  medical  factors  which  influence 
the  day-to-day  practice  of  medicine.  As  an  individual, 
I would  be  only  one  small  voice  and  not  very  effective, 
but  by  supporting  my  local  and  national  organizations, 
I feel  free  to  make  my  concerns  known  and  may  influ- 
ence the  continuation  of  quality  medicine  in  this  coun- 
try. Every  physician  has  an  obligation  to  support  the 
continuation  of  free  choice  of  physicians  by  patients 
and  to  minimize  the  intervention  of  governmental 
bodies  between  patients  and  physicians.” 


Benton-Humphreys  County  Medical  Society 

12  members/request  membership  information  from: 
Arthur  W.  Walker,  M.D.,  Secretary,  South  Church 
St.,  Waverly 

Society  meets  second  Monday  every  other  month,  6:30 
PM  at  Cove  Restaurant,  New  Johnsonville 


Buffalo  River  Valley  Medical  Society 

13  members/request  membership  information  from: 
Parker  D.  Elrod,  M.D.,  Secretary,  PO  Box  277, 
Centerville 


Stephen  L.  Averett,  M.D. 
1985  President 


“I  am  a member  of  organized  medicine  because  it  sup- 
ports the  profession  in  a variety  of  ways.  It  is  our  voice 
for  public  relations,  political  influence,  and  CME.  In 
my  opinion,  organized  medicine  has  the  potential  to 


be  much  more  useful  and  powerful  for  all  practicing 
physicians.  Since  the  real  mission  of  organized  medi- 
cine is  to  guide  the  practice  and  art  of  medicine  where 
it  should  go,  then  participation  by  all  practicing  phy- 
sicians is  desirable.  If  organized  medicine  is  to  have 
the  strength  to  accomplish  these  goals,  then  it  must 
have  this  participation.  If  we  elect  now  to  become  pil- 
ots of  our  destiny  by  unification,  we  will  not  have  to 
read  about  it  in  the  next  Medicare  or  Blue  Cross/Blue 
Shield  bulletin.” 


Coffee  County  Medical  Society 

35  members/request  membership  information  from: 
John  A.  Anderson,  III,  M.D.,  Secretary,  1805  N. 
Jackson  St.,  Tullahoma 


Brahm  D.  Sethi,  M.D. 
1985  President 


“Being  a member  of  organized  medicine  means  shar- 
ing thoughts  and  experiences  with  colleagues;  it  means 
participating  in  educational  programs  near  home.  I feel 
that  all  physicians  should  participate  for  the  benefit  of 
their  patients.” 


DeKalb  County  Medical  Society 

8 members/request  membership  information  from: 
Melvin  Blevins,  M.D.,  PO  Box  667,  Smithville 
Society  meets  second  Monday  of  each  month,  7 PM  at 
DeKalb  General  Hospital 


Kenneth  H.  Abbott,  II,  M.D. 
1985  President 


“I  lend  my  support  to  organized  medicine  because,  by 
belonging  to  a peer  group,  I can  help  to  effect  changes 
from  within  to  upgrade  professional  and  ethical  stand- 
ards which  promote  traditional  trust  between  physi- 
cian and  patient,  and  because,  by  speaking  with  one 
voice,  we  become  more  effective  in  efforts  to  resist 
pervasive,  blatant,  and  aggressive  efforts  by  govern- 
ment toward  socialization  of  medicine.” 
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Dickson  County  Medical  Society 

21  members/request  membership  information  from: 
Venk  Mani,  M.D.,  Secretary,  ill  Hwy.  70E,  Dickson 


Clyde  E.  Collins,  M.D. 
1985  President 


“Organized  medicine  provides  the  appropriate  forum 
to  address  issues  of  concern  among  physicians.  In  a 
time  when  physicians  are  being  attacked  on  a nation- 
wide level,  we  must  speak  with  one  voice.” 


Society  meets  quarterly  on  third  Tuesday  of  the  month 
at  Lincoln  Regional  Hospital,  or  as  called  by  the 
president 


Macon  County  Medical  Society 

2 members/request  membership  information  from: 
Charles  C.  Chitwood,  M.D.,  President,  207  W.  Lo- 
cust St.,  Lafayette 


Marshall  County  Medical  Society 

16  members/request  membership  information  from: 
Eugene  Wolcott,  M.D.,  Secretary,  122  E.  Com- 
merce, Lewisburg 


Fentress  County  Medical  Society 

4 members/request  membership  information  from: 
Jack  C.  Smith,  M.D.,  Vice  President,  Jamestown 


Franklin  County  Medical  Society 

26  members/request  membership  information  from: 
Dudley  C.  Fort,  M.D.,  Secretary,  Route  3,  41 A By- 
Pass,  Winchester 

Society  meets  third  Tuesday  of  each  month,  7 PM  at 
Franklin  Country  Club 


Giles  County  Medical  Society 

14  members/request  membership  information  from: 
Armando  C.  Foronda,  M.D.,  President,  PO  Box 
426,  Pulaski 


Jackson  County  Medical  Society 

3 members/request  membership  information  from: 
Leroy  F.  Barden,  III,  M.D.,  Secretary,  PO  Box  513, 
Gainesboro 


Lawrence  County  Medical  Society 

20  members/request  membership  information  from: 
Alfred  Turman,  M.D.,  Secretary,  PO  Box  40, 
Lawrenceburg 


Lincoln  County  Medical  Society 

18  members/request  membership  information  from: 
Rudy  T.  Cobb,  M.D.,  Secretary,  209  S.  Elk  Ave., 
Fayetteville 


Maury  County  Medical  Society 

62  members/request  membership  information  from: 
Thomas  R.  Duncan,  M.D.,  Secretary,  Maury 
County  Hospital,  Columbia 
Society  meets  first  Monday  in  March,  June,  October, 
and  December;  locations  vary;  meeting  subject  to 
change  to  avoid  major  conflicts 


Montgomery  County  Medical  Society 

81  members/request  membership  information  from: 
Janet  Dittus,  M.D.,  Secretary/Treasurer,  Hospital 
Doctors  Bldg.,  Suite  105,  Clarksville 
Society  meets  fourth  Monday  of  each  month,  6 PM  at 
Memorial  Hospital 


Nashville  Academy  of  Medicine 

1,229  members/request  membership  information  from: 
Ms.  Margaret  Click,  Executive  Director,  205  23rd 
Ave.  North,  Nashville  37203 
Academy  meets  March  18,  Sept.  9,  Nov.  11  at  area 
hospitals;  annual  meeting  in  January  (time  and  place 
to  be  announced) 


John  B.  Thomison,  M.D. 
1985  President 


“At  a time  almost  all  other  forces  in  the  world  are 
organizing  for  strength,  medicine  continues  to  be  a 
progressively  splintered  group  more  often  at  odds  with 
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itself  than  united.  It  is  no  wonder  we  are  easy  prey  for 
bureaucrats  at  various  levels,  for  the  trial  lawyers,  and 
for  all  those  who  would  control  us.  No  entity  can  be 
expected  to  speak  for  every  one  of  us  on  every  issue, 
but  we  desperately  need  someone  to  speak  for  most  of 
us  on  most  issues,  and  to  speak  at  every  level — local, 
state,  and  national.  We  have  such  an  organization.  It 
is  the  federation  that  forms  the  AMA.  To  be  effective, 
the  federation  needs  every  single  physician  in  its 
ranks.” 


Overton  County  Medical  Society 

8 members/request  membership  information  from: 
Jimmie  R.  Crow,  M.D.,  Secretary,  PO  Box  239, 
Livingston 


September,  and  November,  6:30  PM  at  Stones  Riv- 
er Country  Club  or  Peddler’s  Restaurant 


Fred  J.  Myers,  M.D. 
1985  President 


“As  a rural  surgeon,  my  professional  circle  is  small; 
keeping  current  can  be  a challenge.  Numerous  jour- 
nals address  clinical  practice,  but  only  organized  med- 
icine effectively  keeps  me  up  to  date  on  political,  so- 
cial, and  economic  issues.  Being  a part  of  the  local, 
state,  and  national  associations  keeps  me  informed.” 


Putnam  County  Medical  Society 

44  members/request  membership  information  from: 
Donald  W.  Tansil,  M.D.,  Secretary,  585  N.  Pick- 
ard Ave.,  Cookeville 

Society  meets  second  Tuesday  of  each  month,  7 PM  at 
Cookeville  Country  Club 


Smith  County  Medical  Society 

9 members/request  membership  information  from: 
Hugh  E.  Green,  M.D.,  Secretary,  622  Jackson 
Ave.,  Carthage 

Society  meets  first  Friday  of  each  month,  6:30  PM  at 
Smith  County  Memorial  Hospital 


Robertson  County  Medical  Society 

17  members/request  membership  information  from: 
Raymond  H.  Webster,  M.D.,  Secretary,  1712 
Woodside  Drive,  Springfield 


James  R.  Quarles,  M.D. 
1985  President 


“While  organized  medicine  has  perhaps  not  accom- 
plished all  that  we  would  desire,  there  is  no  doubt  much 
has  been  done  that  we  could  not  achieve  as  individu- 
als. Only  by  participating  can  we  make  our  voices  heard 
on  the  state  and  national  scenes.” 


William  G.  Jackson,  M.D. 
1985  President 


“Medicine  is  going  through  tremendous  change.  Gov- 
ernment is  legislating  against  private  physicians  both 
on  state  and  national  levels.  We  must  support  orga- 
nized medicine  in  its  efforts  to  resist  this  apparent  un- 
fairness.” 


Sumner  County  Medical  Society 

43  members/request  membership  information  from: 
Haldon  W.  Hooper,  Sr.,  M.D.,  Secretary,  PO  Box 
611,  Gallatin 


Rutherford  County  Medical  Society 

85  members/request  membership  information  from: 
George  Smith,  M.D.,  Secretary,  1121  Greenland 
Drive,  Murfreesboro 

Society  meets  third  Tuesday  of  February,  April,  June, 


Warren  County  Medical  Society 

27  members/request  membership  information  from: 
Joseph  Ley,  M.D.,  Secretary,  1502  Sparta  Rd., 
McMinnville 

Society  meets  third  Monday  of  each  month,  6:30  PM 
at  River  Park  Hospital 
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White  County  Medical  Society 

10  members/request  membership  information  from: 
Billy  C.  Nesbett,  M.D.,  Secretary-Treasurer,  439 
W.  Bockman  Way,  Sparta 


Williamson  County  Medical  Society 

37  members/request  membership  information  from: 
Elliot  H.  Himmelfarb,  M.D.,  Secretary,  PO  Box 
745,  Franklin 

Society  meets  quarterly,  first  Tuesday  of  the  month 


Richard  G.  Lane,  M.O. 
1985  President 


“I  strongly  support  a role  for  organized  medicine.  Too 
many  non-physicians  are  controlling  how  medicine  is 
practiced,  either  directly  or  indirectly.  For  example, 
third  party  carriers  are  telling  us  whom  we  can  admit 
(preadmission  screening)  and  whether  or  not  we  should 
be  treating  our  patients  (second  surgical  opinion).  In 
addition,  legislatures  are  arbitrarily  dictating  our  fees. 
As  individual  physicians,  few  of  us  have  the  time  or 
the  means  to  influence  the  preservation  of  our  free- 
dom of  practice.  For  this  reason,  it  is  mandatory  that 
we  support  our  local  medical  society  and  the  TMA  as 
our  most  effective  means  to  make  an  impact  on  na- 
tional health  care  legislation  via  actions  taken  on  our 
behalf  by  the  AMA.” 


Wilson  County  Medical  Society 

28  members/request  membership  information  from: 
Thomas  R.  Puryear,  M.D.,  Secretary,  239  E.  Main 
St.,  Lebanon 

Society  meets  usually  second  Tuesday  of  each  month; 
time  and  location  vary 


Sam  B.  McFarland,  M.D. 
1985  President 


“Like  the  federal  government,  the  state  and  national 
medical  associations  are  not  all  that  they  should  be. 
They  are  all  we  have  for  continuing  valuable  medical 
education  and  properly  controlling  our  members,  both 


medically  and  morally,  so  that  the  public  may  receive 
the  best  medical  care.  They  are  the  only  power  the 
profession  has  to  prevent  complete  federal  control  of 
our  practice.  The  legislature  will  listen  more  carefully 
when  it  knows  the  profession  represents  100%  of  the 
physicians.  When  doctors  learn  to  appreciate  and  re- 
spect their  colleagues,  there  will  be  much  less  mal- 
practice. It  is  time  that  we  present  a united  front.” 


EAST  TENNESSEE 


Blount  County  Medical  Society 

91  members/request  membership  information  from: 
Marvin  Beard,  M.D.,  Secretary/Treasurer,  2032 
Chilhowee  Medical  Park,  Maryville 


Bradley  County  Medical  Society 

67  members/request  membership  information  from: 
Don  C.  Harting,  M.D.,  Secretary,  2200  Chambliss 
Ave.,  Cleveland 


Fred  A.  Muths,  M.D. 
1985  President 


“The  foundations  of  medicine  are  being  challenged  on 
multiple  fronts.  Shaken  from  its  complacency  by  at- 
tacks from  government  interests,  business  coalitions, 
insurers,  various  political  groups,  and  growing  liability 
problems,  we  find  both  desirable  and  harmful  changes 
in  the  wind.  Fate  has  given  our  generation  the  task  of 
saving  that  which  is  desirable,  influencing  that  in  need 
of  change,  and  opposing  that  which  damages  what  our 
profession  represents.  These  are  not  the  times  to  be 
faint  of  heart.  Benjamin  Franklin  said  it  over  200  years 
ago:  ‘We  must  all  hang  together,  or  assuredly  we  shall 
all  hang  separately.’  ” 


Campbell  County  Medical  Society 

19  members/request  membership  information  from: 
Lee  J.  Seargeant,  M.D.,  Secretary,  PO  Box  1381 
LaFollette 

Society  meets  third  Wednesday  of  each  month,  7 PM 
at  the  Colonial  House  Restaurant,  Caryville 
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Carter  County  Medical  Society 

22  members/request  membership  information  from: 

W.  Joyce  May,  M.D.,  Secretary,  922  West  G St., 
Elizabethton 

Society  meets  six  times  a year,  mid-month  at  various 
locations 


Teodorico  P.  Cruz,  Jr.,  M.D. 
1985  President 


“We  need  to  organize  in  medicine  because  a group 
working  together  can  be  heard.  We  can  coordinate  our 
actions  and  persuade  our  politicians  to  listen  to  us  be- 
cause we  have  more  votes.” 


Chattanooga-Hamilton  County  Medical  Society 

546  members/request  membership  information  from: 
Mr.  Raymond  Schklar,  Chief  Executive  Officer, 
960  E.  Third  St.,  Suite  313,  Chattanooga  37403 


Knoxville  Academy  of  Medicine 

634  members/request  membership  information  from: 
Mrs.  Jane  Smith,  Executive  Secretary,  422  W. 
Cumberland  Ave.,  Knoxville  37902 
Academy  meets  second  Tuesday  of  each  month,  7:30 
PM  in  the  Academy  building 


David  G.  Gerkin,  M.D. 
1985  President 


“Organized  medicine  is  really  responsible  medicine.  We 
as  physicians  are  responsible  for  protecting  our  pa- 
tients from  external  influences,  such  as  unwise  govern- 
ment policies  and  regulations,  that  would  adversely  af- 
fect the  quality  and  access  to  care.  We  are  also 
responsible  to  our  colleagues  for  protecting  against  in- 
ternal influences  that  tend  to  isolate  and  separate  us. 
Only  through  forums  such  as  the  local  medical  society, 
state  society,  and  the  AMA,  can  we  remain  informed 
and  unified.  I am  proud  to  participate  in  them  all.” 


Cocke  County  Medical  Society 

6 members/request  membership  information  from: 
Michael  T.  Hood,  M.D.,  Secretary,  PO  Box  608, 
Newport 


Cumberland  County  Medical  Society 

34  members/request  membership  information  from: 
Donathan  M.  Ivey,  M.D.,  Secretary,  PO  Box  2973, 
Crossville 

Society  meets  fourth  Thursday  of  “called”  months 


Lakeway  Medical  Society 

60  members/request  membership  information  from: 
William  R.  Gronewald,  M.D.,  Secretary,  521 
McFarland,  Morristown 


McMinn  County  Medical  Society 

36  members/request  membership  information  from: 
William  G.  Morris,  M.D.,  Secretary,  503  W.  Mad- 
ison, Athens 

Society  meets  second  Tuesday  of  spring/fall  months, 
7 PM  at  the  Browning  Circle  Women’s  Club 


Greene  County  Medical  Society 

53  members/request  membership  information  from: 
Robert  C.  Diez  d’Aux,  M.D.,  Secretary,  No.  2 
Spencer  Square,  Greeneville 


Hawkins  County  Medical  Society 

6 members/request  membership  information  from: 
William  E.  Gibbons,  M.D.,  Secretary,  900  W.  Main 
St.,  Rogersville 


Monroe  County  Medical  Society 

14  members/request  membership  information  from: 
George  Wiggins,  M.D.,  Secretary,  PO  Box  488, 
Madisonville 


Roane-Anderson  County  Medical  Society 

111  members/request  membership  information  from: 
Ms.  Silvia  Aliberti,  Executive  Secretary,  207  W. 
Tennessee  Ave.,  Oak  Ridge 
Society  meets  last  Tuesday  of  each  month;  location 
changes 
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Robert  S.  Dotson,  M.D. 
1985  President 


“Our  medical  system,  a system  which  has  traditionally 
provided  the  world's  highest  level  of  medical  care,  is 
undergoing  radical  change.  This  change  is  not  neces- 
sarily for  the  better.  It  appears  that  the  best  interests 
of  our  patients  will  be  sacrificed  to  assure  maximal 
corporate  profits  and  minimal  government  costs.  It  is 
the  ‘11th  hour'  in  this  period  of  change,  and  organized 
medicine  appears  to  be  the  only  voice  through  which 
we  have  even  a small  chance  to  influence  the  future. 
Individually  we  will  not  be  able  to  continue  to  be  pa- 
tient and  physician  advocates;  collectively  we  may  have 
one  last  opportunity.” 


Scott  County  Medical  Society 

7 members/request  membership  information  from: 
Mike  Perkins,  M.D.,  President,  Bank  Street,  Onei- 
da 


Sevier  County  Medical  Society 

10  members/request  membership  information  from: 
John  C.  Jacobs,  Jr.,  M.D.,  Secretary,  709  Middle 
Creek  Road,  Sevierville 


Sullivan  County  Medical  Society 

259  members/request  membership  information  from: 
Ms.  Jan  Hagy,  Executive  Secretary,  350  Blountville 
Hwy.,  Suite  205,  Bristol 


Fred  Knickerbocker,  M.D. 
1985  President 


“There  is  a tremendous  push  from  the  government  and 
insurance  industry  to  change  the  way  we  practice  med- 
icine. Organized  medicine  is  our  only  real  means  to 
influence  the  changes  for  optimal  benefit  of  patients 
and  the  doctors  who  provide  their  care.” 


Washington-Unicoi-Johnson  County 
Medical  Association 

186  members/request  membership  information  from: 
Ms.  Bea  Hudswell,  Executive  Secretary,  400  State 
of  Franklin  Road,  Johnson  City 
Association  meets  first  Thursday  of  each  month,  6:30 
PM  at  Johnson  City  Country  Club 


A Sign  of 
the  Times? 


JOHN  JONES,  MD.  !j‘ 
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In  ten  years,  you  could  be  paying  far 
more  for  professional  liability  insurance 
than  you  now  make  in  a year  of  practice. 

The  American  Medical  Association  is 
fighting  to  keep  liability  costs  under  con- 
trol: reviewing  tort  reform,  working  with 
national  policymakers,  promoting  state 
coalitions  to  address  the  issue,  distrib- 
uting patient  information  material,  and 


informing  physicians  on  how  to  avoid 
lawsuits. 

Do  you  want  something  done  about 
professional  liability?  Join  the  AMA. 

For  information,  call  toll-free  800/621-8335  (in 
Illinois,  call  collect  312/645-4783),  or  write: 

The  American  Medical  Association 

Division  of  Membership 

535  North  Dearborn  Chicago,  Illinois  60610 
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From  the  executive  Director 


The  Tennessee  Medical  Association 
...  A Good  Investment 


L.  Hadley  Williams 
Executive  Director 


The  Tennessee  Medical  Association  has  earned  its 
position  as  the  major  voice  for  Tennessee  physicians. 
With  more  than  5,700  members,  it  is  the  only  organi- 
zation with  the  influence  and  authority  to  speak  for 
Tennessee  medicine  as  a whole — to  the  public,  the 
government,  the  press. 

Medicine  is  under  pressure  from  a host  of  organi- 
zations, and  physicians  can  meet  these  challenges  only 
if  they  are  united  and  well  organized.  Why  is  it  more 
important  today,  than  ever  before,  that  you  become 
an  active  member  of  your  Tennessee  Medical  Associ- 
ation? The  primary  reason  is  change.  Look  around  you 
today  and  you’ll  find  socioeconomic  change,  political 


change,  the  quality  of  health  care  versus  cost,  the  con- 
cept of  competition,  the  identity  and  image  crisis, 
professional  liability  insurance  costs  and  on  and  on. 
Change  is  not  always  good — only  inevitable. 

As  an  individual  physician,  you  have  a limited  voice 
in  how  changes  in  these  and  other  areas  will  take 
place — when  they  will  occur  and  the  change  necessary 
to  benefit  both  society  and  the  profession.  Collective- 
ly, we  can  effect  our  own  change.  We  can  determine 
our  future.  It’s  an  investment  you  can’t  afford  to  do 
without.  TMA  needs  your  voice — your  ideas — your 
decisions.  It’s  a mutual  investment:  You  and  your  state 
medical  association. 


About  the  Tennessee  Medical  Association 


The  Tennessee  Medical  Association  was  formed  in 
1830  and  has  striven  to  preserve  the  dignity,  honor, 
and  ethics  of  the  profession  of  medicine  and  to  en- 
hance the  quality  of  medical  care  in  Tennessee.  Begin- 
ning with  151  charter  members,  TMA  now  boasts  a 
membership  in  excess  of  5,700  members. 

The  Association  is  composed  of  51  component 
medical  societies.  Each  component  society  elects  a 
president  and  secretary  to  guide  the  business  of  the 
society  and  a delegate(s)  to  represent  the  society  at 
the  annual  meeting  of  the  TMA.  More  than  25  stand- 
ing and  special  committees  carry  on  the  work  of  the 
Association  and  report  yearly  to  the  House  of  Dele- 
gates at  the  annual  meeting.  This  meeting  is  held  in 
April  of  each  year  rotating  its  site  from  East  to  West 
to  Middle  Tennessee.  Twenty-three  medical  specialty 
societies  present  scientific  programs  in  conjunction  with 
the  TMA  meeting  with  CME  credits  offered.  Attend- 
ance at  these  meetings  has  risen  from  748  in  1962  to 
1,557  in  1980,  the  150th  anniversary  of  the  TMA.  The 


House  of  Delegates  meets  twice  during  each  annual 
meeting. 

The  TMA  Auxiliary  meets  concurrently  during  the 
annual  meeting.  The  Auxiliary  is  composed  of  spouses 
of  TMA  members  and  it  sponsors  many  worthwhile 
programs  and  activities  in  keeping  with  the  objectives 
of  organized  medicine. 

TMA  Dues  Paying  Membership  Categories: 

ACTIVE — licensed  doctors  of  medicine  holding 
membership  in  component  medical  societies.  RES- 
IDENT— doctors  of  medicine  in  accredited  residen- 
cy programs. 

TMA  Dues  Exempt  Membership  Categories: 

RETIRED  — over  age  65  (working  less  than  20  hours 
per  week).  VETERAN — over  age  70.  DIS- 
ABLED— unable  to  practice.  ASSOCIATE — US 
Armed  & Public  Health  Services.  SPECIAL — 
membership  by  vote  of  the  Board  of  Trustees. 
STUDENT — Tennessee  medical  school  student. 
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Continuing  Medical  Education — TMA  is  the  accredit- 
ing agency  for  community  hospitals  wishing  to  offer 
Category  1 credit  for  their  CME  programs.  Also,  as 
coordinator  and  cosponsor  of  specialty  society  pro- 
grams conducted  in  conjunction  with  the  TMA  annual 
meeting,  TMA  certifies  Category  1 credit  for  those 
programs  meeting  appropriate  criteria. 

Impaired  Physician  Program — This  program  began  in 
1979  to  provide  a confidential  source  of  help  to  phy- 
sicians with  serious  impairments  related  to  alcohol  and 
drug  abuse.  Families  and  associates  of  physicians  may 
call  and  identify  those  in  need.  If  you  know  impaired 
physicians,  please  help  them  by  calling  (615)  327-2711. 
If  outside  the  Nashville  area,  call  collect.  Phone  serv- 
ice is  available  around  the  clock. 

IMPACT — Independent  Medicine’s  Political  Action 
Committee — Tennessee  is  a bipartisan  independent 
organization  created  for  effective  political  action.  Ef- 
forts are  made  to  keep  the  membership  informed  of 
medical/political  issues  affecting  medicine  and  to  pro- 
vide financial  support  to  candidates  who  are  in  har- 
mony with  the  medical  profession. 

Student  Education  Fund — The  TMA  Student  Educa- 
tion Fund  was  established  in  1962  to  offer  financial 
assistance  to  Tennesseans  who  are  enrolled  in  or  ac- 
cepted by  one  of  the  medical  schools  in  the  state.  Loans 
are  for  tuition  and  required  equipment  with  a maxi- 
mum of  $10,000  over  a four-year  period.  Interest  be- 
gins accruing  at  the  rate  of  1%  over  the  current  prime 
rate  per  annum  upon  graduation,  and  the  loan  must 
be  repaid  in  full  within  five  years  after  graduation. 
Currently  163  students  have  active  loans  with  the 
TMA/SEF,  and  a total  of  307  doctors  have  attended 
medical  school  with  the  help  of  the  Fund. 

Physician  Placement  Service — The  Placement  Office 
offers  physicians  interested  in  practicing  medicine  in 
Tennessee  an  opportunity  to  list  their  qualifications  in 
the  Journal  of  the  Tennessee  Medical  Association  and 


in  bulletins  sent  to  members  who  may  be  seeking  part- 
ners or  associates.  This  service  is  free  of  charge. 

Publications — The  Journal  of  the  Tennessee  Medical 
Association,  published  monthly  since  1908,  contains 
scientific,  socioeconomic,  and  medicolegal  articles  as 
well  as  news  items  for  and  about  the  members,  and 
CME  program  information.  The  TMA  also  publishes 
a Legislative  Log  to  inform  component  society  officers 
of  health-related  legislation  being  considered  by  the 
Tennessee  General  Assembly.  The  TMA  Newsletter 
apprises  members  of  specific  activities  and  timely  news 
of  the  Association. 

Specialty  Society  Services — TMA  provides  administra- 
tive staff  and  service  to  five  medical  specialty  societies: 
TN  Psychiatric  Association,  TN  Society  of  Internal 
Medicine,  TN  Chapter-American  Academy  of  Pediat- 
rics and  Tennessee  Pediatric  Society,  TN  Academy  of 
Ophthalmology,  and  the  TN  Radiological  Society. 

Insurance  Seminars — The  TMA,  in  cooperation  with 
the  metropolitan  medical  societies  and  the  Tennessee 
Society  of  Medical  Assistants,  Inc.,  conducts  annual 
insurance  seminars  across  the  state  to  keep  physicians 
and  their  employees  informed  on  coding  and  filing  in- 
surance claims  for  the  major  carriers  in  Tennessee.  Loss 
prevention  seminars  presented  by  the  State  Volunteer 
Mutual  Insurance  Company  and  cosponsored  by  the 
TMA  are  conducted  in  conjunction  with  the  insurance 
seminars. 

Legislative  Representation — The  TMA  maintains  full- 
time staff  directly  responsible  for  monitoring  both  state 
and  federal  legislation  affecting  medicine.  The  staff 
provides  support  for  the  TMA  Committee  on  Legisla- 
tion which  initiates  policy  recommendations  on  legis- 
lation and  aids  in  the  development  of  legislative  pro- 
posals beneficial  to  medicine  and  to  the  public. 

Group  Travel  Tours — A wide  range  of  tours  to  coun- 
tries throughout  the  world  is  available  to  the  TMA 
membership  at  greatly  reduced  rates. 




Programs  and  Services  for  TMfl  Members 


TMA  PHYSICIAN  SERVICES,  INC. 

Group  Insurance  Programs — Under  the  umbrella  of  the  TMA  Association  Insurance  Agency,  Inc.,  offers 
comprehensive  medical  plans  for  members,  their  families,  and  their  employees  . . . “Hospital  Helper”  to 
supplement  the  above  medical  plan  . . . group  term  life  insurance  for  individuals  and  for  group  practices 
. . . overhead  expense  disability  plan  . . . high  limit  accidental  death  and  dismemberment  coverage  for 
members,  their  families,  and  their  employees.  (The  individual  disability  coverage  for  members  and  their 
employees  will  be  administered  by  Smith,  Reed,  Thompson  & Ellis  Company  through  1986.) 

Auto  Rental — offered  by  Alamo  Rent  A Car  provides  TMA  members  the  opportunity  to  rent  automobiles 
with  savings  up  to  30%  when  reservations  are  made  24  hours  in  advance. 

Statewide  Collection  Service — offered  by  I.  C.  System,  Inc.,  a nationally  recognized  company,  provides 
an  effective,  ethical,  and  economical  system  for  improving  cash  flow  and  collecting  overdue  accounts. 

Gold  Master  Card — issued  by  the  Maryland  Bank  offers  lines  of  credit  to  $10,000  to  qualified  TMA 
members,  emergency  cash,  lost  card  registration,  travelers  message  service,  luggage  and  travel  insurance. 
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Myasthenia  Gravis  Associated  With 
Small  Cell  Carcinoma  of  the  Lung 

PATRICK  B.  HAZARD,  M.D.;  TULIO  E.  BERTORINI,  M.D.;  and  JOHN  P.  GRIFFIN,  M.D. 


Myasthenia  gravis  (MG),  spontaneously  aris- 
ing in  humans  and  experimentally  induced  in  an- 
imals, results  from  an  autoimmune  attack  on  the 
nicotinic  acetycholine  receptors  of  the  motor  end 
plate.1-2  MG  is  frequently  associated  with  other 
autoimmune  conditions,2-3  and  sometimes  with 
thymic  hyperplasia45  and  thymic  tumors.6  The 
disorder  is  characterized  clinically  by  intermit- 
tent muscle  weakness  which  improves  with  anti- 
cholinesterase medications  and  by  decremental 
neuromuscular  transmission  during  the  repetitive 
nerve  stimulation  test  at  frequencies  of  2 to  10 
Hz.78 

A syndrome  of  muscle  weakness  which  is  not 
responsive  to  anticholinesterase  medication  and 
which  is  thought  to  be  caused  by  a prejunctional 
abnormality  of  neuromuscular  transmission9  is 
frequently  associated  with  small  cell  anaplastic 
carcinoma  of  the  lung.9-10  This  syndrome,  origi- 
nally described  by  Eaton  and  Lambert,11  has 
charactertistic  findings  on  the  repetitive  nerve 
stimulation  test,  which,  unlike  MG,  take  the  form 
of  incremental  neuromuscular  transmission  with 
higher  stimulation  frequencies.9-11 

Although  there  also  seems  to  be  an  associa- 
tion between  MG  and  certain  non-thymic  neo- 


From  the  Departments  of  Medicine  (Pulmonary  Division)  and 
Neurology,  University  of  Tennessee  Center  for  the  Health  Sciences. 
Memphis. 

Reprint  requests  to  910  Madison  Ave..  Suite  825,  Memphis.  TN 
38103  (Dr.  Hazard). 


plasms,12  such  a relationship  with  bronchogenic 
carcinoma  is  not  established.  The  appearance  of 
MG  in  a man  with  small  cell  lung  carcinoma 
forms  the  basis  of  this  report. 

Case  Report 

A 55-year-old  male  cigarette  smoker  pre- 
sented himself  after  a nine-month  history  of  pro- 
gressive generalized  muscle  weakness,  dyspnea, 
and  cough.  He  denied  diplopia,  dysarthria,  diffi- 
culty swallowing,  numbness  or  paresthesias,  or 
muscle  cramps  or  fasciculations,  but  noted  that 
his  head  sometimes  felt  so  heavy  that  he  had  dif- 
ficulty holding  it  up.  His  weakness  tended  to  in- 
crease with  exercise  and  his  legs  tended  to  give 
way  on  climbing  stairs.  He  also  noted  a weight 
loss  of  some  25  kg.  His  past  medical  history  was 
unremarkable,  and  he  denied  any  family  history 
of  neuromuscular  disease. 

On  physical  examination  his  blood  pressure 
was  100/60  mm  Hg,  temperature  97.4°F,  pulse  80/ 
min,  and  respiratory  rate  16/min.  The  general 
examination  was  unremarkable  except  for  bilat- 
erally diminished  breath  sounds  and  an  enlarged 
anteroposterior  thoracic  diameter  without  palpa- 
ble adenopathy.  Neurologic  examination  showed 
normal  mentation  and  cranial  nerve  function.  In 
particular,  there  was  no  evidence  of  ptosis  even 
on  sustained  upward  gaze,  and  there  was  diplo- 
pia. Neck  flexor  muscles  were  very  weak;  they 
could  barely  overcome  gravity  and  fatigued  on 
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sustained  contraction.  There  was  evidence  of 
proximal  muscle  weakness,  with  essentially  nor- 
mal deep  tendon  reflexes,  and  no  pathologic  re- 
flexes were  elicited.  Sensory  examination  and 
tests  of  coordination  were  normal. 

Results  of  routine  laboratory  examinations  in- 
cluding complete  blood  count,  electrolytes,  blood 
glucose  and  urea  nitrogen,  lactic  dehydrogenase, 
creatine  kinase,  and  urinalysis  were  all  within 
normal  ranges.  Arterial  blood  gases,  erythrocyte 
sedimentation  rate,  and  serum  protein  electro- 
phoresis were  similarly  unremarkable,  and  the 
electrocardiogram  was  normal.  On  the  admission 
chest  roentgenogram  a noncalcified  5-cm  multi- 
lobulated  soft-tissue  mass  was  noted  in  the  right 
upper  lobe  (Fig.  1A).  Right  hilar  enlargement  was 
also  judged  to  be  present. 

Cytologic  examinations  of  several  sputum  col- 
lections were  unrevealing,  but  a biopsy  of  the 
right  upper  lobe  lesion  obtained  with  the  fiber- 
optic bronchoscope  demonstrated  an  anaplastic 
small  cell  carcinoma.  No  evidence  of  metastasis 
was  revealed  by  bone  marrow  examination  nor 
by  bone,  brain,  or  liver  radionuclide  scans. 


Because  of  the  patient's  weakness  he  received 
an  intravenous  injection  of  edrophonium  chlo- 
ride with  remarkable  though  transient  improve- 
ment of  muscle  strength.  Electromyographic 
studies  revealed  normal  motor  and  sensory  nerve 
conduction  velocities.  Needle  electromyography 
was  normal  without  evidence  of  denervation  and 
with  normal  motor  units  on  voluntary  effort.  Re- 
petitive stimulation  at  2 Hz  on  the  left  ulnar  nerve 
with  recording  on  the  adductor  digiti  minimi 
muscle  revealed  a compound  muscle  action  po- 
tential of  10  mV  amplitude,  which  showed  a 28% 
decrement  on  the  fourth  response  (Fig.  2).  There 
was  no  evidence  of  post-tetanic  facilitation,  but 
rather  a 22%  decrement  was  noted  at  20  Hz 
stimulation.  These  findings  were  considered  rep- 
resentative of  MG,  and  inconsistent  with  Eaton- 
Lambert  syndrome.13 

The  patient  was  initially  treated  with  pyrido- 
stigmine bromide,  up  to  120  mg  four  times  daily, 
with  striking  improvement  in  muscle  strength. 
Initial  chemotherapy  with  cyclophosphamide, 
vincristine,  and  doxorubicin  was  given,  and  fol- 
lowed by  radiotherapy  consisting  of  3,000  rads 
prophylatic  whole  brain  radiation  and  3,500  rads 
local  thoracic  radiation  over  16  days.  This  result- 


Figure  1.  Standard  posteroanterior  chest  roentgenograms  of  the  patient  described.  (A)  On  initial  presentation,  a solitary  mass  is  visible  in  the 
right  upper  lobe,  which  later  proved  to  be  small  cell  carcinoma.  (B)  Twelve  weeks  after  induction  of  chemotherapy  and  radiotherapy,  the  mass 
is  no  longer  detectible. 
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ed  in  a 40%  decrease  in  the  size  of  the  tumor 
mass  on  chest  roentgenogram  before  hospital 
discharge. 

Although  his  discharge  medications  included 
pyridostigmine,  the  patient  stopped  taking  it  one 
week  after  discharge  and  again  developed  severe 
muscle  weakness.  On  reinstitution  of  the  drug, 
however,  muscle  strength  again  improved. 
Thereafter,  the  patient  returned  at  monthly  in- 
tervals for  additional  courses  of  chemotherapy, 
and  by  the  second  such  visit  the  pulmonary  le- 
sion was  no  longer  visible  on  the  chest  roentgen- 
ogram (Fig.  IB).  The  pyridostigmine  was  gradu- 
ally tapered  and  discontinued  at  this  time  without 
recurrence  of  neuromuscular  symptoms.  An 
electromyogram  and  repetitive  nerve  stimulation 
performed  after  stopping  pyridostigmine  were 
entirely  normal.  Monthly  chemotherapy  with  cy- 
clophosphamide, vincristine,  and  doxorubicin  was 
given  through  a total  of  nine  courses,  then  dis- 
continued. The  patient  experienced  no  further 
respiratory  or  neuromuscular  problems  thereaft- 
er, but  was  lost  to  follow-up  17  months  after 
presentation. 


Discussion 

This  patient  had  a histologically  proven  small 
cell  anaplastic  carcinoma  of  the  lung  accom- 
panied by  severe  muscle  weakness.  The  Eaton- 
Lambert  syndrome  is  frequently  associated  with 
small  cell  carcinoma  and  may  persist  following 
tumor  therapy.10  Unlike  MG,  in  which  muscle 
weakness  stems  from  an  autoimmune  reaction 
with  the  motor  end  plate,1  Eaton-Lambert  syn- 
drome is  believed  to  be  the  result  of  a presyn- 
aptic  abnormality  of  acetylcholine  release,7-9 13  and 
has  characteristic  electromyographic  findings  of 
small  amplitude  compound  muscle  action  poten- 
tials, with  marked  facilitation  at  rapid  stimula- 
tion rates  and  poor  response  to  cholinesterase  in- 
hibitors.7-11 The  repetitive  stimulation  test  in  this 
patient  did  not  demonstrate  these  abnormalities, 
but  rather  a normal  amplitude  compound  muscle 
action  potential  with  decrement  at  both  slow  and 
rapid  stimulation  rates  as  is  seen  with  MG.8  Fur- 
thermore, the  response  to  anticholinesterase 
agents  also  favored  the  diagnosis  of  MG  over 
Eaton-Lambert  syndrome.13  Acetylcholine  re- 
ceptor antibodies  were  unfortunately  not  mea- 


Figure  2.  Repetitive  stimulation  test  on  ulnar  nerve,  recording  on  adductor  digiti  minimi  muscle:  (A)  rate  of  stimulation  at  2 Hz,  sweep  incontin- 
uous,  (B)  same  at  20  Hz,  (C)  initial  compound  muscle  action  potential  wave  form. 
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sured  initially,  but  were  normal  later  when  the 
patient  was  in  remission.  The  absence  of  such 
antibodies  is  of  limited  diagnostic  value  in  the 
patient  in  remission,  since  titers  are  known  to 
decrease  with  clinical  improvement.1416 

Although  it  is  conceivable  that  the  MG  and 
the  carcinoma  in  this  man  might  have  occurred 
simultaneously  on  the  basis  of  chance  alone,  the 
complete  resolution  of  muscle  weakness  after 
successful  chemotherapy  and  radiation  of  the  tu- 
mor strongly  suggests  a relationship  between 
them.  While  it  is  also  possible  that  the  immuno- 
suppression attending  chemotherapy  could  have 
favorably  affected  the  MG,  and  might  theoreti- 
cally have  produced  remission  regardless  of  the 
tumor  presence,  the  therapy  did  not  include  ad- 
renal corticosteroids,  the  immunosuppressive 
agents  commonly  employed  in  this  condition. 
Furthermore,  the  patient  remained  free  of  symp- 
toms for  many  months  after  discontinuation  of 
chemotherapy. 

In  light  of  the  foregoing  considerations,  we 
believe  that  the  patient  had  clinical  and  electro- 
physiological  evidence  of  classical  MG,  clearly 
related  to  the  presence  of  small  cell  lung  carci- 
noma, which  underwent  complete  remission  af- 
ter successful  tumor  therapy.  Whereas  the  asso- 
ciation of  Eaton-Lambert  syndrome  with 
bronchogenic  carcinoma  is  well  established,  and 
remission  of  the  syndrome  following  successful 
nonoperative  therapy  of  the  cancer  has  been  de- 
scribed,10 such  a relationship  between  MG  and 
bronchogenic  carcinoma  has  not  previously  been 


clearly  demonstrated.  We  believe  this  case  to  il- 
lustrate that  relationship,  and  furthermore  to 
demonstrate  the  reversibility  of  the  muscle  syn- 
drome when  the  underlying  tumor  is  controlled. 
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The  response  of  an  individual  to  noxious  stim- 
uli, whether  infection,  trauma,  malignancy,  or 
immunologic  change,  is  a series  of  events  called 
the  acute  phase  reactions.  These  reactions  may 
include  hematologic,  immunologic,  or  metabolic 
changes,  the  last  of  which  includes  net  nitrogen 
catabolism,  hypoferremia,  hypozincemia,  pro- 
teinuria, and  hypercupremia.  Additionally  there 
is  the  generation  of  acute  phase  hepatic  synthesis 
of  C-reactive  protein,  as  well  as  an  increase  in 
fibrinogen  resulting  in  an  increase  in  the  eryth- 
rocyte sedimentation  rate  (ESR).  There  are  also 
changes  in  certain  complement  components  and 
other  serum  proteins,  and  hypergammaglobulin- 
emia and  alterations  in  cell-mediated  immunity 
may  occur. 

Fever  is  the  most  easily  recognized  and  the  most 

commonly  occurring  of  the  acute  phase  reac- 
tions. It  is  so  common  that  it  has  achieved  the 
status  of  sine  qua  non  of  the  acute  phase  re- 
sponse. Even  though  a specific  agent  may  pro- 
duce the  acute  phase  reactions,  the  signs  and 
symptoms  are  often  attributed  to  the  febrile  por- 
tion of  the  response.  No  one  would  suggest  that 
a person  feels  acutely  ill  because  of  hypoferre- 
mia, but  it  is  common  to  say  that  one  feels  quite 
bad  because  of  fever. 

My  interest  in  fever  developed  while  I was  an 
intern  under  the  tutelage  of  Paul  Beeson,  M.D., 
who  had  demonstrated  that  fever  was  caused 
(mediated)  by  a leukocytic  product  which  he 
named  endogenous  pyrogen.  He  suggested  that 
fever  might  benefit  the  patient  and  be  of  some 
diagnostic  help  to  the  physician.  In  the  interven- 
ing 30  years  voluminous  literature  has  accumu- 
lated on  the  subject  of  fever.  The  conclusion  is 
that  fever  probably  has  a beneficial  role  in  the 
host  defense.  Even  so,  physicians  continue  to  di- 
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rect  efforts  toward  the  reduction  of  fever  of  even 
minor  degree.  It  is  common  to  see  physician  or- 
ders calling  for  the  administration  of  an  antipy- 
retic drug  should  a patient’s  temperature  exceed 
100.5°  F or  101°  F.  In  a recent  review  by  Weiss 
and  Herskowitz1  of  questionnaires  sent  to  95  pe- 
diatric residents,  they  found  that  even  though 
61%  of  the  residents  surveyed  believed  fever  to 
be  a host  defense  mechanism,  almost  all  of  them 
vigorously  sought  to  abate  this  admittedly  bene- 
ficial defense  mechanism. 

Historically,  physicians  have  not  considered  fe- 
ver in  such  a light.  Hippocrates  recognized  fever 
as  an  opportunity  for  entry  of  inflammation.  Em- 
pirically, he  considered  that  fever  might  be  of 
benefit  to  the  patient.  The  great  17th  century 
English  physician  Sydenham,  the  “English  Hip- 
pocrates,” believed  that  “fever  is  nature’s  engine 
which  she  brings  into  the  field  to  remove  her  en- 
emy.” Why  did  this  attitude  change  so  dramati- 
cally during  the  last  century? 

It  seems  to  me  that  two  dramatic  events  oc- 
curred during  the  latter  part  of  the  19th  century 
that  changed  the  physician’s  attitude  toward  fe- 
ver. The  development  of  the  medical  thermom- 
eter made  easy  the  measurement  of  body  tem- 
perature. Not  long  thereafter  came  the  discovery 
of  the  analgesic  and  antipyretic  drug,  aspirin. 
Thus,  there  was  a ready  means  of  both  accurate- 
ly measuring  and  reducing  body  temperature. 
Since  fever  was  recognized  as  an  indication  of  a 
disease  state,  it  should,  therefore,  be  lowered, 
and  the  tool  was  available  for  accomplishing  it. 
With  few  tools  to  either  diagnose  or  treat  the  eti- 
ologic  agent,  physicians  responded  with  a vigor- 
ous assault  on  fever.  This  attitude  is  still  preva- 
lent. 

The  word  “fever”  should  be  reserved  for  states 

in  which  there  is  an  elevated  body  temperature 
mediated  by  a change  in  the  thermoregulatory 
mechanism  or  “thermostat.”  This  “thermostat” 
is  located  in  the  preoptic  anterior  hypothalamus. 
Hyperpyrexia,  on  the  other  hand,  should  refer  to 
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states  in  which  the  thermostat  is  set  on  normal 
but  in  which  the  body  generates  more  heat  than 
can  be  dissipated. 

In  1887  Liebermeister  proposed  the  set  point 
theory  of  fever.  Briefly,  this  concept  states  that 
the  febrile  condition  is  not  the  result  of  the 
body’s  inability  to  regulate  temperature,  but  that 
the  body  is  regulating  its  temperature  at  a higher 
level.  Beeson  and  Bennett2  thought  that  granu- 
locytes produced  an  endogenous  pyrogen;  this 
substance  is  now  called  interleukin- 1.  Recent 
evidence  reviewed  by  Dinarello3  indicates  that 
interleukin-1  is  produced  in  mononuclear  lym- 
phocytes instead  of  granulocytes.  Other  than  the 
febrile  response,  this  substance  has  had  attribut- 
ed to  it  a much  expanded  role  in  other  reac- 
tions— that  of  lymphocyte  endogenous  mediator, 
lymphocyte  activating  factor,  and  B cell  activat- 
ing factor;  along  with  a sister  substance,  interleu- 
kin-2, a product  of  T cells,  it  modulates  a variety 
of  host  defense  mechanisms. 

Interleukin-1  is  a small  protein  molecule  which 
is  destroyed  at  temperatures  in  excess  of  56°  C. 
Repeated  injection  of  the  protein  results  in  little 
or  no  host  tolerance.  Interleukin-1  is  not  con- 
stantly present  in  mononuclear  leukocytes  but 
appears  in  response  to  the  previously  mentioned 
noxious  stimuli. 

The  ability  for  and  necessity  of  mounting  a fe- 
brile response  is  not  exclusive  to  warm-blooded 
animals  but  is  shared  by  cold-blooded  animals. 
From  an  evolutionary  standpoint,  the  febrile  re- 
sponse has  existed  for  at  least  300  million  years. 
On  the  basis  of  “survival  of  the  fittest”  alone, 
this  response  would  be  viewed  as  beneficial.  Or- 
ganisms failing  to  mount  a febrile  response  would 
be  dropped  from  species  development.  In  a se- 
ries of  experiments  using  fish  and  desert  iguana, 
Kluger  and  others4  showed  that  a marked  in- 
crease in  survival  resulted  if  these  cold-blooded 
animals  were  allowed  to  mount  a febrile  re- 
sponse. While  less  clear  cut,  a study  by  Vaughn 
et  al3  showed  that  all  rabbits  died  after  injections 
with  Gram-negative  bacteria  while  having  the 
preoptic  anterior  hypothalamus  infused  with  so- 
dium salicylate.  The  control  group  without  the 
salicylate  infusion  had  only  a 29%  death  rate.  The 
uninfected,  salicylate  perfused  group  had  a 100% 
survival  rate. 

Although  not  as  important  as  the  mediation  of 
host  response  by  interleukin-1,  temperature  has 


a direct  effect  upon  organism  multiplication. 
Some  strains  of  pneumococci  and  gonococci  are 
promptly  killed  at  temperatures  of  40°  C to  41°  C. 
Certain  spirochete  strains  (Treponema  pallidum ) 
are  killed  at  temperatures  of  41°  C.  Certain  vi- 
ruses grow  more  rapidly  at  normal  body  temper- 
atures than  they  do  at  temperatures  in  the  range 
of  41°  C. 

The  lowering  of  serum  iron  by  interleukin-1 
may  be  an  important  factor  in  preventing  bacte- 
rial proliferation  during  the  febrile  state. 

As  mentioned,  it  is  often  said  that  the  host 
feels  bad  because  of  the  febrile  state  rather  than 
feeling  bad  because  of  the  underlying  cause  of 
the  febrile  condition.  Until  recently  it  was  be- 
lieved that  an  elevation  in  body  temperature  as- 
sociated with  exercise  was  related  solely  to  in- 
creased heat  production  in  excess  of  heat 
dissipation.  Work  by  Cannon  and  Kluger6  indi- 
cated that  during  exercise  interleukin-1  is  pro- 
duced and  that  there  is  an  actual  elevation  of  the 
set  point  similar  to  that  occurring  in  the  febrile 
reaction.  During  this  phase  athletes  do  not 
report  feeling  bad  but  even  report  a feeling  of 
exhilaration,  even  while  they  have  temperature 
elevation  at  least  partially  mediated  by  interleu- 
kin-1. 


Fever  is  an  expensive  metabolic  host  response. 

The  increased  metabolic  demands  must  be  antic- 
ipated and  met  by  the  physician  caring  for  the 
febrile  patient.  As  an  example,  each  one  degree 
centigrade  rise  in  body  temperature  causes  a 10% 
increase  in  fluid  loss,  which  must  be  replenished. 

The  generation  of  interleukin-1  and  the  result- 
ing febrile  and  immune  responses  teleologically 
represent  an  important  host  defense  mechanism. 
Since  the  febrile  state  usually  is  symptomatic  of 
a disease  process,  the  etiology  of  fever  should  be 
aggressively  sought.  When  the  cause  is  defined, 
it  should  be  eliminated  (or  ameliorated)  by  ap- 
propriate therapy.  Efforts  to  lower  body  temper- 
ature alone  are  not  therapeutic  during  the  early 
febrile  state,  and  may  be  counterproductive. 


REFERENCES 

1.  Weiss  J.  Herskowitz  L:  House  officer  management  of  the  febrile  child. 
Clin  Pediatr  22:766-769,  1983. 

2 Bennett  IL.  Beeson  PB:  Studies  on  pathogenesis  of  fever.  I and  II.  J Exp 
Med  98:477-508.  1960. 

3.  Dinarello  CA:  Interleukin-1.  Rev  Infect  Dis  6:51-84.  Jan-Feb  1984. 

4.  Kluger  MJ.  Ringler  DH.  Anver  MR:  Fever  and  survival.  Science  188:166- 
168,  1975. 

5.  Vaughn  LK.  Veale  WL,  Cooper  KE:  Antipyresis;  its  effects  on  mortality 
rate  of  bacterially  infected  rabbits.  Brain  Res  Bull  15:63-73,  1980. 

6 Cannon  JG.  Kluger  MJ:  Endogenous  pyrogen  activity  in  human  plasma 
after  exercise.  Science  220:617-619,  1983. 


278 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Trauma  Rounds 


Delayed  Presentation  of  Traumatic  Blunt 
Small  Bowel  Perforation 

KIMBALL  I.  MAULL,  M.D.  and  GRACE  S.  ROZYCKI,  M.D. 


Timely  repair  of  major  organ  injuries  is  a ba- 
sic tenet  of  successful  trauma  management.  When 
blunt  abdominal  trauma  causes  injury  to  vascular 
structures  or  solid  viscera,  bleeding  and  shock 
readily  lead  to  emergency  evaluation  and  opera- 
tion. Although  blunt  injury  to  hollow  viscera  most 
commonly  occurs  in  the  setting  of  multisystem 
trauma,  often  with  associated  intra-abdominal 
injuries,  isolated  hollow  viscus  trauma  may  also 
occur.  Under  such  circumstances,  abdominal  pain 
and  physical  signs  should  lead  the  clinician  to 
suspect  intra-abdominal  injury. 

The  following  patient  illustrates  some  of  the 
problems  encountered  when  the  patient  fails  to 
present  himself  for  evaluation  at  the  time  of  in- 
jury, and  therapy  is  delayed. 

Case  History 

A 36-year-old  woman  was  involved  in  a motor  vehicle  crash 
as  an  unrestrained  driver  four  days  prior  to  her  hospital  eval- 
uation. She  was  thrown  forward,  impacting  upon  the  steering 
wheel  with  her  lower  chest  and  upper  abdomen,  but  she  re- 
fused to  come  to  the  hospital.  Over  the  succeeding  four  days 
she  developed  increasing  abdominal,  back,  and  left  flank  pain 
and  food  intolerance.  She  requested  medical  assistance  96 
hours  post-injury. 

On  physical  examination,  the  blood  pressure  was  90/70 
mm  Hg,  heart  rate  132/min,  and  temperature  was  98.4°  F. 
The  patient  was  a petite  woman  in  acute  abdominal  distress. 
There  were  small  contusions  on  the  face,  forearms,  and  right 
knee.  Examination  of  the  heart  and  lungs  was  normal.  The 
abdomen  was  distended  and  diffusely  tender  to  palpation. 
There  was  left  flank  tenderness  and  peritoneal  signs  were 
present.  Rectal  examination  was  normal.  Laboratory  studies 
showed  a hematocrit  of  39%  and  a leukocyte  count  of  8,500/ 
cu  mm,  with  46%  segmented  neutrophils,  and  37%  band 
forms.  Serum  amylase  was  normal.  Admission  chest  film 
demonstrated  subdiaphragmatic  air.  and  abdominal  film 
showed  extraluminal  air  between  bowel  loops  (Fig.  1). 

Following  intravenous  fluid  replenishment  and  adminis- 
tration of  antibiotics,  an  exploratory  celiotomy  showed  an 
antimesenteric  0.5  cm  jejunai  perforation.  Diffuse  peritonitis 
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was  evident,  cultures  of  which  yielded  Klebsiella.  The  injury 
was  debrided  and  closed  in  two  layers.  The  peritoneal  cavity 
was  irrigated,  the  fascia  closed,  and  the  wound  packed  open 
for  delayed  primary  closure.  A prolonged  ileus  and  persistent 
fever  and  leukocytosis  suggested  intra-abdominal  abscess,  but 
computed  tomography  failed  to  confirm  any  fluid  collection. 
The  hospital  course  was  prolonged,  but  led  to  full  recovery, 
and  the  patient  w'as  discharged  three  weeks  post-injury. 


Figure  1.  Plain  abdominal  x-ray  showing  intraluminal  air  inferior  to 
distal  transverse  colon. 
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Discussion 

The  peritoneal  cavity  can  overcome  even  mas- 
sive amounts  of  contamination,  but  it  cannot  tol- 
erate continued  contamination.  The  recognition 
of  this  now  well-known  surgical  axiom  led  to  a 
policy  of  prompt  operation  for  suspected  intes- 
tinal injury  during  World  War  II.  The  result  was 
a drop  in  mortality  from  65%  during  World  War 

I,  when  operation  was  used  late  or  not  at  all,  to 
a mortality  of  less  than  15%  during  World  War 

II.  Death  following  intestinal  trauma  is  caused 
by  a progressive  septic  state  and  most  commonly 
comes  from  delay  in  treatment.  Unlike  the  early 
years  of  this  century,  when  operation  was  pur- 
posely withheld,  the  most  common  cause  for  de- 
layed trauma  today  is  delay  in  diagnosis.  Opera- 
tive therapy  is  considered  mandatory  whenever 
intestinal  injury  is  suspected.  In  our  patient,  op- 
erative therapy  was  prompt  once  the  patient  was 
seen,  but  the  patient’s  reluctance  to  be  treated 
caused  a delay  of  four  days  in  initiating  therapy, 
a circumstance  with  potentially  a much  greater 
mortality  and  morbidity. 

Full  thickness  injury  to  the  small  intestine  fol- 
lows a direct  force  applied  to  the  small  intestine, 
compressing  the  bowel  loop  between  a solid  ob- 
ject and  the  vertebral  column.  Injury  may  also 
occur  from  shearing  forces  that  tear  the  bowel  at 
points  of  fixation,  i.e.,  ligament  of  Treitz,  ileo- 
colonic junction,  or  areas  of  preexisting  adhe- 
sions. True  blowout  injuries  are  said  to  occur, 
but  must  be  very  uncommon.1  Underwater  blast 
injury  preferentially  affects  air-water  interfaces 
and  the  intestine  is  commonly  affected.  Small  in- 
testinal injury  may  be  substantially  reduced  by 
the  use  of  three-point  restraint  systems,  although 
improperly  applied  lap  belts  may  produce  the  in- 
jury. 

The  operative  management  of  small  bowel  in- 
jury is  not  complicated,  but  the  presence  of  oth- 
er life-threatening  problems  may  cause  a small 
perforation  to  be  overlooked,  usually  with  cata- 


strophic results.  For  this  reason,  complete  ex- 
amination of  the  small  intestine  from  the  liga- 
ment of  Treitz  to  the  ileocecal  valve  should 
routinely  be  done  prior  to  closure  in  all  patients 
with  abdominal  trauma.  Most  perforations  can  be 
closed  with  simple  single  or  double  layer  suture 
after  devitalized  tissue  is  debrided.  If  the  perfo- 
ration exceeds  50%  of  the  luminal  diameter,  re- 
section and  re-anastomosis  is  preferred.  Resec- 
tion is  also  appropriate  for  multiple  perforations 
in  a short  segment,  high  velocity  projectile  inju- 
ries, and  major  mesenteric  tears  producing  seg- 
mental ischemia. 

Complications  following  intestinal  injury  in- 
clude bleeding,  wound  infection,  and  intra-ab- 
dominal abscess.  Suture  line  breakdown  is  un- 
usual, occurring  in  only  1%  of  patients,  but  a 
resulting  fistula  must  be  anticipated,  controlled, 
and  corrected  promptly  to  avoid  mortality.  Most 
morbidity  is  related  to  associated  injuries,  ap- 
proaching 70%  in  a series  reported  by  this  au- 
thor in  1984. 2 

The  delayed  clinical  presentation  of  the  pa- 
tient herein  described  prevented  timely  operative 
therapy.  It  is  important  to  note  that  the  pro- 
nounced physical  findings  and  obvious  pneumo- 
peritoneum recognized  96  hours  post-injury  usu- 
ally do  not  occur  if  the  patient  is  seen  early  when 
the  findings  are  usually  much  more  subtle.  Al- 
though the  differential  count  strongly  suggested 
an  active  infection,  the  normal  admission  leuko- 
cyte count  and  amylase  could  mislead  the  unwa- 
ry clinician.  Fortunately,  the  patient  recovered, 
but  her  delay  in  seeking  medical  care  prolonged 

her  hospitalization  and  jeopardized  her  life. 

/ 7^ 


REFERENCES 

1.  Christensen  N:  Small  bowel  and  mesentery,  in  Blaisdell  FW,  Trunkey  DD 
(eds):  Trauma  Management-Abdominal  Trauma.  New  York,  Thieme-Stratton,  1982, 
pp  149-164. 

2 Maull  KI,  Reath  DB:  Impact  of  early  recognition  on  outcome  in  non- 
penetrating wounds  of  the  small  bowel.  South  Med  J 77:1075-1077,  1984. 


288  JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Radiology  Case  of  the  Month 


A Shaggy  Esophagus 

P.  H.  PATEL,  M.D.  and  EAPEN  THOMAS,  M.D. 


A 29-year-old  white  man  gave  a one-week  history  of  substernal  chest  pain  that  was 
slightly  aggravated  by  eating;  over  the  next  few  weeks  anorexia,  weight  loss,  odynophagia, 
and  dysphagia  developed.  He  had  a history  of  hemophilia  A since  3 months  of  age,  and 
since  over  the  years  has  had  numerous  complications  related  to  it  he  had  learned  to  self- 
administer  factor  VIII.  He  also  had  a history  of  peptic  ulcer  disease  with  symptoms  of 
gastroesophageal  reflux.  He  had  two  episodes  of  hepatitis  in  the  past.  Physical  examination 
was  unremarkable  except  for  whitish  plaque-like  lesions  in  his  mouth;  they  did  not  respond 
to  mycostatin.  His  barium  esophagogram  is  shown  in  Fig.  1.  What  is  your  diagnosis? 

(1)  Reflux  esophagitis 

(2)  Herpes  simplex  esophagitis 

(3)  Candidial  esophagitis 

(4)  Glycogenic  acanthosis 


Figure  1.  Barium  esophagogram  showing  the  shaggy  appearance  of  the  esophageal  mucosa. 
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Discussion 

The  barium  esophagogram  shows  extensive 
multiple  small  irregularities  in  the  mucosa,  pre- 
dominantly longitudinal,  giving  it  a shaggy  ap- 
pearance. Endoscopic  biopsies  and  fungal  smears 
confirmed  the  diagnosis. 

Candidial  esophagitis  is  now  commonly  en- 
countered, its  increase  apparently  due  to  multi- 
ple factors,  including  the  use  of  antibiotics,  ste- 
roids, chemotherapy,  and  transplantations,  and 
more  recently  to  the  acquired  immune  deficiency 
syndrome  (AIDS)  (Table  l).1  Several  Candida 
species  are  found  normally  in  the  gastorintestinal 
tract  of  man,  especially  in  the  oropharynx.  It 
generally  causes  disease  in  man  when  the  im- 
mune mechanisms  are  disrupted,  though  occa- 
sionally it  can  occur  without  any  obvious  predis- 
posing condition. 

The  patients  usually  have  dysphagia,  odyno- 
phagia, and  chest  pain,1 5 but  they  may  be  asymp- 
tomatic or  have  gastrointestinal  bleeding.  One 
usually  finds  one  or  more  of  the  predisposing 
conditions  mentioned  in  Table  1,  as  for  example 
antibiotic  use  or  chemotherapy.  There  may  be  a 
history  of  AIDS,  or  candidial  esophagitis  may  be 
a prodrome  to  subsequent  development  of  AIDS. 
One  should  also  look  for  a primary  underlying 
disturbance  in  esophageal  motility  as  for  exam- 
ple in  achalasia  and  scleroderma.  Physical  ex- 
amination may  reveal  mouth  lesions.  In  chronic 
mucocutaneous  candidiasis  there  may  also  be  in- 
volvement of  nails  and  skin,5-15  though  this  is  dif- 
ferent from  the  common  acute  candidial  esopha- 
gitis. 

The  diagnosis  is  usually  confirmed  by  endos- 
copy, during  which  brushings  for  cytology  and 
biopsy  specimens  of  the  lesions  are  taken.  En- 

TABLE  1 

CONDITIONS  PREDISPOSING  TO 
ESOPHAGEAL  CANDIDIASIS1  5 

Broad  spectrum  antibiotic  therapy 
Steroid  therapy 

Neoplastic  diseases  with  aggressive  chemotherapy 
Following  organ  transplantation 
Acquired  immune  deficiency  syndrome 
Diabetes  mellitus 

Esophageal  motility  disorders,  e.g.,  achalasia  and  scleroderma 

Alcoholism 

Extensive  burns 

Hematologic  conditions  (pancytopenia,  hemoglobin  SC  disease) 
Others,  e.g.,  hypoparathyroidism,  hypothyroidism,  Addison's  disease 
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doscopically  the  lesions  are  seen  as  smooth,  whi- 
tish plaques  which  may  be  few  in  number  or  mul- 
tiple, confluent,  linear,  or  nodular  plaques.  They 
can  involve  any  segment  of  the  esophagus.  The 
underlying  mucosa  may  be  erythematous  and  fri- 
able. Ulcerations  may  also  be  seen.  Noninvasive 
serologic  methods  of  diagnosis  are  available  but 
are  not  widely  used  because  of  many  false-posi- 
tive and  false-negative  results.  Better  serologic 
tests  may  appear  in  future. 

Prior  to  the  advent  of  endoscopy,  barium 
esophagography  was  the  diagnostic  procedure  of 
choice.  In  the  proper  clinical  setting  and  using 
correct  radiographic  techniques  it  still  is  an  ac- 
curate method  as  seen  in  the  patient  presented. 
A sensitivity  of  88%  has  been  reported  using 
double  contrast  technique,  as  compared  to  55% 
for  the  single  contrast  technique.2 

The  radiographic  manifestations  of  early  acute 
infection  are  subtle.  Small  plaque-like  filling  de- 
fects on  the  mucosal  surface4  consist  of  heaped- 
up  areas  of  necrotic  epithelial  debris  with  colo- 
nies of  Candida  albicans.  They  often  assume  a 
longitudinal  orientation,  producing  long  linear 
filling  defects.  In  more  advanced  cases,  extensive 
plaque  formation  produces  either  a shaggy  or 
cobblestone  mucosal  surface.  Ulceration  may  oc- 
cur but  is  uncommon.  These  characteristic  find- 
ings are  nonspecific  and  can  be  seen  in  several 
other  esophageal  disorders  (Table  2). 67 

TABLE  2 

RADIOGRAPHIC  DIFFERENTIAL  DIAGNOSIS  OF 
CANDIDIAL  ESOPHAGITIS 

Artifacts,  e.g.,  air  bubbles* 

Infectious  esophagitis 

Candidial  esophagitis*1-2'4'5 
Herpes  simplex  esophagitis*69 
Concomitant  Candida  and  herpes  simplex  infection8 
Lactobacillus  acidophilus10 
Torulopsis  glabrata3 
Noninfectious  esophagitis 
Reflux  esophagitis* 

Radiation 
Caustic  damage 
Neoplastic  conditions 

Superficial  spreading  carcinoma1112 
Lymphoma13 
Other  conditions 

Glycogenic  acanthosis*7 
Acanthosis  nigricans12 
Crohn’s  disease 
Behcet's 
Pemphigoid 

‘Common  conditions 
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Herpes  simplex  virus  type  I,  a DNA  core  vi- 
rus, is  a well-recognized  cause  of  esophagitis,  and 
can  mimic  candidial  esophagitis.5  6 It  occurs  most 
commonly  in  patients  with  leukemia  and  lym- 
phoma, but  can  occur  in  some  of  the  other  con- 
ditions mentioned  (Table  1).  Radiographically, 
the  most  characteristic  finding  is  discrete  ulcers 
on  an  otherwise  normal  background  mucosa.9 
However,  plaque-like  defects  with  or  without  ul- 
ceration can  be  seen  and  thus  can  be  confused 
with  candidiasis.  Also,  since  herpes  simplex 
esophagitis  has  been  reported  to  occur  concomi- 
tantly with  esophageal  candidiasis,8  definitive  di- 
agnosis has  to  be  established  by  endoscopy  and 
histologic  examination  of  the  biopsy  specimen. 

Patients  with  reflux  esophagitis  present  have 
heartburn  and/or  substernal  chest  pain  rather  than 
odynophagia.  Usually  the  distal  esophagus  is  in- 
volved, and  there  may  be  fluoroscopic  evidence 
of  sliding  hiatus  hernia  or  gastroesophageal  re- 
flux. The  radiographic  manifestation  consists  of 
mucosal  nodularity  rather  than  plaque-like  le- 
sions. 

Glycogenic  acanthosis714  appears  to  be  more 
common  than  generally  recognized.  The  inci- 
dence increases  with  age,  and  in  various  endo- 
scopic series  has  been  reported  as  varying  from 
5%  to  15%.  At  autopsy  these  have  been  found 
in  15%  to  100%  of  cases.  Radiographically,  gly- 
cogenic acanthosis  appears  as  superficial  filling 
defects  on  double  contrast  esophagograms,  vary- 
ing in  size  from  1 to  15  mm.  They  may  be  round 
or  oval,  and  the  mucosa  may  have  a cobble- 
stoned  appearance.  Histologically  they  consist  of 
epithelial  thickening,  produced  by  cellular  hyper- 
plasia and  hypertrophy,  and  there  is  also  in- 
creased cellular  glycogen.  The  etiology  is  un- 
known, but  it  appears  to  be  of  no  clinical 
significance,  and  should  not  be  mistaken  for  the 
other  diseases. 


In  evaluating  a patient  with  odynophagia,  fi- 
beroptic endoscopy  allows  direct  visualization  of 
the  disease  process  and  also  facilitates  brushings 
and  biopsy,  but  when  endoscopy  is  unavailable, 
or  is  not  desirable  for  any  reason,  it  is  reasonable 
to  obtain  double  contrast  barium  esophago- 
grams. 

Our  patient’s  oral  lesions  did  not  respond  well 
to  mycostatin  oral  suspension,  nor  did  his  esoph- 
agitis respond  to  ketoconazole  (Nizoral)  and  he 
had  to  be  treated  with  amphotericin  B.  It  has 
been  reported  that  patients  at  high  risk  for  de- 
veloping AIDS  may  develop  oral  candidiasis  sev- 
eral months  before  manifesting  AIDS.16  Our  pa- 
tient was  later  found  to  have  HTLV  III  antibody 
in  his  serum. 

ANSWER:  (3)  Candidial  esophagitis.  E % 
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VUH  Morning  Report 


A Relapsing  Pleural  Effusion 


Case  Report 

A 55-year-old  white  man  was  admitted  for  treatment  of 
recurrent  trigeminal  neuralgia.  An  initial  roentgenogram  of 
his  chest  demonstrated  a pleural  effusion  which  had  not  been 
present  two  months  before.  The  patient  denied  dyspnea, 
cough,  chest  pain,  fever,  night  sweats,  and  hemoptysis.  Phys- 
ical examination  revealed  rales  over  the  right  anterior  chest 
and  a soft  systolic  flow  murmur. 

Pleural  fluid  obtained  by  thoracentesis  was  straw-colored 
and  had  features  of  an  exudate  with  a lymphocytosis.  The 
fluid  was  sterile  and  there  was  no  evidence  of  malignancy  by 
cytologic  studies.  An  intermediate  strength  PPD  skin  test 
was  not  reactive.  He  underwent  craniotomy  and  received 
methylprednisolone  ( 160  mg/day)  postoperatively. 

Eight  days  after  surgery  his  pleural  effusion  had  com- 
pletely resolved,  but  the  lymphocyte-predominant  exudative 
fluid  returned  on  the  17th  postoperative  day  as  the  cortico- 
steroids were  tapered.  Pleural  biopsy  revealed  granulomatous 
inflammation  with  caseous  necrosis  and  acid-fast  organisms 
diagnostic  of  tuberculous  pleuritis.  A repeat  PPD  skin  test 
four  weeks  after  admission  was  reactive. 

Comments 

Tuberculous  pleuritis  should  always  be  consid- 
ered in  the  differential  diagnosis  of  an  unex- 
plained pleural  effusion.  Although  the  disease 
most  often  presents  itself  acutely  with  fever, 
cough,  and  chest  pain,  an  insidious  or  asympto- 
matic course  is  not  unusual.1-2  Pleuritis  may  oc- 
cur soon  after  primary  inoculation  with  Myco- 


bacterium tuberculosis  or  later  in  the  natural 
course  of  the  disease.  This  illness  is  usually  self- 
limited, but  a majority  of  patients  will  manifest 
active  pulmonary  or  extrapulmonary  tuberculosis 
within  five  years.3 

Pleuritis  is  a common  form  of  extrapulmonary 
tuberculosis,  but  is  not  strictly  an  infection  of  the 
pleural  cavity.  Rupture  of  a subpleural  granu- 
loma and  spillage  of  antigen  into  the  pleural  space 
incites  a hypersensitivity  reaction  with  an  out- 
pouring of  a lymphocytic  exudate.1  High-dose 
corticosteriods  suppressed  the  inflammatory  re- 
sponse and  led  to  a temporary  remission  in  this 
patient  giving  the  appearance  of  a relapsing 
pleural  disease. 

Tuberculin  skin  test  reactivity  may  be  absent 
initially  in  cases  of  tuberculous  pleuritis,  but  the 
disease  should  probably  be  excluded  if  nonreac- 
tivity persists  for  more  than  six  to  eight  weeks.1 
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Abdominal  Pain  and  Flank  Ecchymosis 
In  an  Elderly  Woman 


Case  Report 

An  82-year-old  black  woman  was  admitted  with  severe 
bronchospasm  and  incipient  respiratory  failure.  She  required 
a brief  course  of  medical  ventilation  in  addition  to  intrave- 
nous ammophylline,  high-dose  corticosteroids,  and  inhaled 
bronchodilators.  On  the  fifth  hospital  day  she  walked  with 
assistance.  Shortly  after  ambulating  she  complained  of  severe 
acute  pain  localized  to  the  left  upper  abdominal  quadrant  and 
beneath  her  left  breast.  She  subsequently  developed  nausea. 


Prepared  by  Margaret  Brennan,  M.D.,  Hugh  J.  Morgan  chief 
medical  resident,  Vanderbilt  Medical  Center,  and  Alfred  L.  George, 
Jr.,  M.D.,  chief  medical  resident,  St.  Thomas  Hospital,  Nashville. 
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vomiting,  and  mild  abdominal  distention. 

Abdominal  examination  revealed  a tender,  superficial  ab- 
dominal mass  in  the  left  upper  quadrant.  Bowel  sounds  were 
hypoactive  and  mild  abdominal  distention  with  tympany  were 
also  present.  Abdominal  roentgenograms  demonstrated  mild 
ileus. 

Within  a few  days  the  patient  developed  a large  blue-black 
discoloration  of  the  left  flank  extending  from  the  lateral  pel- 
vic brim  to  the  axilla  with  a concomitant  unexplained  fall  in 
the  hematocrit  from  33%  to  27%.  An  abdominal  CT  scan 
demonstrated  no  retroperitoneal  or  intraperitoneal  blood,  but 
did  reveal  large,  bilateral  rectus  sheath  hematomas  (Fig.  1). 
With  time,  her  symptoms  gradually  improved  and  she  was 
discharged  from  the  hospital. 
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Comments 

Spontaneous  rectus  sheath  hematoma  occurs 
most  often  with  anticoagulation  therapy,  but  may 
develop  in  debilitated  patients  with  sudden 
stretching  of  the  anterior  abdominal  wall  (i.e., 
coughing,  sneezing,  lifting,  or  turning  in  bed). 
Typical  symptoms  are  localized  pain  and  swelling 
of  the  abdominal  wall,  but  nausea,  vomiting,  and 
fever  may  also  occur.1  Rectus  sheath  hematoma 
may  mimic  an  acute  abdominal  crisis  when  hem- 
orrhage occurs  below  the  semicircular  line  of 
Douglas  (approximately  5 cm  below  the  umbili- 
cus). Blood  is  separated  from  the  peritoneum  by 
only  a thin  layer  of  fascia  in  this  region  and  may 
cause  peritoneal  irritation.1  Ileus  in  this  patient 
may  have  been  due  to  blood  dissecting  caudally 
and  inciting  peritonitis. 

Flank  discoloration  (Gray-Turner  sign),  per- 
iumbilical ecchvmosis  (Cullen  sign),  and  perianal 
ecchymosis  (black  bottom  sign)  are  traditional 
clues  to  the  presence  of  occult  retroperitoneal 
hemorrhage,  but  all  have  been  described  in  as- 
sociation with  rectus  sheath  hematoma.2  The  di- 
agnosis can  usually  be  made  noninvasively  by  ab- 
dominal sonography  or  computed  tomography.1-3 
Correct  diagnosis  of  rectus  sheath  hematoma  is 


Figure  1.  Abdominal  CT  scan  showing  focal  collections  of  blood  in 
the  rectus  sheath. 


important  in  order  to  avoid  unnecessary  explor- 
atory surgery.  Conservative  management  (blood 
transfusion,  bedrest,  and  analgesia)  is  often  suf- 
ficient. r ^ 
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From  the  TMA  Impaired  Physician  Committee 


Chemical  Dependency: 

A Disease  With  Subtle  Insidious  Beginnings 

DAVID  T.  DODD,  M.D. 


Chemical  dependency  is  a generic  term  for  al- 
cohol and  other  forms  of  drug  addiction.  A mod- 
el for  the  disease  concept  of  chemical  depend- 
ency has  been  briefly  described  in  a previous 
article.1  This  model  incorporates  the  best  of  sci- 
entifically validated  and  experiential  information 
being  espoused  by  the  new  and  budding  field  of 
addictionology.  As  was  indicated,  it  has  proven 
to  be  accurate,  functional,  and  dependable  for 
use  in  the  programmatic  issues  dealt  with  by  the 
TMA  Impaired  Physician  Committee.  Its  appli- 
cation in  appropriate  cases  has  produced  gener- 
ally uniform  and  gratifying  results.  It  is  hoped 
that  further  elucidation  will  lead  to  wider  accept- 
ance of  this  disease  concept  by  the  TMA  mem- 
bership and  by  all  physicians  everywhere.  Ac- 
ceptance will  promote  earlier  diagnosis  and 
intervention  in  this  long  neglected  disease,  which 
has  escalated  to  epidemic  proportions  late  in  the 
20th  century. 

The  Disease  Model  Revisited 

As  a variant  of  the  standard  agent-host-effect 
(disease  model)  and  in  equation  form  the  disease 
concept  model  is  as  follows: 

mood-altering  chemically  active  chemical 

chemical(s)  + dependent  -*•  dependency 

host  (disease) 

Implicit  in  the  additive  left-hand  members  is 
that  the  combination  of  chemical(s)  and  host  vul- 
nerability factors  promote  the  disease.  The  for- 
mer are  pharmacologic  and  the  latter  are  bio- 
logic. Until  this  is  fully  appreciated  many  victims 
of  the  disease  will  continue  to  die  because  of  be- 
lief in  the  older  bad  habit-lack  of  willpower  con- 
cept. While  chemical  dependency  is  a psychoso- 
cial-biologic disease,  the  biological  component 
needs  to  be  accepted  and  emphasized. 


Dr.  Dodd  is  medical  director  of  the  TMA  Impaired  Physician  Pro- 
gram. 


Subsequent  articles  will  detail  the  parameters 
of  the  left-hand  factors  independently  and  in 
combination.  Each  class  of  chemical  and  specific 
host  response  will  be  described.  For  the  present, 
emphasis  will  be  upon  the  combined  right-hand 
factor — the  disease  and  its  diagnosis. 

The  disease  of  chemical  dependency  can  be 
said  to  be  present  when  any  of  the  following 
are  detectable  along  with  associated  use:  (1)  ab- 
stinence symptoms,  (2)  chemical  seeking  think- 
ing-behavior, (3)  compulsive  use,  (4)  continued 
use  in  spite  of  adverse  consequences  to  such  use, 
(5)  cross-dependency,  (6)  rising  tolerance. 


Alcoholism:  Archetypical  Chemical 
Dependency 

In  equation  form  the  model  for  alcohol  de- 
pendency would  be: 


ethyl  ^ alcoholic 

alcohol  (host) 


alcoholism 


Ethyl  alcohol  meets  the  pharmacologic  criteria 
of  inducing  metabolic  tolerance  in  the  suscepti- 
ble host.  The  susceptible  host  has  the  quality  of 
being  able  to  develop  tolerance.  This  combina- 
tion is  not  related  in  a linear-quantity-frequency 
fashion  and  is  genetically  determined.  The  genet- 
ic factor(s)  operate(s)  in  pedigrees  with  a high 
degree  of  penetration  and  fidelity.24  This  combi- 
nation defines  the  gamma  species  of  alcoholic  as 
described  by  Jellinek.5  It  describes  an  accident 
waiting  to  happen. 

A brief  look  at  each  sign  and  symptom  above 
will  point  out  early  warning  signs  generally  not 
considered  important  in  early  diagnosis  of  being 
alcoholic  or  early  warning  signs  of  alcoholism  in 
progress. 

• Abstinence  symptoms.  The  classic  abstinent 
symptom  is  tremors  relieved  by  another  drink  or 
drinks.  More  subtle  symptoms  of  abstinence  are 
“free  floating  anxiety”  and  “feelings  of  poorly 
focused  apprehension.”  The  victim  will  assume 
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these  to  be  stress-related  responses  that  would 
be  relieved  by  a drink  when  in  fact  they  are  due 
to  the  absence  of  alcohol. 

• Chemical  seeking  thinking-behavior.  Any 
thought  content  projected  onto  the  conscience 
level — even  if  fleeting — that  a drink  “would  be 
good”  in  response  to  any  stressful  situation  is  a 
danger  signal.  This  represents  the  most  subtle 
projection  from  the  subconscience  of  chemical 
seeking  thinking.  When  one  acts  on  such  thought 
inappropriately,  then  chemical  seeking  behavior 
has  occurred.  This  is  manifest  in  such  insidious 
ways  as  rushing  through  the  last  appointments  so 
as  to  act  upon  such  thinking.  Getting  started  in 
the  office  earlier  so  as  to  finish  earlier  is  another 
subtle  manifestation  of  chemical  seeking  behav- 
ior. This  works  until  later  arrival  at  the  office  en- 
forces a contracted  work  schedule  with  its  asso- 
ciated complications.  It  is  then  that  patients  will 
begin  to  sense  a problem  to  be  present. 

• Compulsive  use.  The  most  subtle  example 
of  alcohol  dependency  is  use  in  anticipation  of 
the  need.  It  is  generally  unplanned,  sponta- 
neous, and  totally  inappropriate. 

• Continued  use  in  spite  of  adverse  conse- 
quences. This  is  a sine-qua-non  criterion  for  the 
diagnosis  of  chemical  dependency.  Its  impor- 
tance to  early  diagnosis  cannot  be  overempha- 
sized and  will  be  referred  to  frequently  in  these 
articles.  The  subject  of  adverse  consequences  is 
closely  related  to  another  significant  component 
of  chemical  dependency;  that  is  denial.  Denial  is 
at  the  heart  of  chemical  dependency  and  its  in- 
sidious progression.  A flagrant  example  of  denial 
is  manifest  when  the  DUI  victim  blames  the  po- 
lice for  his/her  predicament.  It  is  most  flagrantly 
manifest  when  the  same  victim  becomes  victim- 
ized by  the  second  offense.  Denial  and  adverse 
consequences  bear  a far  more  subtle  relation- 
ship. Three  examples  are  presented  here: 

In  the  privacy  of  the  bedroom  following  a so- 
cial event  there  occurs  a spouse-spouse  confron- 
tation. It  results  from  the  behavior  of  one  or  the 
other  during  events  of  the  evening — an  act  of 
jealousy  or  embarrassment.  This  is  an  adverse 
consequence.  A dysfunctional  situation  has  oc- 
curred. If  following  restitution  the  event  is  re- 
peated, denial  has  been  operative  and  chemical 
dependency  has  to  be  considered.  This  assumes 
that  one  or  both  used  their  drug-of-choice  during 
the  social  event. 

A physician  becomes  involved  in  an  inappro- 
priate confrontation  with  a patient  or  colleague. 
He/she  fails  to  see  the  relationship  between  re- 


cent use  and  the  confrontation.  This  is  an  ad- 
verse consequence  with  denial  in  operation.  Such 
is  strong  evidence  for  chemical  dependency. 

A physician  is  late  for  an  appointment  or  an 
operation  due  in  any  aspect  to  the  use  of  chemi- 
cals— an  adverse  consequence.  If  it  happens  twice 
then  denial  is  operative  and  chemical  dependen- 
cy must  be  considered. 

• Cross-dependency.  This  is  the  use  of  one 
chemical  to  replace  another  or  the  use  of  one 
chemical  to  offset  the  effects  of  another.  This 
condition  is  seen  very  early  in  the  use  of  alcohol 
when  aspirin.  Alka-Seltzer,  and  antacids  are  used 
to  treat  the  hangover.  When  other  drugs  are 
readily  accessible,  more  sophisticated  usage  will 
generally  occur.  Such  is  the  case  for  benzodiaze- 
pines for  relief  of  anxiety  and  stimulants  for  post- 
usage depressant  effects  of  alcohol.  It  is  in  this 
setting  that  dual  addiction  may  occur  rapidly  in 
the  chemically  dependent  host. 

• Rising  tolerance.  This  has  been  a very  mis- 
understood factor  concerning  the  use  of  alcohol. 
A rising  tolerance  is  generally  thought  of  as  being 
a desirable  quality.  To  the  contrary  it  is  an  early 
sign  of  being  alcoholic  with  alcoholism  in  prog- 
ress. Tolerance  is  rising  when  it  takes  more  to 
achieve  the  desired  effects.  It  is  rising  further 
when  more  and  more  produce  less  apparent  in- 
toxication. On  the  rising-tolerance-curve  there 
will  always  be  more  intoxication  than  the  user 
presumes  to  be  present.  It  is  usually  in  this  set- 
ting that  hangovers  will  cease  to  occur.  Hangov- 
ers give  way  to  “blackouts"  or  amnesic  periods. 
Amnesic  periods  are  considered  by  most  author- 
ities to  be  diagnostic  of  the  state  of  being  “alco- 
holic.” Blackouts  are  a consistent  component  of 
advanced  alcoholism. 

Conclusions 

Chemical  dependency  is  a disease  with  insidi- 
ous progression.  The  subtle  early  warning  signs 
are  always  present  but  considered  irrelevant  at 
the  time  of  occurrence.  The  psychodynamics  re- 
sponsible for  the  subtle  and  insidious  progression 
are  called  denial.  ZT  ^ 
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Health  and  Environment  Report 


The  Tennessee  Genetics  Program 

JOAN  FURMAN  SEABORG,  R.N.,  M.S.N. 


It  has  been  said  that  all  disease  with  the  ex- 
ception of  trauma  has  some  genetic  component 
in  etiology.1  Since  Gregor  Mendel,  the  19th  cen- 
tury father  of  modern  genetics,  spoke  of  “inher- 
itance factors,”  human,  medical  and  clinical  ge- 
netics have  developed  rapidly.  Although  as 
recently  as  the  1950s,  few  genetic  centers  exist- 
ed, today  the  United  States  has  over  500  regional 
and  satellite  centers.2  Tennessee  is  one  state  that 
has  comprehensive  genetic  services  that  are  re- 
gionalized to  give  all  citizens  access  to  needed 
services. 

In  Tennessee,  concerns  about  reproductive  risk 
are  often  brought  to  a primary  care  physician  who 
is  faced  with  a sick  newborn  and  who  may  lack 
the  time  or  specific  knowledge  to  complete  a for- 
mal genetic  workup.3  With  physicians’  recogni- 
tion of  the  possible  genetic  implications  of  ill- 
ness, and  with  the  statewide  availability  of 
contemporary  genetic  services,  more  couples  are 
being  referred  to  their  regional  genetic  centers 
throughout  the  state. 

Numerous  surveys  have  indicated  that  1 new- 
born in  50  has  a major  congenital  abnormality, 
with  1 child  in  20  having  a disorder  that  is  entire- 
ly genetic  in  origin.4  Although  many  genetic  dis- 
orders in  children  lead  to  early  death,  some,  such 
as  coronary  artery  disease,  contribute  to  morbid- 
ity and  mortality  in  adulthood. 

Early  identification  of  individuals  at  risk  is  an 
important  step  toward  prevention  of  genetic  dis- 
orders. The  following  disorders  were  listed  by  the 
Tennessee  Genetics  Advisory  Committee  as  the 
most  frequent  genetic  problems  for  which  the 
greatest  potential  exists  to  decrease  the  incidence 
with  early  diagnosis  and  counseling:  neural  tube 
defects,  all  teratogens,  Down  syndrome,  adult 
onset  polycystic  kidney  disease,  X-linked  condi- 
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tions  (hemophilia,  X-linked  muscular  dystrophy, 
non-fragile  X-X  linked  mental  retardation,  and 
fragile  X),  cystic  fibrosis,  sickle  cell  anemia,  and 
inborn  errors  of  metabolism. 

In  response  to  a need  for  comprehensive  ge- 
netic services  in  Tennessee,  the  Tennessee  Gen- 
eral Assembly  passed  Public  Law  333  in  May, 
1985  establishing  a statewide  genetics  program. 
In  addition  to  the  previously  funded  Newborn 
Screening  Program,  which  reported  eight  posi- 
tive tests  for  hypothyroidism  and  four  for 
phenylketonuria  (PKU)  in  1985,  the  state  now 
has  five  regional  genetic  centers,  two  regional 
sickle  cell  centers,  and  a center  for  inborn  errors 
of  metabolism.  Together  these  centers  can  pro- 
vide the  following  services:  comprehensive  ge- 
netic services;  genetic  counseling;  laboratory 
testing  of  all  newborn  infants  for  PKU  and  hy- 
pothyroidism; screening  of  the  population  at  risk 
for  metabolic  or  genetic  conditions;  state-of-the- 
art  laboratory  diagnostic  and  treatment  services; 
follow-up  services  to  those  affected  by  a genetic 
disorder;  professional  education  and  training  for 
health  care  providers  in  the  causes,  prevention, 
detection,  and  treatment  of  birth  defects  and  ge- 
netic disorders;  public  education  programs  con- 
cerning genetic  screening,  disorders,  and  services 
available;  consultation,  communication,  and  re- 
ferral services  in  regional  centers;  and  data  col- 
lection. 

Some  3,000  genetic  disorders4  are  now  docu- 
mented, some  of  which  affect  the  nearly  2,000 
Tennessee  children  born  with  a genetic  disorder 
every  year.5  Although  some  genetic  disorders  are 
inherited,  others  are  related  to  drugs,  alcohol, 
and  other  environmental  factors  or  appear  to  oc- 
cur spontaneously.  Through  careful  assessment  of 
family  history,  preconception  and  prenatal  coun- 
seling, and  diagnosis,  these  disorders  can  be  pre- 
vented. 

Persons  who  are  at  high  risk  of  having  an  in- 
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fant  with  genetic  problems  and  who  would  ben- 
efit most  from  genetic  counseling  include: 

• Those  who  have  a child  with  a detectable  ge- 
netic disorder.6  These  parents  and  other  family 
members  should  have  a complete  genetic  evalu- 
ation, prior  to  conception  if  possible.  Many  ge- 
netic disorders  can  be  predicted  by  these  studies, 
and  many  environmental  hazards  can  be  avoided 
in  subsequent  pregnancies. 

• Women  over  35  planning  to  have  children .6 
These  women  have  an  increased  incidence  of 
bearing  a child  with  the  Down  syndrome,  a birth 
defect  that  can  be  detected  through  prenatal  di- 
agnosis. 

• Multifactorial.  Avoidance  of  alcohol,  drugs, 
and  other  hazards  such  as  radiation  and  chemical 
pollution  is  important  in  the  prevention  of  birth 
defects.  Even  increased  body  temperature  due  to 
high  fever  or  spa  bathing  has  been  implicated, 
particularly  in  neural  tube  defects. 

• Women  with  a history  of  miscarriages  or 
problem  pregnancies.6  Sixty  percent  of  early 
spontaneous  abortions  and  6%  to  7%  of  all  still- 
borns  have  a recognizable  abnormality.4  Couples 
with  this  history  should  undergo  preconception 
counseling. 

• Persons  with  a family  history  of  genetic  dis- 
orders.6 As  many  as  7 per  1,000  liveborn  infants 
are  affected  by  single  gene  disorders  that  follow 
a pattern  of  Mendelian  inheritance.5  The  proba- 
bility of  occurrence  can  be  given  for  these  disor- 
ders during  preconception  and  prenatal  genetic 
evaluation  and  counseling. 

• Persons  of  certain  ethnic  backgrounds  with 
increased  risk  for  specific  disorders.6  Approxi- 
mately 725,000  black  Tennesseans  comprise  the 
population  at  risk  for  sickle  cell  anemia,  with  1 
of  every  400  to  600  having  the  disease.5  Other 
ethnic  groups  are  at  risk  for  other  preventable 
genetic  disorders. 

For  information  about  genetic  services  avail- 
able in  Tennessee,  the  regional  genetic  centers 
are  listed  below: 

Division  of  Genetics,  Department  of  Pediatrics,  UT 
Center  for  the  Health  Sciences,  711  Jefferson  St., 
Memphis,  TN  38105;  (901)  528-6594 
Division  of  Genetics.  Department  of  Pediatrics,  Van- 
derbilt University,  Nashville,  TN  37232;  (615)  322- 
3409 

Division  of  Medical  Genetics,  Meharry  Medical  Col- 
lege, 1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208; 
(615)  327-6479  or  6399 

Birth  Defects  and  Human  Development,  UT  Memo- 
rial Research  Center,  1924  Alcoa  Hwy.,  Knoxville, 
TN  37920;  (615)  971-3911 


Division  of  Genetics  and  Dysmorphology,  Quillen- 
Dishner  College  of  Medicine,  P.O.  Box  19840A, 
Johnson  City,  TN  37614;  (615)  928-6426 
Meharry  Sickle  Cell  Center,  Meharrv  Medical  Col- 
lege, 1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208; 
(615)  327-6763  or  6708 

Memphis  Regional  Sickle  Cell  Council,  Inc.,  1888 
Southern  Ave.,  Memphis,  TN  38114;  (901)  276-7339 
Inborn  Errors  of  Metabolism  Laboratory,  UT  Child 
Development  Center,  711  Jefferson  Ave.,  Mem- 
phis, TN  38105;  (901)  528-6595  CZZT^ 
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PRACTICE  OPPORTUNITIES 

The  Tennessee  Physician  Placement  Service  acts 
as  a clearinghouse  for  private  practice  physicians 
seeking  a Tennessee  community  in  which  to  establish 
a practice,  whether  solo,  partnership,  group  or  salar- 
ied position  is  your  preference.  This  is  accomplished 
by  allowing  physicians  seeking  associates  and  com- 
munities seeking  a physician  to  list  their  opportunity. 
We  then  disseminate  this  information  to  inquiring  phy- 
sicians. Our  service  also  assists  physicians  interested 
in  public  health,  mental  health  or  physicians  with  a 
National  Health  Service  Corps  obligation.  There  is  no 
charge  for  this  service. 

For  further  information,  please  contact: 
Physician  Placement  Service 
Tennessee  Department  of  Health  and  Environment 
100  9th  Avenue  North 
Nashville,  Tennessee  37219 
(615)  741-7308 
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Loss  Prevention  Case  of  the  Month 


Sharing  Responsibilities 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 60-year-old  man  was  admitted  to  the  hospital  from  the 
emergency  room  because  of  severe,  intermittent  pain  in  his 
chest  brought  on  by  mild  to  moderate  exertion.  A complete 
workup  revealed  an  abnormal  EKG,  and  coronary  angiogra- 
phy showed  significant  occlusive  disease  of  his  left  coronary 
artery  system.  Both  the  anterior  descending  branch  and  the 
circumflex  arteries  showed  marked  narrowing.  The  treatment 
of  choice  for  this  patient  was  believed  to  be  angioplasty.  He 
was  scheduled  for  this  procedure  on  the  fourth  hospital  day 
to  be  done  by  a Board  certified  cardiologist  with  extensive 
experience  in  angioplasty. 

On  the  day  of  the  procedure,  the  patient  was  taken  to  the 
special  procedure  room  and  prepared  in  the  usual  manner. 

After  a number  of  changes  of  guidewires  through  the  dil- 
atation catheter,  the  catheter  was  positioned  in  the  left  ante- 
rior descending  artery  and  the  lesion  was  dilated.  The  dila- 
tation catheter  was  removed  from  the  guiding  catheter  while 
the  guidewire  was  left  across  the  anterior  descending  arterial 
lesion.  Six  coronary  cineangiograms  were  made,  and  the  dil- 
atation was  considered  successful.  Just  before  the  guidewire 
was  removed,  the  technician  was  instructed  to  watch  the 
pressure  bag,  as  the  fluid  level  was  noted  to  be  low.  The 
guidewire  was  removed  and  the  team  prepared  to  catheterize 
and  dilate  the  circumflex  artery. 

A different  guidewire  was  inserted  into  the  balloon  cath- 
eter in  order  to  attempt  to  dilate  the  circumflex  artery.  As 
this  was  done,  it  was  noted  that  the  pressure  system  was  open 
to  air  and  there  was  a retrograde  flow  of  blood.  The  techni- 
cian called  this  to  the  attention  of  the  cardiologist  who  in- 
structed him  to  close  the  system.  Following  closure,  it  was 
noted  that  the  pressure  system  would  not  flush  properly. 
After  the  technician  made  some  adjustments  to  the  pressure 
bags  and  the  intravenous  tubing,  the  system  Hushed  correct- 
ly, and  the  guidewire  was  then  inserted  into  the  balloon  cath- 
eter, but  it  was  noted  that  the  guidewire  was  bent.  While  the 
cardiologist  was  attempting  to  straighten  the  guidewire,  the 
saline  solution  was  flushing  through  the  guide  catheter  in  the 
aorta.  It  was  at  this  time  that  bubbles  were  noted  going 
through  the  pressure  system  attached  to  the  guide  catheter. 
This  was  called  to  the  attention  of  the  cardiologist  who  at- 
tempted to  “back-bleed”  the  system,  thereby  letting  any  air 
introduced  out  of  the  catheter.  It  was  during  this  time  that 
the  patient  had  a seizure  and  became  unresponsive. 

Following  the  seizure,  the  emergency  alarm  was  sounded 
and  resuscitation  procedures  were  immediately  instituted.  The 
patient  was  examined  under  fluoroscopy  for  any  evidence  of 
air  in  the  cardiovascular  system,  and  none  was  seen.  Follow- 
ing stabilization,  the  patient  was  transported  by  air  to  a hy- 
perbaric chamber  for  further  treatment. 

The  patient  suffered  injury  and  his  hospitalization  was  ex- 
tremely lengthy.  He  did  recover,  but  he  has  permanent  neu- 
rologic impairment  and  was  unable  to  resume  his  $50,000- 
a-year  job. 


Dr.  Avery  is  medical  director  of  State  Volunteer  Mutual  Insur- 
ance Company. 
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Loss  Prevention  Comments 

The  infusion  of  air  into  the  arterial  system  is 
not  unusual.  In  this  case,  both  cardiologist  and 
technician  were  experienced  people.  The  proce- 
dure required  the  introduction  of  a main  catheter 
into  the  arterial  circulation,  usually  in  the  groin, 
from  which  point  it  is  advanced  into  the  coronary 
artery.  Since  the  pressure  in  the  arterial  side  is 
high,  the  catheter  must  be  connected  to  an  infu- 
sion system  through  which  some  solution  must 
be  forced  under  pressure  at  all  times  to  prevent 
“back-bleeding”  into  the  infusion  apparatus.  The 
catheter  must  also  be  capable  of  carrying  the  in- 
jection of  contrast  medium  to  precisely  identify 
the  position  of  the  catheter  in  relation  to  the  le- 
sion to  be  dilated.  A two-way  stop  clock  is  used 
to  allow  the  infusion  of  fluid  or  contrast  medium, 
each  under  pressure.  If  there  is  no  fluid  in  the 
pressure  system,  air  is  pumped  into  the  artery. 

This  is  not  an  exceedingly  complex  procedure 
but  it  can  be  tedious  and  time-consuming,  re- 
quiring changes  in  guidewires  to  allow  for  precise 
placement  of  the  balloon-tipped  catheter  in  or- 
der to  dilate  the  lesion.  Since  the  team  is  work- 
ing under  fluoroscopic  guidance,  the  room  light 
must  be  subdued. 

In  this  type  of  procedure,  where  a physician 
must  have  the  assistance  of  a technician,  a pro- 
tocol outlining  the  duties  of  each  member  of  the 
team  would  help  to  prevent  such  unfortunate  ac- 
cidents. The  physician  member  of  the  team  must 
precisely  define  the  duties  of  his  assistants.  When 
difficulties  are  encountered  in  the  catheter  place- 
ment, etc.,  perhaps  another  team  member  should 
be  recruited.  It  goes  without  saying  that  one 
member  of  the  team  must  be  primarily  responsi- 
ble for  maintaining  the  infusion  system,  insuring 
that  it  is  free  of  air  at  all  times. 

Our  primary  goal  is  the  prevention  of  patient 
injury.  Recognizing  that  injury  will  occasionally 
occur  despite  our  very  best  efforts,  we  must  con- 
tinue to  devise  systems  with  that  primary  goal  in 
mind.  r s’ 
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James  R.  Royal 


My  Feet  Are  Too  Small 

Thanks — I think — for  asking  me  to  take  this  job.  To  be  president  of  the 
Tennessee  Medical  Association  is  an  honor  bestowed  upon  few,  and  one 
that  is  difficult  to  live  up  to.  Following  the  past  few  outstanding  leaders  like 
Dr.  Nat  Hyder,  Dr.  Tom  Ballard,  and  Dr.  Clarence  Sanders  will  be  the 
biggest  challenge  of  my  life.  Their  dedication  to  our  profession,  loyalty  to 
the  Association,  and  ability  to  lead  us  was  so  outstanding  that  I feel  I can 
never  fill  their  shoes. 

To  be  asked  to  write  an  article  for  our  Journal  is  another  honor — I think. 
To  follow  the  President’s  Pages  of  Dr.  Sanders  and  to  be  placed  before  the 
editorials  of  Dr.  John  Thomison  is,  at  least,  double  jeopardy.  But,  I’ll  give 
it  my  best  effort  and  see  what  happens.  Dr.  Sanders  said  I could  grow  into 
this  job.  I'll  try  to  give  you  some  of  my  thoughts  on  our  present  and  future 
problems  and  maybe,  if  I find  some  truths,  my  feet  will  grow  and  I can  wear 
the  shoes  of  my  predecessors.  Unlike  Pinocchio,  I hope  it’s  my  feet  that 
grow  and  not  my  nose. 

I'm  grateful  to  Dr.  Sanders  that  he  and  the  Board  of  Trustees  did  not 
solve  all  the  problems.  They  left  a few  for  us  to  work  on.  such  as  unified 
membership,  a statewide  IPA,  TMA  dues  increase,  PPOs,  HMOs,  CRAP. 
AIDS,  FTC,  competition,  ethics,  osteopaths,  hospitals,  capitation,  medical 
indigents,  etc.  This  year  promises  to  be  both  challenging  and  exciting.  It’s 
also  an  election  year.  Your  IMPACT  will  be  tested.  Wherever  there  is  a 
problem,  there  is  a challenge.  I prefer  to  think  of  these  problems  as  oppor- 
tunities or  challenges  to  make  some  progress  in  delivering  health  care  to  our 
people.  As  someone  said  in  Chicago  at  our  leadership  conference,  “We  can 
lead,  follow,  or  get  out  of  the  way.’'  I believe  we  should  lead  the  people  out 
of  this  quagmire  of  confusion  and  disruption  in  our  profession. 

During  the  next  year  I will  try  to  offer  some  of  my  thoughts  and  ideas  for 
your  consideration.  I would  like  to  have  your  ideas  on  any  of  the  problems 
we  face.  I don't  particularly  want  your  gripes  or  complaints;  I have  enough 
of  those  of  my  own.  I want  your  ideas  on  solutions.  Write  to  me — call  me — 
give  me  some  answers.  Surely,  with  6,000  well-educated  physicians  in  Ten- 
nessee with  the  thousands  of  years  of  college,  medical  school,  postgraduate 
education  and  experience,  we  can  offer  solutions  to  our  problems  that  are 
better  than  those  of  a few  politicians.  Let’s  work  on  them.  Your  Board  of 
Trustees,  your  officers,  and  your  staff  need  your  input  and  involvement.  It 
is  not  “We  vs.  Them.”  It  is  “Us.”  Maybe  all  our  feet  will  grow. 

I hope  all  of  you  will  become  involved  in  solutions  to  the  health  care 
problems  because,  if  you  don’t,  there  are  those  who  have  their  own  solu- 
tions, which  I'm  sure  you  won’t  like.  We  physicians  can’t  just  stand  by  and 
criticize  the  system;  we  must  come  forward  with  alternatives.  We  are  a pub- 
lic service  profession.  The  status  quo  is  untenable  and  we  cannot  defend  it 
indefinitely.  Sooner  or  later  we  must  solve  our  health  care  problems.  We 
can  be  as  successful  as  we  make  up  our  minds  to  be.  We  must  make  sure 
that  our  patients  are  the  winners.  Let’s  throw  the  weight  of  our  influence  on 
the  side  of  the  good.  Let’s  grow  bigger  feet. 
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editorial/ 


Spring,  Beautiful  Spring 

Spring,  beautiful  spring 
The  bird  is  on  the  wing— 

How  absurd!  Everybody  knows 
The  wing  is  on  the  bird. 

Anon,  (mercifully) 

It  is  a sophistry  of  human  beings  almost  every- 
where that  clothes  make  the  man.  In  a sense, 
though,  they  do;  at  least  they  make  him  success- 
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ful.  Alexander  the  Great  tried  to  make  every- 
body he  conquered  into  Greeks,  and  the  first 
thing  he  did  was  put  them  into  tunics  and  togas. 
All  the  Western  diplomats,  and  all  the  Eastern 
or  African  or  Slobovian  diplomats  having  to  do 
with  them,  look  like  a colony  of  penguins.  Even 
in  this  day  of  fern  lib,  the  successful  female  ex- 
ecutive thinks  (with  some  justification)  that  to  rise 
to  the  higher  echelons  and  function  in  the  cor- 
porate world  she  has  to  look  like  a man.  If  she 
dresses  like  a woman — you  know — frilly  and  all — 
everybody,  including  other  women,  thinks  she  is 
up  to  something,  like  using  feminine  wiles  in  an 
unfair  way,  which  is  okay  for  love  or  war,  but 
not  for  business  (or  at  least  not  in  broad  day- 
light). It  makes  her  feel  guilty.  So  clothes  not 
only  make  the  man,  they  also  make  the  woman 
into  a man,  which  is  sad — sad  that  they  do  and 
also  that  they  must. 

Somehow  it  got  ingrained  into  Western  cul- 
ture at  the  time  our  Western  civilization  was  ex- 
panding— which  was  during  the  industrial  revo- 
lution—that  in  order  to  look  prosperous,  or 
serious,  for  that  matter,  one  needed  to  look 
dowdy.  Maybe  it  was  a practical  matter — the  only 
way  to  avoid  looking  besmirched  by  all  the  coal 
smoke  and  soot — but  anyway,  dowdy  is  how  they 
looked.  They  even  took  the  look  with  them  to 
such  exotic  places  as  Africa  and  India  and  the 
South  Seas.  Though  for  comfort's  sake — if  you 
can  call  any  of  that  comfortable — they  changed 
the  color  there  to  white  or  khaki,  the  dowdy  look 
persisted. 

The  dowdiest  of  all  were  the  missionaries,  who 
fortunately  or  unfortunately  were  at  the  fore- 
front of  the  expansion.  But  there  they  were.  They 
operated  under  the  working  assumption  that  to 
look  other  than  they  did  was  not  only  unsuccess- 
ful, but  immoral,  too.  As  God  made  man  in  His 
image,  so  they  molded  the  benighted  savage  into 
theirs.  They  forgot  that  God  made  them  both  in 
His  image;  also,  He  didn't  design  the  clothes.  The 
missionaries  enlarged  the  fig  leaf  considerably. 

I was  stationed  in  Southern  France  at  the 
mouth  of  the  Rhone  River  through  the  hot  sum- 
mer of  1946,  during  which  the  temperature 
sometimes  reached  110°  F.  France  was  in  the  Eu- 
ropean Theater,  which  had  its  headquarters  in 
chilly  England.  The  U.S.  Air  Force  in  Europe 
(USAFE),  to  which  I was  assigned,  was  head- 
quartered in  Wiesbaden,  Germany,  where  the 
climate  was  pleasant.  Whereas  the  army  in  the 
Mediterranean  Theater  wore  khaki,  we  dressed 
in  ODs — you  know,  wool.  More  than  that,  we 
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also  wore  neckties.  Skin  diseases  were  rampant, 
and  cost  the  army  thousands  of  man-hours,  sim- 
ply because  the  military  service  is  so  picky  about 
its  uniform  regulations.  They  simply  ignored  the 
fact  that  there  is  a desert — a small  one,  but  a 
desert  still — in  Southern  France.  They  also  ig- 
nored us,  finally  solving  the  problem  by  closing 
the  base — in  November. 

The  tropics  are  ill  suited  to  European  dress, 
and  disease  decimated  colonial  populations — not 
all  of  it  due  to  dress,  but  all  of  it  due  to  Euro- 
peans (in  which  I include  Americans).  Some  of 
it  was,  indeed,  a consequence  of  undress,  but  that 
of  course  depends  on  neither  time  nor  place — 
only  on  an  infected  population  in  liaison  with  a 
susceptible  one.  It  takes  more  than  clothes  to  un- 
make that. 

If  you  think  there  is  anything  dowdy  about 
God,  though,  step  outside  and  look  around  to- 
day. Take  in  the  bright  blue  skies,  the  trees  with 
their  first  pale  touch  of  green,  sunlight  flickering 
between  the  daffodils  waving  in  the  lightly  scent- 
ed breeze — in  short.  Springtime!  Then  think  of  a 
place  where  you  can  have  it  all  year  long — where 
waves  lap  at  sandy  beaches,  were  hibiscus  and 
bougainvillea  splash  gaudy  color  over  the  dunes 
and  grassy  slopes  amid  waving  palm  and  palmet- 
to. No  wonder  Mark  Twain  observed  that  the 
good  who  die  there  simply  step  from  one  para- 
dise into  another.  No  wonder  that  after  having 
visited  Kauai  he  dreamed  forever  after  of  return- 
ing. (The  old  cynic  in  him.  though,  also  said  we 
could  turn  it  into  a great  little  outpost  of  civili- 
zation. and  put  the  natives  on  a reservation.) 

For  now,  we  have  a little  piece  of  it  right  here 
in  Tennessee,  too.  You  can't  beat  it.  But  you  can 
ruin  it,  and  we  do  try  hard;  we  may  yet  succeed. 
Corporate  Western  civilization  may  yet  trans- 
form the  earth  into  its  own  dowdy  image,  just  as 
it  has  the  peoples  of  the  world.  Everyone  wants 
at  any  cost  the  things  Western  civilization  can  give 
them. 

The  price  is  Springtime.  Don't  pay  it. 

J.B.T. 

Ole  Man  River,  He  Just 
Keeps  Rollin’  Along 

The  other  day  I called  to  tell  a mutual  friend 
that  one  of  my  old  medical  school  teachers  had 
had  a massive  stroke  and  was  near  death.  She 
asked,  “Isn't  there  ever  any  good  news  any- 
more?” Sometimes  it  seems,  when  one  reaches 


our  age.  that  there  isn’t.  The  roll  call  up  yonder 
goes  on  at  an  increasing  rate.  James  Robertson 
Dawson,  M.D.,  former  professor  of  pathology  at 
Vanderbilt,  then  at  Minnesota,  and  finally  after 
his  retirement  as  department  head  there,  at  Mis- 
sissippi. died  about  a week  later,  to  join  the 
swelling  ranks  of  my  teachers  and  classmates  on 
that  roll. 

Since  he  left  Vanderbilt  in  1949,  there  aren't 
very  many  people  around  here  who  remember 
Jim  as  he  was  “in  the  old  days.”  He  was  known 
as  the  “Lean  Dog"  for  obvious  reasons,  and  could 
transfix  you  with  a gaze  from  those  piercing  eyes 
that  struck  terror  to  your  heart.  He  was  just  as 
good  a friend — later — as  he  had  been  a teacher. 
He  was  as  demanding  as  to  the  manner  in  which 
an  examination  paper  was  written  as  he  was  about 
what  it  said,  and  some  of  my  precision,  indeed, 
pedantry,  in  writing  I attribute  to  him.  All  of  my 
teachers  in  pathology — Ernest  W.  Goodpasture. 
M.D.,  John  L.  Shapiro.  M.D.,  and  now  Jim 
Dawson — are  now  gone.  I salute  them. 

One  of  the  comments  that  is  always  bandied 
about  among  cronies  as  they  reminisce  about 
fallen  comrades  is  that  “they  don't  make  'em  like 
that  anymore.”  Sober  thought,  however,  sug- 
gests first  that  they  probably  never  did;  further 
reflection  whispers  that  if  in  fact  they  once  did. 
they  still  do.  The  form  they  take  depends  upon  a 
lot  of  things,  but  the  raw  material  is  the  same. 

It  is  difficult  to  compare  individuals,  because 
in  doing  so  one  must  consider  both  individual 
tastes  and  the  times.  Until  relatively  recently  the 
man  on  the  street  knew  little  of  what  went  on 
outside  his  own  town.  It  was  not  until  the  inven- 
tion of  movable  type  that  there  was  any  dissem- 
ination of  information  in  the  modern  sense.  Ed- 
ucation. such  as  it  was.  was  limited  to  the  chosen 
few — the  very  few.  We  are  talking  about  300 
years  ago.  We  have  been  able  to  know  what  peo- 
ple, things,  and  far-off  places  really  looked  like 
for  only  a little  over  a hundred  years.  We  now 
watch  events  from  any  place  in  the  world  as  they 
happen.  It  is  much  easier  every  day  to  choose 
whom  we  will  emulate,  or  on  the  other  hand 
whom  we  would  not  under  any  circumstances.  We 
are  free  to  examine  at  close  range  not  only  the 
stars  in  the  crown  but  the  clay  in  the  feet  of  pub- 
lic figures.  Being  a hero  is  a lot  harder  these  days, 
and.  with  the  burgeoning  population,  there  is  a 
lot  more  competition.  It  is  much  easier  today  to 
perpetrate  both  good  and  evil,  and  also  to  un- 
mask it. 

My  father  was  a baseball  fan.  and  used  to 
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marvel  at  the  feats  of  the  “gas-house  gang  of 
the  St.  Louis  Cardinals.  He  based  his  admiration 
on  a few  trips  he  took  to  St.  Louis  or  Cincinnati 
to  watch  them  play;  that  was  enlarged  by  news- 
paper accounts.  He  was  sure  he  would  never  see 
their  likes  again.  This  was  in  the  days  of  Babe 
Ruth,  before  Stan  Musial,  and  long  before  Hen- 
ry Aaron  broke  the  Babe's  record.  I hough  we 
are  certain  records  must  stand  forever,  records 
are  made  to  be  broken. 

Times  and  tastes  change,  and  the  young  are 
peering  into  different  corners.  When  I was  young, 
Charles  Lindbergh  was  a great  hero  because  he 
flew  solo  from  New  York  to  Paris.  The  eyes  of 
the  world  were  upon  him.  In  1986  even  going  to 
the  moon,  only  a figment  of  sci-fi  writers’  imagi- 
nation in  1927,  is  no  longer  a big  deal. 

We  look  back  to  those  we  loved  and  admired 
with  nostalgia.  Our  experiences  make  for  lively 
conversation  at  gatherings  of  the  like-minded — 
and  generally  bore  everyone  else  stiff.  It  is  a fact 
that  we  will  never  see  their  likes  again,  if  we  con- 
fine the  inclusiveness  of  “we”  to  our  own  con- 
temporaries. When  he  was  approached  about 
having  his  portrait  painted  to  hang  in  the  medical 
school.  Dr.  Goodpasture  agreed  to  do  it  provid- 
ed, he  said,  it  would  be  on  material  that  would 
disintegrate  after  50  years  so  that  students  of  that 
day  wouldn’t  look  up  at  him  and  wonder  who 
that  old  so-and-so  was.  Sic  transit  gloria.  We  miss 
them,  but  our  circle  shrinks  day  by  day. 

The  writings  of  every  generation  tend  toward 
pessimism  about  the  world’s  future.  Perhaps  it  is 
more  justified  now,  for  maybe  we  do  now  have 
the  “ultimate  weapon”;  on  the  other  hand,  the 
Indians  doubtless  thought  that  about  the  thunder 
stick — and  for  them  it  was.  Though  we  may  nev- 
er see  the  likes  of  our  heroes  again,  someone  else 
will,  and  though  they  may  not  make  ’em  that  way 
anymore,  considering  that  the  raw  material  is  the 
same,  what  they  do  make  will  doubtless  be  just 
as  good  for  their  own  time  and  needs.  Maybe 
(heaven  help  me)  better.  And  the  world,  like  Ole 
Man  River,  will  just  keep  rollin’  along. 

J.B.T. 


in  memo* kim 


William  C.  Crowder,  age  77.  Died  February  15,  1986. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Blount  County  Medical  Society. 


Frank  A.  Faulkner,  age  85.  Died  February  15,  1986. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 

Hershel  H.  Hyatt,  age  85.  Died  February  26,  1986. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Chattanooga-Hamilton  County 
Medical  Society. 

James  Robert  Milam,  age  50.  died  February  17,  1986. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Montgomery  County  Medical  Soci- 
ety. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Emile  V.  Hamm,  M.D.,  Waverly 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Bill  H.  Murphy,  M.D.,  Cleveland 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Timothy  P.  Davis,  M.D.,  Chattanooga 
Terry  Walker  Smith,  M.D.,  Chattanooga 
Mark  Taslifni,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OE  WEST  TENNESSEE 

Edward  D.  Koonce,  M.D.,  Jackson 

GREENE  COUNTY  MEDICAL  SOCIETY 

Victor  Villeneuve,  M.D.,  Greeneville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

William  L.  Buntain,  M.D.,  Knoxville 
W.  Corbet  Curfman,  M.D.,  Knoxville 
/.  Christopher  Scott,  M.D.,  Knoxville 
Steven  H.  Stokes,  M.D.,  Knoxville 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

V enkatachalam  Ayyagari,  M.D.,  Bartlett 
Nancy  Crutcher,  M.D.,  Memphis 
Mark  S.  Edwards,  M.D.,  Memphis 
Lisa  E.  A.  Fara,  M.D.,  Memphis 
Carl  Edwin  Flinn,  M.D.,  Memphis 
Cesar  O.  Freytes,  M.D.,  Memphis 
Fernando  A.  Herrera,  M.D.,  Memphis 
William  L.  Hickerson,  M.D.,  Memphis 
Jack  Lynn  Hollins,  M.D.,  Memphis 
Arthur  L.  Kellermann,  M.D.,  Memphis 
Gordon  Jerome  Kraus,  M.D.,  Memphis 
Rande  H.  Lazar,  M.D.,  Memphis 
William  Harry  Light,  M.D.,  Memphis 
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Robert  J . Medoff , M.D.,  Memphis 
Lee  Richard  Morisy,  M.D.,  Memphis 
Paul  A.  Payne , M.D.,  Memphis 
Edwin  Allen  Raines , M.D.,  Memphis 
Lloyd  E.  Robinson,  M.D.,  Memphis 
Donald  W.  Schmidt,  M.D.,  Memphis 
John  B.  Schweitzer,  M.D.,  Memphis 
John  J.  Shea,  III,  M.D.,  Memphis 
Michael  R.  Singleton,  M.D.,  Memphis 
Michael  N.  Skaredoff,  M.D. , Memphis 
Joseph  A.  Weinberg,  M.D.,  Memphis 
Wendell  Wheat,  M.D.,  Memphis 

(Students) 

Edgar  Morris  Boyd,  Jr.,  Memphis 
David  Brian  Elias,  Memphis 
David  Wood  Lawhorn,  Memphis 
Aubrey  D.  McElroy,  Jr.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Kenneth  James  Eawcett,  M.D. , Nashville 
Samuel  Jay  McKenna,  M.D.,  Nashville 
Albert  J.  Mitchum,  M.D.,  Nashville 

(Student) 

Ben  C.  Wouters,  Nashville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Gregory  P.  Gramelspacher,  M.D.,  Oak  Ridge 
Thomas  W.  White,  M.D. , Oak  Ridge 

ROBERTSON  COUNTY  MEDICAL  SOCIETY 

W.  Michael  Lewis.  M.D.,  Greenbrier 

TIPTON  COUNTY  MEDICAL  SOCIETY 

Stephen  L.  Helton,  M.D.,  Memphis 

WARREN  COUNTY  MEDICAL  SOCIETY 

Wendell  McAbee,  M.D.,  McMinnville 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Eugene  P.  Durbin,  M.D.,  Gray 
Howard  G.  Holmes,  M.D.,  Johnson  City 
Eapen  Thomas,  M.D.,  Johnson  City 

WILSON  COUNTY  MEDICAL  SOCIETY 

Willard  Mahlon  West,  M.D  , Lebanon 


pef/oncil  neui/ 


Benjamin  F.  Byrd,  Jr.,  M.D.,  immediate  past  presi- 
dent of  the  Nashville  Area  Chamber  of  Commerce, 
has  been  named  Outstanding  Nashvillian  of  the  Year 
1985  by  the  Kiwanis  Club  of  Nashville.  The  award  is 
given  annually  to  the  person  “who  was  of  the  greatest 
benefit  to  the  Nashville  community  during  the  past 
vear.” 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Sixteen  TMA  members  qualified  for  the 
AMA  Physician's  Recognition  Award  during 
February  1986. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

A.  M.  Al- Abdulla,  M.D. . Murfreesboro 
Kenneth  W.  Carr,  M.D.,  Martin 
Oscar  W.  Carter,  M.D.,  Nashville 
David  G.  Doane,  M.D.,  Johnson  City 
William  D.  Ealvey,  M.D. . Memphis 
Augustus  C.  Ford,  M.D.,  Chattanooga 
Mark  F.  Hartley.  M.D. , Waverly 
Claude  C.  Haws,  M.D.,  Johnson  City 
James  W.  Hays,  M.D.,  Nashville 
Thomas  W.  Higginbotham,  M.D.,  Memphis 
James  K.  Hitchman,  M.D.,  Nashville 
Ernest  B.  Kleier , Jr.,  M.D. , Memphis 
Gordon  L.  Mathes,  M.D.,  Memphis 
Robert  E.  Palmer,  IV,  M.D.,  Memphis 
Michael  L.  Pool,  M.D.,  Knoxville 
Frederick  D.  Slaughter,  M.D.,  Bristol 


announcement/ 


CALENDAR  OF  MEETINGS 


NATIONAL 


June  23-26 

American  Orthopaedic  Association — The 
Homestead.  Hot  Springs,  Va. 

June  27-29 

American  Association  for  the  Study  of 
Headache — Drake  Hotel.  Chicago 

June  29-July  4 

Flying  Physicians  Association — Williams- 
burg Inn.  Williamsburg.  Va. 

July  3-7 

American  College  of  International  Physi- 
cians, Inc. — Leow’s  Anatole  Hotel.  Dallas 

July  3-7 

Association  of  Pakistani  Physicians — Hyatt 
Regency.  Dallas 

July  4-6 

Korean  Medical  Association  of  America — 
Bellevue-Stratford  Hotel.  Philadelphia 

July  19-24 

National  Medical  Association — Marriott 
Marquis,  New  York 

July  30-Aug.  3 

Association  of  Philippine  Practicing  Physi- 
cians in  America — Omni  International  Ho- 
tel. Norfolk.  Va. 

July  30-Aug.  3 

National  Medical  and  Dental  Association — 
The  Greenbrier.  White  Sulphur  Springs. 
W.  Va. 

STATE 

June  25-27 

Upper  Cumberland  Medical  Society — Fall 
Creek  Falls  Resort  Inn.  Pikeville.  Tenn. 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  soh 
diers  with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Farm 
ily  Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums, or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals, you  can  receive 
assignments  almost  anywhere 

in  the  United  States;  tbe  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive.  You’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment Counselor  for  more  information. 

Army  Medicine 
Mid-Memphis  Tower  Building 
1407  Union  Avenue,  Suite  702 
Memphis,  TN  38104 
Call  Collect:  (901)  52U2855 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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From  the  AMA 


The  AMA  and  the  Knowledge  Business 

JOHN  T.  BAKER 

Vice  President,  Publishing  & Marketing 


If  indeed  the  United  States  has  moved  from  a bas- 
ically industrial  economy  to  one  based  primarily  on  the 
development  and  interchange  of  information,  as  John 
Naisbitt  maintains  in  his  best-selling  book.  Mega- 
trends, then  the  American  Medical  Association  has 
been  marching  a step  or  two  ahead  of  history. 

From  the  Association's  founding  in  1847,  through 
the  establishment  of  JAMA  over  100  years  ago  and 
the  start  of  the  specialty  journals  between  1908  and 
1959,  the  AMA  has  provided  physicians  with  a grow- 
ing stream  of  scientific  knowledge.  In  recent  years, 
AMA  has  widened  its  scope  of  informational  activities 
with  an  expanded  Consumer  Book  Publishing  Pro- 
gram, the  creation  of  videotaped,  continuing  medical 
education  courses,  full  text,  random  access  on  Mead 
Data  Central,  cable  television  programming,  and  by 
means  of  a lease  arrangement  with  GTE,  a comput- 
erized medical  information  system.  The  AMA's  diver- 
sified publishing  operation  today  is  a flourishing.  $35- 
million-plus-a-year  enterprise. 

With  innovations,  JAMA  retains  its  traditional  sta- 
tus as  the  flagship.  With  domestic  circulation  ap- 
proaching 350,000  on  basically  a weekly  schedule  (48 
issues  per  year)  and  a foreign  language  circulation  of 
approximately  300.000  (generally  on  a monthly  basis), 
JAMA  is  the  most  widely  read  scientific  journal  in  the 
world,  and  generates  almost  half  of  the  AMA's  pub- 
lishing revenues. 

JAMA  is  now  firmly  committed  to  a number  of  for- 
eign language  editions.  The  objective  is  educational, 
not  economic — the  risks  are  high,  the  returns  modest. 
AMA  management  believes  strongly  that  it  has  an  ob- 
ligation to  keep  physicians  abroad  informed  on  the  ad- 
vances of  clinical  medicine  in  this  country.  At  present. 
JAMA  appears  in  17  foreign  countries  in  German, 
French.  Italian.  Japanese,  Chinese  and  Serbo-Croat. 
More  overseas  editions  are  planned  for  the  future. 

JAMA  is  edited  with  the  practitioner  in  mind,  and 
the  material  it  contains  must  appeal  broadly  to  spe- 
cialists and  nonspecialists  alike.  To  handle  editorial 
content  of  a highly  technical  and  necessarily  more 
sharply  focused  interest.  AMA  publishes  nine  monthly 
specialty  journals,  ranging  in  size  from  the  Archives  of 
Pathology  (17.660  circulation)  to  the  Archives  of  Inter- 
nal Medicine  (81,747  circulation).  An  AMA  member 
receives  JAMA.  American  Medical  News  and  his  choice 
of  one  specialty  journal  as  a benefit  of  membership. 

To  keep  the  profession  informed  on  socioeconomic 
and  political  issues  affecting  medicine  and  to  bring  the 
membership  into  closer  touch  with  AMA  actions,  a 
tabloid-size  newspaper,  American  Medical  News , is 


published  48  times  a year.  Successful  from  its  incep- 
tion. it  now  has  a circulation  of  331,686.  With  issues 
that  have  run  over  100  pages,  the  editorial  content  is 
roughly  equivalent,  in  number  of  words,  to  an  issue  of 
Time  Magazine.  It  can  legitimately  claim  to  be  the  na- 
tional trade  newspaper  of  medicine. 

AMA  currently  receives  some  5,000  to  6,000  health 
and  medical  queries  from  the  general  public  each 
month,  and  additional  requests  from  physicians  for  ed- 
ucational material  for  distribution  to  the  patients.  This 
data  will  also  be  accessible  via  computers  in  libraries, 
schools,  and  other  locations. 

AMA  also  publishes  books  for  the  public  and 
profession.  The  Consumer  Book  Division  has  concen- 
trated on  health  maintenance  and  disease  prevention. 
A Handbook  of  First  Aid  and  a Family  Medical  Guide 
have  sold,  respectively,  92,500  and  2 million  copies.  A 
contract  has  been  signed  with  Readers  Digest  for  mail- 
order sales  of  the  Guide,  and  an  additional  health  en- 
cyclopedia is  planned  for  the  near  future.  Spin-off 
books  of  the  highly  successful  Family  Medical  Guide 
will  be  available  in  bookstores  in  April. 

The  American  Medical  Directory,  periodically  up- 
dated since  1906.  lists  all  U.S.  doctors  of  medicine, 
giving  their  location,  specialty,  and  educational  back- 
ground. Current  Procedural  Terminology  provides 
standard  definitions  for  more  than  6.000  diagnostic, 
medical,  and  surgical  procedures  and  assigns  to  each  a 
code  number  now  recognized  for  billing  and  insurance 
purposes  by  the  U.S.  Department  of  Health  and  Hu- 
man Resources.  Blue  Cross/Blue  Shield,  and  the  Health 
Insurance  Association  of  America.  AMA  Drug  Eval- 
uations, with  a sixth  edition  due  to  be  released  this 
spring,  provides  expert  appraisals  of  over  1,800  phar- 
maceutical products  and  is  the  bible  in  that  field. 

Working  with  nationally  recognized  experts  at 
medical  schools,  teaching  hospitals,  and  research  cen- 
ters, the  AMA  over  the  last  five  years  has  developed 
AMA  Video  Clinics,  a library  of  30  home  study 
courses.  Approved  for  Category  1 credit,  they  can  be 
rented  or  purchased.  Over  5.000  physicians  have  al- 
ready taken  the  courses. 

Beginning  in  1984,  AMA  began  educating  via  cable 
television.  With  the  cooperation  of  the  Lifetime  Med- 
ical Television  Network,  weekly  AMA  programs  in- 
cluding AMA's  Video  Clinics  have  been  available  to  a 
growing  physician  audience. 

The  need  for  valid  medical  and  health  care  infor- 
mation grows  ever  greater,  and  as  the  world’s  largest 
medical  publisher.  AMA  has  a vital  role  to  play  in 
helping  to  meet  these  needs.  r~  ^ 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

January  14  and  15, 1986 


Members  Present:  I.  Lee  Arnold,  M.D. 

Duane  C.  Budd,  M.D. 

John  H.  Burkhart,  M.D., 
President 

Howard  R.  Foreman,  M.D., 
Secretary 

Alvin  J.  Ingram,  M.D. 
Members  Absent:  None 
Others  Present:  Ray  C.  Hall,  Director, 

Health  Related  Boards 
Patricia  Newton,  Attorney 
Kennetha  Sawyers,  Attorney 
Louise  Blair,  Admin.  Assistant 


JANUARY  14,  1986 

The  meeting  was  called  to  order  at  8:30  AM  by  Dr. 
John  Burkhart,  president,  at  the  Legislative  Plaza  in 
Nashville. 

Minutes  of  the  Oct.  30,  1985  meeting  were  ap- 
proved as  submitted. 

An  attorney  general’s  opinion  concerning  the  leg- 
islative action  which  waived  certain  requirements  of 
the  Board  of  Medical  Examiners  for  granting  licensure 
in  Tennessee  in  a specific  case  was  acknowledged  by 
the  Board.  This  opinion  will  become  a part  of  the  min- 
utes to  be  utilized  at  a later  date  if  circumstances  are 
such  to  become  necessary. 

A rulemaking  hearing  was  held  on  Jan.  10,  1986,  in 
order  to  add  the  three-year  residency  requirement  for 
graduates  of  non-approved  foreign  medical  schools. 
This  was  approved  by  the  Board  and  the  signature  of 
the  secretary  affixed.  This  will  now  be  forwarded  to 
the  office  of  General  Counsel  for  filing  in  the  Secre- 
tary of  State's  office. 

Athletic  Trainers.  The  portion  of  the  law  regulating 
athletic  trainers  was  amended  during  the  1985  legisla- 
tive session  to  require  a biennial  renewal.  A rulemak- 
ing hearing  was  held  on  Jan.  10,  1986,  to  revise  the 
rules  and  regulations  to  include  such  fees  as  are  re- 
quired for  biennial  renewal  and  to  add  a jurisprudence 
test  with  a 75  passing  score.  The  revisions  of  the  rules 
were  approved  by  the  Board  and  the  signature  of  the 
secretary  affixed  to  be  forwarded  to  the  office  of  Gen- 
eral Counsel  for  filing.  The  new  athletic  trainer  appli- 
cation, a biennial  renewal  application,  and  a biennial 
renewal  certificate  were  presented  to  the  Board  for 
approval.  These  forms  were  unanimously  approved  by 
the  Board. 

Physician  Assistants.  Louise  Blair  brought  the  Board 
up  to  date  on  the  progress  of  the  Committee  on  Phy- 
sician Assistants.  The  committee  has  met  three  times 


and  a rulemaking  hearing  was  held  on  Jan.  13,  1986, 
to  promulgate  rules  for  fees  and  disciplinary  actions. 
The  committee  set  fees  for  application  for  certification 
and  initial  certification.  Fees  for  biennial  renewal  and 
late  renewal  fee  will  be  set  later.  Disciplinary  rules  were 
postponed  for  further  study.  The  rules  for  fees  were 
presented  to  the  Board  and  approved,  with  the  signa- 
ture of  the  secretary  affixed  for  filing.  Application 
form,  certificate/licensure,  renewal  certificate,  and  af- 
fidavit of  retirement  form  were  presented  to  the  Board. 
These  were  unanimously  approved. 

Assistant  Commissioner  Sheryl  Midgett  was  pres- 
ent to  give  an  update  on  administrative  matters.  She 
informed  the  Board  that  the  Board’s  administrative 
offices  would  be  moved  into  additional  space  soon.  The 
offices  and  hearing  room  at  287  Plus  Park  Blvd.  are 
completed  and  the  move  into  the  office  space  will  be 
accomplished  around  the  middle  of  February  with  the 
hearing  room  ready  in  April  or  May.  She  also  report- 
ed that  the  other  secretarial  position  in  the  Board  of 
Medical  Examiners  was  filled;  that  the  investigative  and 
legal  sections  were  at  full  staff  with  the  addition  of 
Kennetha  Sawyers,  attorney.  The  Board  expressed 
their  appreciation  to  Mrs.  Midgett  and  to  Commis- 
sioner Word  for  their  assistance  in  improving  these 
matters. 

Reciprocity  applications  for  Drs.  Prakash  N.  Khot, 
Scott  Eastin,  Lakshmanan  Ganapathy,  Suhail  Ghattas, 
Emile  V.  Hamm,  and  Ronald  M.  King  were  unani- 
mously approved.  Dr.  Thomas  V.  Clayton  was  granted 
a license,  effective  March  1,  1986,  four  months  prior 
to  completion  of  a three-year  residency  program.  Dr. 
Allick  Duke’s  application  for  reciprocity  was  deferred 
until  he  is  within  four  months  of  completing  his  three- 
year  residency  program.  A letter  will  be  drafted  to 
Meharry  Medical  College  concerning  the  Board’s  re- 
quirements and  the  conflict  with  the  College’s  instruc- 
tions for  residents  PGY  1 and  PGY  2 to  obtain  a Ten- 
nessee medical  license.  Drs.  George  C.  Douglas,  Sr., 
Rodolfo  Laucirica,  and  Stephen  H.  Homer  did  not  ap- 
pear; therefore,  approval  of  application  was  deferred. 
Dr.  Alvin  J.  Hill  did  not  appear  and.  since  this  was  the 
third  time  he  had  been  notified  to  appear  before  the 
Board,  he  will  not  be  put  on  the  agenda  again. 

X-ray  Operators.  Louise  Blair  gave  a progress  re- 
port on  x-ray  operators.  A packet  containing  the  law 
and  rules  which  had  been  promulgated  concerning 
x-ray  operators  in  physician  offices  were  mailed 
around  the  middle  of  December  to  700  physicians’  of- 
fices who  have  x-ray  equipment.  The  labels  were  fur- 
nished by  the  Division  of  Radiological  Health.  This 
was  to  inform  the  physicians  that  certification  will  be 
required  once  the  Board  has  completed  everything  to 
accomplish  this.  The  American  Registry  of  Radiologic 
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Technologists  has  been  contacted  so  that  we  may  con- 
tract for  the  Limited  Scope  Examination.  Application 
forms  and  certificates  are  being  drafted.  The  training 
course  submitted  by  Mr.  Archie  C.  Gore.  National  X- 
ray  Training  Service,  Longview,  Texas  was  approved 
by  the  Board.  The  recommendations  from  the  Tennes- 
see Medical  Association  were  deferred  until  Wednes- 
day so  that  Mr.  Jack  Fosbinder  could  be  present  to 
explain  the  recommendations. 

Dr.  Bobby  Watts  was  represented  by  Mr.  William 
Barrick.  Dr.  Watts  was  not  present.  Mr.  Barrick  intro- 
duced a motion  for  the  Board  to  recuse  themselves 
from  hearing  the  case  of  Dr.  Watts  since  Dr.  Watts 
had  filed  a $1.8  million  federal  civil  rights  lawsuit 
against  the  Board  and  the  Division,  which  might  affect 
their  being  able  to  render  a fair  and  impartial  decision 
in  the  case.  Each  member  of  the  Board  voted  "no"  on 
recusins  themselves.  The  hearing  was  set  for  March  4. 
1986. 

Dr.  Frank  Page  was  represented  by  Mr.  Carlton  H. 
Petway  who  requested  a continuance  until  after  Dr. 
Page  is  sentenced  in  federal  court  on  Jan.  23.  1986. 
Dr.  Page  pleaded  guilty  in  federal  court  to  two  counts 
of  signing  and  issuing  prescriptions  for  controlled  sub- 
stances for  purposes  other  than  in  the  usual  course  of 
professional  practice  for  a legitimate  medical  purpose. 
On  Oct.  30.  1985.  the  Board  accepted  an  agreed  order 
as  noted  in  the  minutes.  The  Board  unanimously  vot- 
ed to  deny  continuance.  After  a short  recess.  Dr.  Page, 
represented  by  counsel,  submitted  an  agreed  settle- 
ment of  his  case.  Dr.  Page  agreed  to  admit  to  violating 
the  federal  drug  laws,  in  particular  to  Title  21  of  the 
U.S.  Code,  which  is  distributing  controlled  substances 
in  violation  of  that  statute,  and  his  license  will  be  au- 
tomatically revoked  without  a hearing.  The  Board 
unanimously  voted  to  accept  the  agreed  settlement. 

Dr.  Wendell  Thrower  is  charged  with  unprofession- 
al, dishonorable,  or  unethical  conduct  and  engaging  in 
the  practice  of  medicine  when  mentally  or  physically 
unable  to  safely  do  so.  The  Board  unanimously  ac- 
cepted an  agreed  order  from  Dr.  Thrower  which  in- 
cluded the  following:  (1)  Dr.  Thrower  is  now  under 
psychiatric  care  by  Dr.  Jamison.  Dr.  Jamison  is  to  see 
him  at  least  every  two  weeks  and  will  have  blood  lith- 
ium levels  taken  at  that  time.  (2)  Dr.  Thrower  will 
sign  a contract  with  the  TMA  Impaired  Physician  Pro- 
gram. (3)  Both  Dr.  David  Dodd,  medical  director  of 
the  Program,  and  Dr.  Jamison  have  agreed  that  if  in 
their  working  with  and  treatment  of  Dr.  Thrower  he 
appears  to  be  getting  depressed  or  inappropriately  high 
in  spite  of  the  treatment  of  lithium,  they  will  immedi- 
ately instruct  him  to  stop  working  until  such  time  as 
they  feel  it  would  be  safe  to  practice  medicine.  (4)  Dr. 
Jamison  has  agreed  to  report  any  concerns  or  in- 
stances of  failure  to  follow  his  directions  to  the  Board 
immediately  so  that  the  Board  could  take  action. 

(5)  Any  violation  of  this  agreement  by  Dr.  Thrower  is 
grounds  for  disciplinary  actions  against  his  license. 

(6)  If  he  violates  any  direction  by  Dr.  Jamison  or  Dr. 
Dodd,  he  will  be  in  violation  of  this  order  and  he  will 
be  subject  to  any  other  disciplinary  actions  by  the 
Board  including  revocation  of  his  license. 

Dr.  Harry  B.  Johnston  was  brought  before  the 
Board  to  explain  complaints  of  Dr.  Johnston  possibly 
overprescribing  methadone  to  his  wife.  Dr.  Johnston 


documented  history  of  his  wife's  chronic  pain  and  de- 
bilitating illness  with  no  cause  for  the  pain  being  found 
in  spite  of  continuous  seeking  among  the  medical 
profession.  He  stated  he  had  prescribed  methadone  for 
his  wife  since  he  had  experienced  difficulty  finding  an- 
other physician  to  administer  the  drug.  The  Board  in- 
structed the  attorney  not  to  prepare  charges  against 
Dr.  Johnston  for  past  prescribing  of  methadone  for  his 
wife.  The  Board  gave  Dr.  Johnston  60  days  to  obtain 
another  physician  to  manage  his  wife's  case  and  after 
that  time  is  not  to  prescribe  for  his  wife  or  he  will  be 
brought  before  the  Board  for  disciplinary  action. 

Dr.  Jerry  Word  was  represented  by  Mr.  Dale  M. 
Quillen  who  made  a motion  of  dismissal  of  Dr.  Word's 
case  since  there  were  no  blacks  on  the  Board.  The 
motion  was  denied  by  the  administrative  judge.  Charl- 
es Sullivan.  Dr.  Word  was  charged  with  inappropriate- 
ly prescribing  controlled  substances  and  violating  the 
state  and  federal  drug  laws.  He  had  been  found  guilty 
in  federal  court  of  45  of  46  counts  of  violating  the  fed- 
eral drug  laws  on  Dec.  13.  1985.  with  the  sentencing 
set  for  Jan.  16.  1986.  The  Board  unanimously  voted 
that  whereas  Dr.  Jerry  Word  has  been  found  guilty  in 
federal  court  of  dispensing,  prescribing,  and  otherwise 
distributing  controlled  substances  and  other  drugs  to 
persons  in  violation  of  the  laws  of  the  state  and  of  the 
United  States  of  America  and  he  is,  therefore,  guilty 
of:  (1)  unprofessional,  dishonorable,  or  unethical  con- 
duct: (2)  dispensing,  prescribing,  or  otherwise  distrib- 
uting any  controlled  substance  or  any  other  drug  not 
in  the  course  of  professional  practice,  or  not  in  good 
faith  to  relieve  pain  and  suffering,  or  not  to  cure  an 
ailment,  physical  infirmity  or  disease:  and 

(3)  dispensing,  prescribing,  or  otherwise  distributing 
any  controlled  substance  or  other  drug  to  any  person 
in  violation  of  any  law.  of  the  state  or  of  the  United 
States  of  America,  as  charged  in  the  Notice  of  charges. 
In  this  finding  of  guilt,  he  is  also  guilty  of  prescribing, 
dispensing  or  otherwise  distributing  controlled  sub- 
stances when  said  controlled  substances  are  not  medi- 
cally indicated.  As  a result  of  these  findings,  the  Board 
voted  unanimously  to  revoke  Dr.  Word's  license  to 
practice  medicine  and  surgery  in  the  state  of  Tennes- 
see. 

The  meeting  was  adjourned  at  4:30  PM  to  recon- 
vene at  8:30  AM  Jan.  15.  1986. 


JANUARY  15,  1986 

Dr.  John  Burkhart,  president,  called  the  meeting  to 
order  at  8:30  AM  at  the  Legislative  Plaza  in  Nashville 
on  Jan.  15,  1986. 

Mr.  Ray  Hall  presented  an  updated  report  on  nurse 
practitioners.  Sites  have  been  approved,  the  Board  of 
Nursing  has  approved  111  nurse  practitioners;  the  Di- 
vision has  received  statements  from  32  physicians  who 
have  agreed  to  be  the  supervising  physician;  and  let- 
ters are  being  typed  to  notify  these  32  sites  that  every- 
thing is  in  place  to  begin  the  program.  A copy  of  this 
letter  will  be  sent  to  the  Medical  Board  and  to  the 
Nursing  Board  as  required  by  law. 

Representative  Shirley  Duer  appeared  before  the 
Board  to  discuss  the  bill  she  is  introducing  to  regulate 
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respiratory  therapists.  Dr.  Howard  Foreman  was  ap- 
pointed to  represent  the  Board  in  working  with  Rep- 
resentative Duer  on  problems  the  Board  has  with  her 
bill  and  to  assist  her  in  drafting  a bill  that  would  meet 
the  approval  of  the  Board  of  Medical  Examiners.  Mr. 
Jack  Fosbinder  will  represent  the  Tennessee  Medical 
Association  in  this  matter. 

X-ray  Operators.  Mr.  Jack  Fosbinder  appeared  be- 
fore the  Board  to  explain  the  recommendations  of  the 
Tennessee  Medical  Association  for  some  revisions  of 
the  rules  and  regulations  governing  the  utilization  of 
x-ray  operators  in  physicians’  offices.  The  Board 
agreed  to  change  Rule  0880-5-.01  (l)(c)  Pathways  to 
obtain  certification  to  read  as  follows:  “Be  qualified  by 
having  worked  under  the  supervision  of  a medical  doc- 
tor for  at  least  six  (6)  years  with  said  qualifying  years 
accumulated  within  the  last  ten  (10)  years  and  provide 
documentation  of  same.”  The  Board  also  decided  to 
add  radiography  of  the  ears,  nose  and  throat  and  to 
change  the  radiography  of  the  extremities  to  include 
abdomen/spine/extremities  with  20  hours  instruction 
required  for  each  category.  New  rules  and  regulations 
will  be  written  to  include  these  changes. 

I)r.  Arnold  Scott  Devous  is  exempt  from  the  re- 
quirement of  a license  to  practice  the  profession  of 
medicine  in  the  state  of  Tennessee  as  he  is  a medical 
intern  or  resident  in  an  AMA-approved  training  pro- 


gram. Dr.  Devous  voluntarily  relinquished  his  license 
to  practice  in  Wyoming  on  July  15,  1983,  relative  to 
his  ordering  and  usage  of  unusually  large  amounts  of 
controlled  substances.  Dr.  Devous  was  subsequently 
convicted  in  U.S.  district  court  for  the  district  of  Wy- 
oming of  inappropriately  prescribing  demerol.  He 
served  4‘/2  months  in  prison  and  was  released  from 
probation  in  December,  1985.  The  states  of  Michigan, 
Montana,  and  Colorado  have  also  revoked  his  license. 
The  Board  voted  to  accept  an  agreed  order  for  Dr. 
Devous  to  submit  to  random  drug  screens,  that  the 
school  will  report  to  the  Board  any  infractions  during 
the  training  program,  that  the  school  will  submit 
quarterly  reports  to  the  Board  from  his  program  direc- 
tor giving  a report  of  his  progress,  he  will  become  in- 
volved in  the  TMA  Impaired  Physician  Program,  and 
as  long  as  he  is  in  his  training  at  East  Tennessee  State 
this  will  apply.  If  he  withdraws  from  the  program  or 
completes  the  program,  the  school  is  to  notify  the 
Board  and  if  he  decides  to  apply  to  another  program 
within  the  state,  the  new  school  would  notify  the  Board 
prior  to  accepting  him  into  its  program.  All  members 
of  the  Board,  except  Dr.  Foreman,  voted  to  accept  the 
agreed  order. 

The  next  meeting  of  the  Board  was  set  for  March  4 
and  5,  1986. 

The  meeting  adjourned  at  9:45  AM.  r ^ 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 

Of  the  Tennessee  Medical  Association 
Nashville , Tennessee — April  9-12,  1986 


Call  to  Order 

The  151st  annual  meeting  of  the  Tennessee  Medical  As- 
sociation was  conducted  in  Nashville,  Tennessee,  April  9-12, 
1986,  with  headquarters  in  the  Opryland  Hotel.  The  House 
of  Delegates  met  initially  at  3:00  PM,  April  9,  1986,  with 
Malcolm  R.  Lewis,  M.D.,  Nashville,  presiding  as  speaker  of 
the  House  and  F.  Hammond  Cole,  Jr.,  M.D.,  Memphis,  as 
vice  speaker. 

Invocation 

At  the  opening  session,  J.  Kelley  Avery,  M.D.,  Nashville, 
gave  the  invocation:  “Let  us  pray.  Almighty  God,  our  heav- 
enly Father,  we  acknowledge  you  as  our  creator  today  and 
give  you  thanks  for  the  privilege  of  serving  you  in  the  service 
of  our  fellow  man.  We  ask  your  blessings  upon  this  assembly. 
We  ask  your  guidance  in  those  things  about  which  we  delib- 
erate today.  And  we  ask  the  grace  that  comes  from  you  that 
allows  us  to  continue  our  service  to  you  through  what  we  do 
every  day  in  trying  to  be  your  ministers  of  healing.  In  your 
name  we  pray  and  give  you  thanks.  Amen.” 

Report  of  the  Committee  on  Credentials 

Reuben  A.  Bueno,  M.D.,  Nashville,  chairman  of  the 
Committee  on  Credentials,  reported  there  was  a quorum 
present.  The  speaker  declared  the  House  was  in  session. 

1985  Minutes  Approved 

The  speaker  announced  that  an  abstract  of  the  minutes  of 
the  last  regular  session  of  the  House  of  Delegates  was  repro- 
duced in  the  June  1985  issue  of  the  Journal  of  the  Tennessee 
Medical  Association.  It  was  moved  and  seconded  that  the  ab- 
stracted minutes  of  the  1985  session  of  the  House  of  Dele- 
gates be  approved  as  published  in  the  June  1985  issue  of  the 
Journal.  The  motion  was  adopted. 

Reference  Committees 

The  speaker  announced  the  members  of  the  reference 
committees  to  consider  reports,  resolutions,  amendments,  and 
all  matters  requiring  action  by  the  House  of  Delegates. 


REFERENCE  COMMITTEE  ON  CREDENTIALS 
Reuben  A.  Bueno.  M.D.,  Nashville,  Chairman 
Evelyn  B.  Ogle,  M.D.,  Memphis 
Robert  M.  Overholt.  M.D.,  Knoxville 

REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  THE  CONSTITUTION  AND  BYLAWS 
John  H.  Burkhart.  M.D.,  Knoxville,  Chairman 
John  L.  Farringer,  Jr.,  M.D.,  Nashville 
C.  Eugene  Jabbour,  M.D.,  Memphis 

REFERENCE  COMMITTEE  A 

James  C.  Fleming,  M.D.,  Memphis,  Chairman 

H.  Victor  Braren,  M.D.,  Nashville 

Pete  S.  Soteres,  M.D.,  Chattanooga 

REFERENCE  COMMITTEE  B 

John  B.  Thomison.  M.D.,  Nashville,  Chairman 

John  D.  Lay,  M.D.,  Savannah 

J.  Lawrence  Jayne,  Jr.,  M.D.,  Bristol 

REFERENCE  COMMITTEE  C 

Joseph  L.  Willoughby,  M.D.,  Franklin,  Chairman 

Charles  W.  White,  M.D.,  Lexington 

David  J.  Slagle,  M.D.,  Elizabethton 

REFERENCE  COMMITTEE  D 
David  G.  Gerkin,  M.D.,  Knoxville,  Chairman 
James  W.  Jackson,  M.D.,  Dickson 
Richard  M.  Pearson,  M.D.,  Memphis 

SPECIAL  REFERENCE  COMMITTEE 
Hays  Mitchell,  M.D.,  Cleveland,  Chairman 
James  T.  Galyon,  M.D.,  Memphis 
Kent  Kyger,  M.D.,  Nashville 

COMMITTEE  ON  OUTSTANDING 
PHYSICIAN  OF  THE  YEAR  AWARD 
George  W.  Holcomb,  Jr.,  M.D.,  Nashville,  Chairman 
Nat  E.  Hyder,  Jr.,  M.D.,  Johnson  City 
Thomas  K.  Ballard,  M.D.,  Jackson 
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Nominating  Committees 

As  required  in  the  Bylaws,  the  Board  of  I rustees  ap- 
pointed a Nominating  Committee  with  representatives  from 
each  of  the  three  grand  divisions  of  the  state.  The  speaker 
announced  the  committee  members. 

EAST  TENNESSEE 
Duane  C.  Budd,  M.D.,  Johnson  City 
John  E.  Strickland,  Jr.,  M.D.,  Chattanooga 
George  A.  Zirkle,  Jr.,  M.D.,  Knoxville 

MIDDLE  TENNESSEE 
Lloyd  T.  Brown,  M.D.,  Gallatin 
James  W.  Hays,  M.D.,  Nashville 
Charles  E.  Jordan,  III,  M.D.,  Cookeville 

WEST  TENNESSEE 
Oscar  M.  McCallum,  M.D.,  Henderson 
James  H.  Ragsdale,  M.D.,  Union  City 
Phillip  A.  Pedigo,  M.D.,  Memphis 


ELECTION  BY 
HOUSE  OF  DELEGATES 
APRIL  12,  1986 


The  preliminary  report  of  the  Nominating  Committee  was 
presented  in  the  first  session  of  the  House  of  Delegates  on 
Wednesday,  April  9,  1986.  The  final  report  of  the  Nominat- 
ing Committee  was  presented  on  Saturday,  April  12,  1986  at 
the  closing  session  of  the  House.  Nominees  submitted  by  the 
committee  were  voted  upon  individually,  and  in  each  in- 
stance the  speaker  called  for  additional  nominations  from  the 
floor.  The  following  were  elected. 


Newly  elected  President-Elect 
James  T.  Galyon,  M.D.,  Memphis 


President-Elect— James  T.  Galyon,  M.D.,  Memphis 
Speaker — Malcolm  R.  Lewis,  M.D.,  Nashville 
Vice  Speaker — F.  Hammond  Cole,  Jr.,  M.D.,  Memphis 
Vice-President  (West  Tennessee) 

Kenneth  R.  Maloney,  M.D.,  Dyersburg 
Vice-President  (Middle  Tennessee) 

Harry  E.  Burck,  Jr.,  M.D.,  McMinnville 
Vice-President  (East  Tennessee) 

Jacob  T.  Bradsher,  Jr.,  M.D.,  Knoxville 

338 


AM  A Delegate  (East  Tennessee) 

Charles  E.  Allen,  M.D.,  Johnson  City 
(January  1,  1987-December  31,  1988) 

AM  A Alternate  Delegate  (East  Tennessee) 

George  A.  Zirkle,  Jr.,  M.D.,  Knoxville 
(January  1,  1987-December  31,  1988) 

AM  A Delegate  (East  Tennessee) 

William  O.  Miller,  M.D.,  Knoxville 
(January  1,  1987-December  31,  1988) 

AM  A Alternate  Delegate  (East  Tennessee) 

Nat  E.  Hyder,  Jr.,  M.D.,  Johnson  City 
(January  1,  1987-December  31,  1988) 

AM  A Delegate  (West  Tennessee) 

Thomas  K.  Ballard,  M.D,  Jackson 
(January  1,  1987-December  31,  1988) 

AMA  Alternate  Delegate  (West  Tennessee) 

Allen  S.  Edmonson,  M.D.,  Memphis 
(January  1,  1987-December  31,  1988) 

AMA  Delegate  (State -at- Large) 

Hamel  B.  Eason,  M.D.,  Memphis 
(January  1,  1987-December  31,  1988) 

AMA  Alternate  Delegate  (State-at-Large) 

Robert  E.  Bowers,  M.D.,  Chattanooga 
(January  1,  1987-December  31,  1988) 

TRUSTEES 
East  Tennessee: 

Hays  Mitchell,  M.D.,  Cleveland  (1989) 

David  G.  Gerkin,  M.D.,  Knoxville  (1989) 

Middle  Tennessee: 

Charles  E.  Jordan,  III,  M.D.,  Cookeville  (1989) 

West  Tennessee: 

Dee  J.  Canale,  M.D.,  Memphis  (1989) 

COUNCILORS 

First  District — Charles  E.  Allen,  M.D.,  Johnson  City  (1988) 
Third  District — Robert  W.  Myers,  M.D.,  Chattanooga  (1988) 
Fifth  District — Sue  P.  W.  Johnson,  M.D.,  Shelbyville  (1988) 
Seventh  District — Thomas  R.  Duncan,  M.D.,  Columbia  (1988) 
Ninth  District — James  H.  Ragsdale,  M.D.,  Union  City  (1988) 

THE  ABOVE  WERE  ELECTED  BY  THE  HOUSE  OF 
DELEGATES 


AMENDMENTS  TO  THE 
CONSTITUTION  AND  BYLAWS 


The  speaker  reported  that  there  were  two  amendments  to 
the  Constitution  lying  on  the  table,  one  new  amendment  to 
the  Constitution,  one  amendment  to  the  Bylaws  lying  on  the 
table,  and  one  new  amendment  to  the  Bylaws  to  be  consid- 
ered at  this  session  by  the  House. 


The  proposed  amendments  to  the  Constitution  and 
Bylaws  are  shown  below,  with  proposed  new  language 
shown  in  boldface  type  and  material  to  be  deleted 
shown  in  italics  and  enclosed  in  brackets. 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


AMENDMENTS  TO  THE  CONSTITUTION 
LYING  ON  THE  TABLE 

SUBSTITUTE  CONSTITUTIONAL  AMENDMENT  NO.  1-85 
Office  of  Vice-President 

RESOLVED , That  Article  VIII  be  amended  as  follows: 
Sec.  8.  Only  a member  in  good  standing  for  the  five  years 
immediately  preceding  the  election,  who  is  in  attendance  at 
the  meeting,  shall  be  eligible  for  election  as  president-elect. 

These  standards  shall  apply  to  the  election  of  the  vice-presi- 
dent who  will  be  eligible  to  succeed  to  the  presidency. 

ACTION:  ADOPTED 


CONSTITUTIONAL  AMENDMENT  NO.  2-85 
Hospital  Medical  Staff  Section 

Whereas,  The  changing  health  care  environment  is  plac- 
ing new  emphasis  on  physician/hospital  relationships;  and 

Whereas,  A formal  structure,  through  which  relevant  is- 
sues and  concerns  can  be  addressed,  seems  appropriate;  and 

Whereas,  The  American  Medical  Association  established 
a hospital  medical  staff  section  in  1983  and  has  recommended 
that  each  state  also  establish  such  a section.  Now,  therefore 
be  it 

RESOLVED , That  Articles  V and  VI  be  amended  as  fol- 
lows: 

ARTICLE  V 
House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative  and  busi- 
ness body  of  the  Association,  and  shall  be  composed  of  (1) 
delegates  elected  by  the  component  societies  and  the  Hospital 
Medical  Staff  Section;  (2)  ...  . 

ARTICLE  VI 
Sections 

Sec.  1.  The  House  of  Delegates  may  provide  in  the  By- 
laws for  a division  of  the  scientific  work  of  the  Association 
into  appropriate  sections  as  the  need  may  arise. 

Sec.  2.  There  shall  be  a Hospital  Medical  Staff  Section  to 
provide  representation  for  the  interests  of  hospital  medical  staffs 
within  the  structure  of  the  Association.  The  medical  staff  of 
each  JCAH-approved  hospital  in  the  state  shall  be  entitled  to 
one  representative  in  the  section.  All  representatives  must  be 
members  of  the  Association.  The  Hospital  Medical  Staff  sec- 
tion shall  be  organized  under  a governing  body  and  shall  elect 
one  delegate  to  represent  it  in  the  House  of  Delegates  of  the 
Association. 

ACTION:  ADOPTED 


AMENDMENTS  TO  THE  BYLAWS 
LYING  ON  THE  TABLE 

SUBSTITUTE  BYLAW  AMENDMENT  NO.  1-85 
Office  of  Vice-President 

RESOLVED , That  Chapter  V be  amended  as  follows: 
Sec.  1.  The  president  shall  be  the  head  of  the  profession 
of  the  state  during  his  term  of  office  and  as  far  as  practicable 


shall  visit  by  invitation  each  of  the  various  component  socie- 
ties of  the  state  and  assist  the  councilors  in  building  up  these 
societies  and  in  making  their  work  more  practical  and  useful. 
In  the  event  of  his  death,  resignation,  inability  to  serve,  or 
removal  from  office,  the  [president-elect]  vice-president  from 
the  same  grand  division  shall  succeed  to  the  presidency.  If 
that  vice-president  is  unable  or  unwilling  to  serve  as  president, 
or  vacates  the  office  because  of  death  or  disability  after 
succession,  the  Board  of  Trustees  shall  fill  the  vacancy  for  the 
remainder  of  the  term.  [Such  a circumstance  shall  not  prevent 
the  president-elect  from  then  serving  as  president  during  the 
term  for  which  he  was  originally  elected .] 

ACTION:  ADOPTED 


AMENDMENTS  TO  THE  CONSTITUTION 

CONSTITUTIONAL  AMENDMENT  NO.  1-86 

Dues  Exemption  for  Retired  Members 

Whereas,  Physicians  who  have  retired  from  the  active 
practice  of  medicine  before  the  age  of  65  may  be  financially 
unable  to  pay  the  required  dues;  and 

Whereas,  The  physicians  may  have  been  members  of  or- 
ganized medicine  for  a number  of  years;  and 

Whereas,  These  physicians  are  still  important  members  of 
the  medical  community.  Now,  therefore  be  it 

RESOLVED , That  Article  IV  of  the  Constitution  be 
amended  as  follows: 

Sec.  4.  Veteran  members  are  those  who,  because  of  age 
or  impaired  health  or  retirement,  have  been  elected  veteran 
members  of  their  component  societies,  and  who  are  so  certi- 
fied to  the  Association  annually  by  the  component  societies. 
Members  who  have  attained  age  70  or  have  fully  retired  in 
the  previous  calendar  year  [,  or  age  65  if  fully  retired ,]  may 
be  elected  veteran  members  for  the  current  and  subsequent 
years  provided  they  have  been  members  in  good  standing  for 
the  previous  five  years.  Members  who  are  not  practicing  med- 
icine because  of  impaired  health  may  be  elected  veteran 
members  during  the  first  year  of  disability  and  thereafter  for 
as  long  as  the  disability  exists. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLAWS — recommended 
nonadoption  of  Constitutional  Amendment  No.  1-86. 

ACTION:  Lying  on  the  table  to  be  acted  upon  during  the 
House  of  Delegates  session  at  the  1987  annual  meeting. 


AMENDMENTS  TO  THE  BYLAWS 

BYLAW  AMENDMENT  NO.  1-86 

Impaired  Physician  Peer  Review  Committee 

Whereas,  The  House  of  Delegates  in  1978  instructed  the 
Board  of  Trustees  to  implement  a program  for  the  detection 
and  rehabilitation  of  impaired  or  disabled  physicians;  and 
Whereas,  The  ad  hoc  committee  on  the  impaired  physi- 
cian, appointed  by  the  Board  of  Trustees  in  April  1978, 
evolved  into  the  Impaired  Physician  Committee,  a special 
committee  of  the  Association,  in  1979;  and 
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Whereas,  The  Impaired  Physician  Committee  has  devel- 
oped an  extensive  and  successful  Impaired  Physician  Pro- 
gram; and 

Whereas,  The  Association  endorses  and  promotes  the 
concept  of  physicians  reaching  out  and  helping  impaired  col- 
leagues; and 

Whereas,  Designation  of  the  Impaired  Physician  Commit- 
tee as  a standing  committee  of  the  Association  would  provide 
additional  evidence  of  commitment  and  permanence  to  the 
program.  Now,  therefore  be  it 

RESOLVED , That  Chapter  VII  of  the  Bylaws  be  amend- 
ed as  follows: 

Sec.  3.  Division  on  Scientific  Services — This  division  shall 
be  composed  of  the  following  committees:  Committee  on  Sci- 
entific Affairs,  Committee  on  Emergency  Medical  Services, 
Committee  on  Environmental  and  Occupational  Health, 
Committee  on  Blood  Banks  and  Medical  Laboratories,  Com- 
mittee on  Mental  Health,  Committee  on  Rehabilitation,  Im- 
paired Physician  Peer  Review  Committee,  and  other  appro- 
priate committees  or  subcommittees  that  may  be  established. 

Sec.  8.  (a)  Add  at  the  end:  11.  Impaired  Physician  Peer 
Review  Committee 

Sec.  19.  Renumber  Sec.  20. 

Insert  new  Sec.  19.  The  Impaired  Physician  Peer  Review 
Committee  shall  be  composed  of  an  appropriate  number  of 
members  as  determined  by  the  Board  of  Trustees.  This  com- 
mittee shall  develop  and  administer  an  effective  advocacy  pro- 
gram for  the  identification,  treatment,  and  reentry  into  med- 
ical practice  of  those  Tennessee  physicians  who  have  become 
impaired  because  of  chemical  dependency  or  mental  illness. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLAWS — recommended 
adoption  of  Bylaw  Amendment  No.  1-86  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTIONS 


The  reference  committees  have  the  option  of  recommend- 
ing a resolution  for  adoption  or  rejection,  for  adoption  as 
amended  or  substituted,  for  referral,  or  for  no  action.  The 
resolutions  that  follow  are  in  the  form  in  which  they  were 
adopted,  not  adopted,  or  referred  by  the  House  of  Delegates. 
Resolutions  No.  7-86  and  No.  13-86  were  withdrawn. 

RESOLUTION  NO.  1 86 

Formation  of  a Statewide 
Individual  Practice  Association  (IPA) 

By:  John  R.  Nelson,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  Medical  Association  exists  to 
serve  its  member  physicians  and  their  patients;  and 

Whereas,  The  growth  and  development  of  many  alterna- 
tive delivery  health  plans  threaten  the  survival  of  the  tradi- 
tional independent  practice  of  medicine,  fee  for  service  med- 
icine, as  well  as  the  quality  of  care  rendered  patients;  and 
Whereas,  A special  task  force  appointed  by  the  TMA 
Board  of  Trustees,  for  the  purpose  of  evaluating  what  the 
TMA  role  in  alternative  health  plans  should  be,  has  reviewed 
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the  activities  of  other  state  and  county  medical  societies  re- 
garding this  issue  and  has  developed  a series  of  recommen- 
dations regarding  TMA’s  potential  role;  and 

Whereas,  The  private  and  public  purchasers  of  health  care 
are  attempting  to  slow  the  increase  of  health  care  costs  by 
strongly  supporting  the  formation  and  growth  of  prepaid  health 
plans;  and 

Whereas,  The  Board  of  Trustees  of  the  Tennessee  Medi- 
cal Association  perceives  a need  to  develop  a plan  that  will 
be  competitive  in  the  marketplace  to  help  preserve  the  inde- 
pendent practice  of  medicine  and  the  right  of  physicians  to 
exercise  an  influential  voice  in  the  manner  in  which  health 
care  is  provided  and  utilization  of  services  controlled.  Now, 
therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
form  a statewide  individual  practice  association  and  position 
that  entity  so  that  it  might  develop  a contractual  relation- 
ship(s)  with  one  or  more  prepaid  health  plans  or  develop  a 
statewide  HMO  subsidiary  if  indicated;  and  be  it  further 

RESOLVED , That  any  expenses  incurred  by  the  Tennes- 
see Medical  Association  related  to  the  implementation  of  this 
resolution,  including  the  costs  of  additional  personnel,  be 
reimbursed  to  the  Tennessee  Medical  Association  by  the 
statewide  IPA  through  its  funding  mechanisms,  and  be  it  fur- 
ther 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

SPECIAL  REFERENCE  COMMITTEE — recommended 
adoption  of  Resolution  No.  1-86. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  2-86 
Dues  Increase 

By:  John  R.  Nelson,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  Medical  Association  is  operat- 
ing at  a deficit  and  is  consequently  reducing  its  reserve  funds 
to  meet  operating  expenses;  and 

Whereas,  The  Association  has  operated  on  the  same  dues 
structure  since  1977,  except  for  small  incremental  increases 
authorized  in  1982  and  1983  for  specific  allocation  to  the  Stu- 
dent Education  Fund  and  the  Impaired  Physician  Program; 
and 

Whereas,  The  Association  budget  in  1977  was  about  one- 
third  of  the  budget  projected  for  1986;  and 

Whereas,  Tennessee  Medical  Association  dues  are  less  than 
two-thirds  the  average  of  all  states,  and  only  one  state  has 
lower  dues  than  Tennessee;  and 

Whereas,  The  changing  health  care  environment,  in  all  its 
ramifications,  is  creating  new  and  complex  requirements  for 
the  Association  to  guard  the  interests  of  its  members  and  the 
general  public.  Now,  therefore  be  it 

RESOLVED , That  annual  dues  of  the  Association  be  in- 
creased by  $50  effective  for  calendar  year  1987  for  active 
members,  making  total  dues  $220  per  year;  and  be  it  further 
RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  2-86. 

ACTION:  ADOPTED 


RESOLUTION  NO.  3-86 
Membership  for  Osteopaths 

By:  John  R.  Nelson,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  American  Medical  Association  admits  to 
active  membership  a person  who  possesses  the  degree  of 
Doctor  of  Medicine  or  its  equivalent  or  who  possesses  an  un- 
restricted license  to  practice  medicine  and  surgery;  and 
Whereas,  Component  medical  societies  of  the  Tennessee 
Medical  Association  are  authorized  to  establish  an  affiliate 
membership  category  for  health  professionals  other  than  phy- 
sicians; and 

Whereas,  The  Constitution  of  the  Tennessee  Medical  As- 
sociation defines  "physician”  as  a person  who,  having  been 
regularly  admitted  to  a medical  school  duly  recognized  in  the 
country  in  which  it  is  located,  has  successfully  completed  the 
prescribed  course  of  studies  in  medicine,  and  has  acquired 
the  requisite  qualifications  to  be  legally  licensed  to  practice 
medicine;  and 

Whereas,  Tennessee  Code  Annotated  repeatedly  defines 
“physician”  as  a person  licensed  to  practice  medicine  or  os- 
teopathy. Now,  therefore  be  it 

RESOLVED , That  the  Committee  on  Constitution  and 
Bylaws  be  directed  to  draft  the  necessary  changes  to  the  Con- 
stitution and  Bylaws,  for  consideration  by  the  House  of  Del- 
egates in  1987,  that  will  define  “physician”  in  accordance  with 
Tennessee  Code  Annotated;  and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  C — recommended  nonadop- 
tion of  Resolution  No.  3-86. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  4-86 
Laboratory  Safety 

By:  John  R.  Nelson,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  There  is  an  increasing  frequency  of  blood-borne 
diseases  of  increasing  severity;  and 

Whereas,  Laboratory  personnel  as  well  as  other  health 
care  personnel  handling  body  fluids  are  susceptible  to  infec- 
tion with  needle  injuries  and  many  times  have  no  knowledge 
of  clinical  status  of  the  source  of  the  body  fluids  upon  which 
they  are  working;  and 

Whereas,  Physicians  many  times  may  have  some  clinical 
index  of  suspicion  but  also  have  concern  about  labeling  a pa- 
tient with  stigmata  of  a disease  that  he  may  not  have.  Now, 
therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
express  its  concern  for  all  health  care  workers  who  may  be 


working  with  infected  body  fluids;  and  be  it  further 

RESOLVED , That  the  Tennessee  Medical  Association 
endorse  the  prominent  label  of  “body  fluid  precautions”  as  a 
universal  signal  or  communication  to  all  health  care  workers 
who  may  be  involved  in  handling  body  fluids;  and  be  it  fur- 
ther 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  4-86  as  amended  and  recommended  referral  to 
the  TMA  Board  of  Trustees  for  implementation. 

ACTION:  ADOPTED  AS  AMENDED.  REFERRED  TO  TMA 
BOARD  OF  TRUSTEES 


RESOLUTION  NO.  5-86 
DRG  Urban/Rural  Designation 

By:  Hays  Mitchell,  M.D. 

TN  Chapter.  American  Academy  of  Pediatrics 

Thurman  L.  Pedigo,  M.D.,  President 
Tennessee  Academy  of  Family  Physicians 

Whereas,  The  United  States  Congress  and  the  Health  Care 
Financing  Administration  have  undertaken  to  control  ex- 
penditure growth  in  the  Medicare  program  by  implementing 
the  Diagnosis  Related  Group  (DRG)  method  of  payment  to 
hospitals;  and 

Whereas,  The  government  in  developing  this  program  has 
made  an  arbitrary  distinction  between  urban  and  rural  hos- 
pitals as  it  relates  to  the  amount  of  reimbursement  for  hos- 
pital services;  and 

Whereas,  The  Tennessee  Medicaid  Administration  is 
planning  the  DRG  urban/rural  method  of  payment  to  hospi- 
tals in  the  near  future,  thereby  compounding  the  inequities; 
and 

Whereas,  The  method  of  determination  of  urban  versus 
rural  hospitals  is  arbitrary  due  to  its  being  based  upon  stand- 
ard metropolitan  areas  which  do  not  necessarily  bear  any  re- 
lationship to  a hospital’s  size  and  scope  of  service.  Now, 
therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  call 
upon  Tennessee’s  congressional  delegation  to  seek  change  in 
the  current  statute  to  eliminate  this  arbitrary  urban/rural  DRG 
distinction;  and  be  it  further 

RESOLVED , That  the  Tennessee  Medical  Association  call 
upon  Tennessee’s  congressional  delegation  to  seek  equitable 
payment  for  all  hospitals  under  the  DRG  disbursement  sys- 
tem and  more  equitable  guidelines  be  worked  out  taking  into 
account  the  level  of  care  to  the  patient  rather  than  an  arbi- 
trary location  of  care;  and  be  it  further 

RESOLVED , That  the  Tennessee  Medical  Association  call 
upon  the  Tennessee  General  Assembly  for  a resolution  of 
moral  support;  and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  5-86  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 
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RESOLUTION  NO.  6-86 
Medicaid  Uniform  Reimbursement  System 

By:  David  H.  Turner,  M.D.,  Chairman 
TMA  Governmental  Medical  Services  Committee 

Whereas,  The  physicians  in  Tennessee  who  participate  in 
the  Medicaid  program  have  experienced  problems  with  the 
reimbursement  levels  in  Medicaid  over  the  years;  and 

Whereas,  Some  of  the  problems  are  associated  with  the 
complex  manner  in  which  the  various  specialties  are  grouped 
and  services  priced  within  those  groupings;  and 

Whereas,  The  Medicaid  profile  system  itself  breeds  con- 
fusion for  physicians  and  there  is  a defined  need  to  simplify 
the  means  of  payment  to  physicians  for  services  to  Medicaid 
recipients.  Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
discuss  with  appropriate  officials  of  the  state  of  Tennessee 
the  development  of  a statewide  uniform  reimbursement  sys- 
tem for  Medicaid  patients  only,  such  a plan  to  include  agree- 
able annual  enhancement  provisions;  and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  6-86  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  8-86 
Board  of  Trustees  Study  of  Dues  Categories 

By:  Thomas  W.  Currey,  M.D. 

Chattanooga-Hamilton  County  Medical  Society 

Whereas,  Many  physicians  are  retiring  from  active  medi- 
cal practice  before  reaching  age  65;  and 

Whereas,  Many  physicians  are  engaging  in  part-time  med- 
ical practice  during  family  years  or  for  other  personal  rea- 
sons; and 

Whereas,  These  physicians  are  important  participants  in 
the  medical  community;  and 

Whereas,  These  physicians  may  be  financially  unable  to 
pay  full  dues  to  the  Tennessee  Medical  Association  and 
American  Medical  Association.  Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
Board  of  Trustees  appoint  a task  force  to  study  and  recom- 
mend a dues  structure  recognizing  retired  and  part-time  prac- 
ticing physicians’  limited  capacity  to  pay  full  dues;  and  be  it 
further 

RESOLVED , That  this  task  force  include  members  of  the 
Tennessee  Medical  Association  who  are  retired,  not  yet  age 
65,  and  engaged  in  part-time  medical  practice;  and  be  it  fur- 
ther 

RESOLVED , That  the  Tennessee  delegates  to  the  Amer- 
ican Medical  Association  House  of  Delegates  propose  a sim- 
ilar resolution  calling  for  the  American  Medical  Association 
to  likewise  study  and  recommend  a dues  structure  recogniz- 
ing retired  and  part-time  practicing  physicians’  limited  capac- 
ity to  pay  full  dues;  and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 
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REFERENCES  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLAWS — recommended 
adoption  of  Resolution  No.  8-86. 

ACTION:  ADOPTED 


SUBSTITUTE  RESOLUTION  NO.  9-86 

Preferred  Care  Plans  Being  Marketed  by 
Blue  Cross-Blue  Shield  of  Tennessee 

By:  R.  Kent  Farris,  M.D. 

Knoxville  Academy  of  Medicine 
Board  of  Trustees 

Whereas,  In  early  1985,  Blue  Cross-Blue  Shield  of  Ten- 
nessee (BCBST)  organized  a PPO  physician  and  hospital  net- 
work called  “Preferred  Care,”  and 

Whereas,  Under  the  “Preferred  Care”  PPO  contract, 
physician  providers  are  under  many  contractual  obligations, 
including:  (1)  bill  BCBST  for  all  “Preferred  Care”  patient 
services,  (2)  bill  patients  (or  collect  at  time  of  service)  only 
for  deductibles,  co-insurance  or  non-covered  items,  (3)  ob- 
tain preadmission  certification  for  all  elective  in-patient  ad- 
missions except  for  maternity  admissions,  (4)  admit  or  ar- 
range for  the  admission  of  “Preferred  Care”  patients  to 
“Preferred  Care”  hospitals,  (5)  refer  “Preferred  Care”  pa- 
tients when  necessary  to  other  preferred  physicians,  (6)  not 
bill  for  services  determined  to  not  be  medically  necessary,  (7) 
not  bill  patients  for  charges  in  excess  of  usual  and  customary 
amounts;  and 

Whereas,  The  “Preferred  Care”  PPO  plan  has  been  mar- 
keted by  its  trademark  name,  “Preferred  Care”;  and 

Whereas,  BCBST  has  indicated  to  physician  providers  that 
it  will  provide  “Preferred  Care”  cards  to  subscribers  of  the 
BCBST  PPO  so  that  the  physician  can  readily  identify  those 
patients  to  which  contractual  obligations  apply;  and 

Whereas,  BCBST  on  Oct.  1,  1985,  began  administration 
of  the  state  of  Tennessee  self-insured  employee  health  pro- 
gram with  benefit  provisions  different  from  BCBST’s  PPO, 
“Preferred  Care,”  (e.g.,  no  physician  PPO  network  is  includ- 
ed in  the  state  insurance  program)  and  therefore  physicians 
treating  state  employees  remain  free  of  any  PPO  contractual 
obligations  when  caring  for  them;  and 

Whereas,  BCBST  nevertheless  issued  to  such  state  em- 
ployees insurance  cards  designating  their  insurance  program 
as  BCBST  “Preferred  Care”  PPO,  even  though  the  state  in- 
surance program  did  not  contain  the  same  provisions  as  the 
“Preferred  Care”  PPO.  (No  physician  PPO  network  is  in- 
cluded in  the  state  insurance  program  in  contrast  to  the 
BCBST  PPO  “Preferred  Care”  program);  and 

Whereas,  BCBST  misrepresented  the  State  Employee 
Health  Plan  as  contracting  with  its  physician  PPO  network; 
and 

Whereas,  Such  misrepresentation  of  BCBST’s  “Preferred 
Care”  PPO  has  and  will  continue  to  cause  many  unwarranted 
problems  with  billing  in  physician  offices  and  with  referral 
patterns  of  physicians;  and 

Whereas,  This  has  presented  confusion  among  consumers 
and  physicians  regarding  the  number  of  subscribers  and  phy- 
sicians participating  in  BCBST’s  “Preferred  Care”  PPO;  and 
Whereas,  From  Oct.  1,  1985  to  March  13,  1986,  BCBST 
misrepresented  to  its  PPO  physician  providers  that  they  were 
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under  PPO  restrictions  when  caring  for  any  patient  with  a 
“Preferred  Care”  identification  card;  and 

Whereas,  Only  after  BCBST  had  received  multiple  re- 
quests from  the  Knoxville  Academy  of  Medicine  prior  to 
March  13,  1986,  to  clarify  the  State  Employee  Health  Plan 
administered,  did  BCBST  finally  notify  Tennessee  physicians 
on  March  19,  1986  of  the  non-PPO  nature  of  the  physician 
component  of  the  State  Employee  Health  Plan  which  had 
previously  been  misrepresented  by  BCBST  as  a “Preferred 
Care”  PPO;  and 

Whereas,  BCBST  indicated  to  the  Knoxville  Academy  of 
Medicine  on  Feb.  19,  1986,  that  BCBST  will  continue  to  mis- 
represent any  self-insured  insurance  program  that  it  admin- 
isters as  its  "Preferred  Care”  PPO  if,  and  whenever,  any  em- 
ployer should  desire  that  its  program  be  called  "Preferred 
Care”  even  when  its  insurance  program  provisions  are  not 
consistent  with  BCBST’s  “Preferred  Care”  PPO  program. 
Now,  therefore  be  it 

RESOLVED . That  the  Tennessee  Medical  Association 
contact  BCBST  and  request  that  BCBST  reveal  to  all  state 
physicians  and  consumers  any  and  all  self-insured  health  pro- 
grams currently  administered  by  BCBST  whose  provisions  are 
not  those  of  the  trademark  "Preferred  Care”  PPO,  yet  in 
which  "Preferred  Care”  cards  have  been  inappropriately  is- 
sued to  such  subscribers;  and  be  it  further 

RESOLVED , That  the  Tennessee  Medical  Association 
request  that  BCBST  immediately  cease  the  issuance  of  “Pre- 
ferred Care”  cards  to  subscribers  of  insurance  programs  whose 
provisions  are  not  identical  to  those  of  BCBST’s  “Preferred 
Care”  PPO  and  strongly  consider  reissuance  of  appropriate 
cards;  and  be  it  further 

RESOLVED , That  the  Tennessee  Medical  Association 
inform  its  membership  of  BCBST's  misrepresentation  of  its 
“Preferred  Care”  PPO  with  respect  to  the  State  Employee 
Insurance  Program  and  that  only  a minority  of  subscribers 
with  “Preferred  Care”  cards  are  indeed  subjected  to  a PPO 
with  contracts  with  physicians;  and  be  it  further 

RESOLVED , That  the  Tennessee  Medical  Association 
notify  the  insurance  commissioner  and  state  Department  of 
Finance  and  Administration  of  misrepresentation  of  the 
trademark  name  called  "Preferred  Care”  by  BCBST;  and  be 
it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  D —offered  Substitute  Resolu- 
tion No.  9-86  in  place  of  original  Resolution  No.  9-86;  rec- 
ommended adoption  of  Substitute  Resolution  No.  9-86. 

ACTION:  ADOPTED 


RESOLUTION  NO.  10-86 
Operative  Request 

By:  John  R.  Nelson,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Last  year  the  Tennessee  Medical  Association 
House  of  Delegates  adopted  Resolution  No.  20-85  relating  to 
operative  requests;  and 

Whereas,  Performance  of  any  medical  procedure  without 
informed  consent  constitutes  a battery;  and 

Whereas,  A request  for  surgery  rather  than  a permit  for 


surgery  sets  up  a more  harmonious  and  appropriate  goal  for 
the  doctor-patient  relationship;  and 

Whereas,  A request  and  consent  for  performance  of  med- 
ical procedures  encompasses  both  the  legal  requirements  for 
informed  consent  and  the  desire  for  a more  appropriate 
statement  of  the  doctor-patient  relationship;  and 

Whereas.  Resolution  No.  20-85  directed  the  Tennessee 
Medical  Association  to  recommend  to  the  Tennessee  Hospi- 
tal Association.  Hospital  Alliance  of  Tennessee.  Inc.  and  other 
hospital  organizations  to  urge  their  member  hospitals  to  use 
a form  entitled  “request  for  the  administration  of  anesthesia 
and  the  performance  of  operations  and  other  procedures.” 
Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
recommend  to  the  Tennessee  Hospital  Association,  the  Hos- 
pital Alliance  of  Tennessee,  Inc.  and  other  hospital  organi- 
zations to  urge  their  member  hospitals  to  use  a form  entitled 
“request  and  consent  for  the  administration  of  anesthesia  and 
the  performance  of  operations  and  other  procedures,”  rather 
than  a “permit”  for  surgery;  and  be  it  further 

RESOLVED , That  Resolution  No.  20-85  is  hereby 
superseded;  and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  10-86  as  amended. 

ACTION:  POSTPONED  INDEFINITELY 


RESOLUTION  NO.  11-86 

Responsibility  for  Consequences  of  Medicare 
Prospective  Payment  System  (PPS) 

By:  Fred  Ralston,  Jr.,  M.D. 

Lincoln  County  Medical  Society 

Whereas,  The  Medicare  Prospective  Payment  System 
(PPS)  under  the  direction  of  the  Health  Care  Finance 
Administration  (HCFA)  has  been  designed  specifically  to  re- 
duce the  cost  of  Medicare;  and 

Whereas,  HCFA  has  designed  a system  specifically  in- 
tended to  reduce  services  provided  to  hospitalized  Medicare 
patients,  to  reduce  the  number  of  Medicare  patients  admitted 
to  the  hospital  and  to  reduce  the  length  of  stay  of  those  Med- 
icare patients  admitted;  and 

Whereas,  HCFA  now  requires  hospitals  to  provide  Med- 
icare patients  a letter  stating  that  neither  HCFA  nor  the  fed- 
eral government  has  anything  to  do  with  decisions  limiting 
admission  to  the  hospital,  services  provided,  or  length  of  stay 
in  the  hospital  but  that  the  patients’  physicians,  hospital  med- 
ical staff,  and  hospital  make  that  determination.  Now1,  there- 
fore be  it 

RESOLVED , That  the  Tennessee  Medical  Association, 
with  the  American  Medical  Association,  the  Tennessee  Hos- 
pital Association  and  the  American  Hospital  Association, 
make  every  effort  through  their  collective  influences  to  see 
that  a letter  implying  absolution  of  the  federal  government  is 
not  given  to  patients,  and  to  inform  the  public  of  the  true 
facts  of  their  situation  and  the  consequences  thereof;  and  be 
it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
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modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  A —recommended  referral  of 
Resolution  No.  11-86  as  amended  to  TMA  Board  of  Trustees 
for  evaluation  and  appropriate  action. 

ACTION:  REFERRED  TO  TMA  BOARD  OF  TRUSTEES 


SUBSTITUTE  RESOLUTION  NO.  12-86 
Medicare  Prospective  Payment  System  (PPS) 

By:  Fred  Ralston,  Jr.,  M.D. 

Lincoln  County  Medical  Society 

Whereas,  The  Tennessee  Medical  Association  and  the 
American  Medical  Association  have  a monumental  responsi- 
bility to  preserve  the  benefits  in  health  and  long  life  that  the 
medical  profession  has  created  for  the  American  people 
through  improved  quality  care  over  the  past  50  years;  and 
Whereas,  The  payers  for  health  care,  including  the  fed- 
eral health  programs  and  private  insurance  carriers,  are  now 
concerning  themselves  with  cost;  and 

Whereas,  The  quality  of  care  given  by  physicians  and  re- 
ceived at  institutions  has  long  been  the  primary  concern  of 
the  Tennessee  Medical  Association;  and 

Whereas,  The  Medicare  Prospective  Payment  System 
(PPS)  is  a system  conceived  for  and  designed  to  reduce  the 
cost  of  medical  care  to  the  federal  government,  and  not  to 
promote  continuing  development  of  better  health  and  long 
life  for  its  citizens.  Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
through  its  trustees  make  every  reasonable  effort  to  inform 
the  public  of  the  concept  of  PPS  and  its  consequences  to  the 
health  and  well-being  of  all  Americans;  and  to  promote  the 
repeal  of  such  laws  providing  for  PPS  and  any  other  system 
which  undermines  the  physician-patient  decision  as  to  what  is 
best  for  the  patient’s  health,  with  the  exception  of  guidelines 
and  supervision  provided  by  all  state  boards  of  medical  ex- 
aminers, state  medical  practice  acts,  state  and  local  medical 
societies,  and  individual  hospital  medical  staffs;  and  be  it  fur- 
ther 

RESOLVED , That  the  Tennessee  Medical  Association 
delegation  to  the  American  Medical  Association  be  instruct- 
ed to  bring  this  issue  before  the  American  Medical  Associa- 
tion; and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  A — offered  Substitute  Resolu- 
tion No.  12-86  to  replace  original  Resolutions  No.  12-86  and 
No.  14-86;  recommended  adoption  of  Substitute  Resolution  No. 
12-86. 

ACTION:  ADOPTED 


RESOLUTION  NO.  14-86 

Medicare  Prospective  Payment  System  (PPS) 

By:  Fred  Ralston,  Jr.,  M.D. 

Lincoln  County  Medical  Society 

Whereas,  The  Medicare  Prospective  Payment  System 
(PPS)  is  a system  conceived  for  and  designed  to  reduce  the 
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cost  of  medical  care  to  the  federal  government,  and  not  to 
promote  continuing  development  of  better  health  and  longer 
life  for  its  citizens;  and 

Whereas,  The  PPS  is  therefore  designed  to  reduce  serv- 
ices provided  to  hospital  patients,  reduce  utilization  of  beds 
in  the  hospital  and  reduce  lengths  of  patient  stay  in  the  hos- 
pital, all  of  which  certainly  reduce  the  cost  to  the  federal  gov- 
ernment; and 

Whereas,  Since  these  functions  are  all  under  the  direction 
of  and  the  responsibility  of  physicians,  the  PPS  must  exert 
pressure  on  the  physicians  to  produce  these  reductions;  and 

Whereas,  This  coercion  is  being  accomplished  through  the 
threat  of  various  financial  and  social  penalties  to  individual 
physicians  and  hospitals;  and 

Whereas,  The  question  of  quality  care  under  PPS  is  con- 
sidered only  secondarily  and  addressed  through  many  com- 
plicated and  unproven  mechanisms  which  to  this  date  amount 
to  a mass  of  confusing  statistics  amenable  to  an  infinite  num- 
ber of  generalities  and  conclusions  which  are  being  taken  for 
facts  and  interpreted  for  PPS’s  own  convenience  and  motives 
by  the  Health  Care  Finance  Administration  (HCFA)  which 
oversees,  orders  and  directs  the  PPS.  Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association, 
through  its  trustees,  alone  and  in  concert,  if  possible,  with 
the  AMA,  make  every  reasonable  effort  through  every  rea- 
sonable means  to  inform  the  public  of  the  concept  of  PPS 
and  its  inevitable  consequences  on  the  health  and  well-being 
of  all  Americans;  and  to  promote  the  repeal  of  such  laws 
providing  for  PPS  or  any  other  system  which  influences  the 
physician-patient  decision  as  to  what  is  best  for  the  patients’ 
health,  with  the  exception  of  guidelines  and  supervision  pro- 
vided by  all  state  boards  of  medical  examiners,  state  and  lo- 
cal medical  societies  and  individual  hospital  medical  staffs; 
and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  A —offered  Substitute  Resolu- 
tion No.  12-86  to  replace  original  Resolutions  No.  12-86  and 
No.  14-86;  recommended  adoption  of  Substitute  Resolution  No. 
12-86. 

ACTION:  NOT  ADOPTED  (Was  replaced  with  Substitute 
Resolution  No.  12-86,  which  was  adopted.) 


RESOLUTION  NO.  15-86 
Health  Insurance 

By:  Oscar  McCallum,  M.D. 

Consolidated  Medical  Assembly  of  West  Tennessee 

Whereas,  Physicians  in  Tennessee  traditionally  have  been 
committed  to  cost-efficient,  quality  medicine;  and 

Whereas,  Physicians  practicing  in  Tennessee  treat  patients 
who  have  medical  insurance  coverage  provided  by  insurance 
carriers  regulated  by  the  state;  and 

Whereas,  The  health  insurance  policy  is  a contract  be- 
tween a patient  and  an  insurance  carrier;  and 

Whereas,  Physicians’  offices  historically  have  provided  in- 
surance assistance  as  a service  to  patients;  and 

Whereas,  Insurance  carriers  now  demand  excessive  infor- 
mation and  costly  assistance  from  both  physicians  and  office 
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staff,  including  but  not  limited  to  the  following:  procuring 
precertification  numbers,  demographic  information,  and 
scheduling  second  opinion  appointments;  and 

Whereas,  The  above-mentioned  demands  from  the  insur- 
ance carriers  cause  significantly  increased  time  spent  by  our 
members’  medical  offices  in  supplying  the  answers;  and 

Whereas,  Requirements  from  the  insurance  carriers  have 
resulted  in  unfair  and/or  arbitrary  decisions  affecting  patient 
care;  and 

Whereas,  There  is  inequity,  inefficiency,  and  lack  of  uni- 
formity in  the  administration  of  health  care  benefits  by  insur- 
ance carriers  operating  within  Tennessee.  Now,  therefore  be 
it 

RESOLVED , That  efforts  be  made  to  achieve  both  uni- 
formity and  reduction  of  requirements  imposed  by  insurance 
carriers,  such  as  increased  information  and  time  utilization, 
scheduling,  second  opinion,  and  precertification;  and  be  it 
further 

RESOLVED , That  physicians  statewide  be  encouraged  to 
express  their  displeasure  to  all  insurance  carriers;  and  be  it 
further 

RESOLVED , That  a copy  of  this  entire  resolution  be  sent 
to  the  commissioner  of  Commerce  and  Insurance  of  the  state 
of  Tennessee  and  to  health  insurance  carriers  in  Tennessee 
and  presented  to  the  American  Medical  Association;  and  be 
it  further 

RESOLVED , That  the  Tennessee  Medical  Association 
Board  develop  and  support  legislation  to  place  liability  on 
insurance  carriers  for  any  delay  in  treatment  resulting  from 
carrier  actions  identified  herein;  and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  15-86  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  16-86 
Public  Health 

By:  Charles  W.  White,  M.D. 

Consolidated  Medical  Assembly  of  West  Tennessee 

Whereas,  Adequate  health  care  is  available  to  the  people 
of  Tennesee  through  private  practicing  physicians;  and 

Whereas,  The  Tennessee  Department  of  Health  and  En- 
vironment has  continually  encroached  on  the  private  practice 
of  medicine  by  expanding  its  services;  and 

Whereas,  Public  health  services  are  not  available  after  5:00 
p.m.  or  on  weekends  or  paid  holidays;  and 

Whereas,  There  is  inadequate  cooperation  or  communi- 
cation between  public  health  offices  and  private  physicians. 
Now,  therefore  be  it 

RESOLVED , That  the  commissioner  of  Health  and  En- 
vironment and  the  chief  medical  officer  for  the  state  of  Ten- 
nessee be  made  aware  of  the  lack  of  communication  and  of 
the  encroachment  on  the  private  practice  of  medicine;  and  be 
it  further 

RESOLVED , That  communication  and  cooperation  be- 
tween the  Department  and  private  physicians  be  utilized  to 
resolve  these  problems;  and  be  it  further 


RESOLVED , That  a copy  of  this  resolution  in  its  entirety 
be  forwarded  to  the  commissioner  of  Health  and  Environ- 
ment and  the  chief  medical  officer  of  the  state  of  Tennessee; 
and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  A — recommended  referral  of 
Resolution  No.  16-86  to  TMA  Board  of  Trustees. 

ACTION:  REFERRED  TO  TMA  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  17-86 
Reversal  of  Roe  vs  Wade 

By:  McCarthy  DeMere,  M.D. 

Memphis-Shelby  County  Medical  Society 

Whereas,  The  American  Medical  Association  in  1859 
unanimously  adopted  its  report  on  abortion  which  termed  it 
“unwarrantable  destruction  of  human  life”;  and 

Whereas,  The  American  Medical  Association  in  1871 
unanimously  adopted  its  report  on  abortion  which  it  based 
upon  new  understandings  of  physiology  and  asserted  that 
abortion  is  “the  wholesale  destruction  of  unborn  infants”;  and 
Whereas,  The  unborn  child  has  in  recent  years  been  more 
clearly  recognized,  by  physicians  and  lay  public  alike,  as  a 
patient  separate  from  mother  and,  as  such,  subject  to  medical 
and  surgical  treatment;  and 

Whereas,  In  the  aftermath  of  the  Roe  vs  Wade  abortion 
decision  which  legalized  the  crime  of  abortion,  over  18  mil- 
lion innocent  and  defenseless  unborn  children  have  been  killed 
at  a rate  of  one  death  every  22  seconds;  and 

Whereas,  Supreme  Court  Justice  Sandra  Day  O’Connor 
has  characterized  the  Roe  vs  Wade  decision  as  one  which 
cannot  endure  because  it  is  “on  a collision  course  with  itself,” 
due  in  part  to  scientific  progress  which  now  recognizes  and 
protects  the  living  unborn  child  even  earlier  in  gestation;  and 
Whereas,  The  actual  and  violent  destruction  of  a living 
unborn  human  being  has  been  and  will  be  seen  by  millions  of 
Americans  in  the  documentary  “The  Silent  Scream”;  and 
Whereas,  No  level  of  public  relations  spending  can  re- 
store nor  long  preserve  public  confidence  in  a profession  which 
continues  to  condone,  support,  and  foster  the  killing  of  un- 
born children  by  abortion;  and 

Whereas,  The  American  Medical  Association  has  rightly 
called  the  Hippocratic  Oath  a keystone  of  its  opposition  to 
medical  participation  in  legal  executions  by  lethal  injections. 
Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
hereby  call  upon  the  American  Medical  Association,  through 
its  House  of  Delegates,  to  restore  public  confidence  in  Med- 
icine as  a healing  profession  which  consistently  rejects  being 
involved  in  killing  by  urging  all  physicians  to  work  for  the 
reversal  of  the  lethal  Roe  vs  Wade  decision;  and  be  it  further 
RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  A — recommended  nonadop- 
tion of  Resolution  No.  17-86. 

ACTION:  NOT  ADOPTED 
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RESOLUTION  NO.  18-86 

Physician  Orders  for  Terminally  III 
Patients  in  Nursing  Homes 

By:  Joseph  L.  Willoughby,  M.D. 

TMA  Geriatrics  Committee 

Whereas,  The  Tennessee  Medical  Association  endorses  the 
integrity  of  the  patient-physician  relationship;  and 

Whereas,  The  law  and  the  courts  clearly  support  the  right 
of  a patient  to  make  decisions  about  his  or  her  own  medical 
treatment  including  the  right  to  refuse  life-sustaining  treat- 
ment; and 

Whereas,  The  courts  have  recognized  there  are  individu- 
als terminally  ill  and  dying  in  nursing  homes  who  have  lost 
control  of  bodily  functions,  who  cannot  communicate,  who 
are  experiencing  varying  degrees  of  pain  and  discomfort, 
whose  survival  is  maintained  only  by  intravenous  or  nasogas- 
tric support,  for  whom  removal  of  nutritional  and  hydrational 
support  should  be  viewed  in  the  same  fashion  as  withdrawing 
or  withholding  of  any  other  medical  or  nursing  treatment  for 
a patient  in  a nursing  home;  and 

Whereas,  The  patient’s  physician  has  the  knowledge,  skills, 
and  judgment  to  provide  diagnosis  and  prognosis,  to  offer 
treatment  choices  and  explain  their  implication,  and  to  as- 
sume responsibility  for  recommending  a decision  with  respect 
to  treatment.  Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
endorse  the  appropriateness  of  “Do  Not  Resuscitate/Do  Not 
Intubate”  or  “Withdraw/Withhold  Treatment”  orders  for 
certain  patients  in  nursing  home  settings;  that  these  orders  be 
decided  upon  and  written  by  the  attending  physician  after 
discussion  with  the  patient  or  the  family  and/or  legal  guardian 
of  an  incompetent  patient  as  the  particular  case  demands;  that 
this  discussion  be  documented  in  the  patient's  medical  record 
and  periodically  reviewed  with  recognition  that  if  unexpected 
improvement  occurs  in  the  patient’s  status,  rescinding  the  or- 
der may  be  appropriate;  that  if  there  is  disagreement  con- 
cerning the  diagnosis  or  prognosis  or  both,  that  appropriate 
consultation  be  obtained  and  continued  life-sustaining  meas- 
ures be  maintained  until  an  agreement  is  reached;  and  that 
once  these  orders  are  written,  specific  attention  to  the  pa- 
tient’s physical  and  emotional  comfort  be  rendered;  and  be  it 
further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  18-86. 

ACTION:  REFERRED  TO  THE  TMA  JUDICIAL  COUNCIL 


RESOLUTION  NO.  19-86 

Patient  Autonomy 

By:  Joseph  L.  Willoughby,  M.D. 

TMA  Geriatrics  Committee 

Whereas,  The  Tennessee  Medical  Association  endorses  the 
integrity  of  the  patient-physician  relationship;  and 

Whereas,  The  law  and  the  courts  clearly  support  the  right 
of  a patient  to  make  decisions  about  his  or  her  own  medical 
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treatment  including  the  right  to  refuse  life-sustaining  treat- 
ment; and 

Whereas,  The  courts  have  recognized  that  there  are  indi- 
viduals terminally  ill,  or  who  have  lost  body  functions,  whose 
survival  is  maintained  only  by  intravenous,  nasogastric  or 
gastrostomy  tube  support  and  that  removal  of  same  should 
be  viewed  in  the  same  fashion  as  withdrawing  or  withholding 
any  other  treatment  modality;  and 

Whereas,  It  is  obvious,  from  the  multitude  of  articles  being 
written,  seminars  on  ethics,  natural  death,  living  wills,  etc., 
and  recent  legislation  upholding  the  living  will,  that  the  gen- 
eral public  desires  to  regain  autonomy  in  regard  to  the  med- 
ical profession  invading  their  bodies  with  unwanted  ma- 
chines, devices,  treatments,  and  surgical  procedures;  and 

Whereas,  Despite  the  uncertainty  of  diagnosis  and  prog- 
nosis, the  patient’s  physician  has  the  knowledge,  skills,  and 
judgment  to  provide  diagnosis  and  prognosis,  to  offer  treat- 
ment choices  and  explain  their  implication,  and  to  assume 
responsibility  for  recommending  a decision  with  respect  to 
treatment.  Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
endorse  the  appropriateness  of:  (1)  the  competent  patient,  or 
in  case  of  incompetence  and  the  absence  of  a living  will,  his 
next  of  kin,  legal  guardian  or  person  with  durable  power  of 
attorney,  being  allowed  to  accept  or  reject  any  machine  or 
device,  treatment  modality  or  surgical  procedure  even  though 
such  a decision  may  shorten  the  patient’s  expected  life;  (2) 
any  procedure,  machine,  or  treatment  modality  already  start- 
ed being  discontinued  at  once  on  request  of  the  patient  or  his 
surrogate;  (3)  documenting  decisions  in  the  patient’s  records; 
(4)  the  attending  physician  being  held  harmless  in  regard  to 
negligence  when  he  is  following  the  above  request;  and  (5)  if 
the  physician  feels  that  he  cannot  comply  with  the  request, 
he  must  continue  treatment  until  he  and  the  patient  or  sur- 
rogate can  obtain  another  attending  physician  of  their  choice; 
and  be  it  further 

RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  C — recommended  referral  of 
Resolution  No.  19-86  to  the  TMA  Judicial  Council. 

ACTION:  REFERRED  TO  THE  TMA  JUDICIAL  COUNCIL 


RESOLUTION  NO.  20-86 
Trucking  Safety 

By:  Duane  C.  Budd,  M.D. 

Washington-Unicoi-Johnson  County 
Medical  Association 

Whereas,  The  Tennessee  Medical  Association  is  dedicat- 
ed to  the  promotion  of  safety  on  the  highways  and  the  pre- 
vention of  injuries  and  loss  of  life  thereon;  and 

Whereas,  It  appears  that  the  Tractor  Trailer  Safety  Laws 
need  strengthening  as  well  as  more  strict  enforcement;  and 
Whereas,  There  were  several  legislative  proposals  before 
the  1986  Tennessee  General  Assembly.  Now,  therefore  be  it 
RESOLVED , That  the  Tennessee  Medical  Association  is 
dedicated  to  the  promotion  of  safety  on  the  highways  and  the 
prevention  of  injuries  and  loss  of  life  thereon;  and  be  it  fur- 
ther 
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RESOLVED , That  the  Tennessee  Medical  Association 
support  passage  of  House  Bill  No.  1435  and  Senate  Bill  No. 
1493  concerning  “homemade  trailers”  which  appears  near 
passage  this  year,  and  support  legislation  in  future  years  which 
will  strengthen  safety,  inspections  and  enforcement  of  laws 
concerning  safety  inspection  of  commercial  trucking  equip- 
ment; and  be  it  further 

RESOLVED , That  copies  of  this  resolution  be  sent  to  all 
of  the  members  of  the  General  Assembly;  and  be  it  further 
RESOLVED , That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  20-86  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  21-86 
Support  of  Tort  Reform  Proposals 

By:  Thomas  W.  Currey,  M.D. 
Chattanooga-Hamilton  County  Medical  Society 

Whereas,  On  Jan.  14,  1986,  the  American  Medical  Asso- 
ciation joined  together  with  more  than  200  organizations  to 
form  the  American  Tort  Reform  Association  (ATRA);  and 
Whereas,  The  ATRA  plans  to  support  tort  reform  legis- 
lation pending  before  40  state  legislatures,  to  propose  model 
legislation  in  other  states,  and  to  testify  on  behalf  of  federal 
tort  reform  legislation  pending  before  Congress;  and 

Whereas,  The  AMA  has  diligently  worked  for  responsible 
tort  reform  at  the  state  and  federal  levels;  and 

Whereas,  President  Reagan’s  task  force  on  tort  reform 
has  recommended  a $100,000  limit  on  pain  and  suffering 
claims,  a cap  on  plaintiff  attorney  fees,  and  institution  of  a 
responsibility  test.  Now,  therefore  be  it 

RESOLVED , That  the  Tennessee  Medical  Association 
urge  members  to  write  to  their  senators  and  representatives 
in  the  U.S.  Congress  supporting  tort  reform  proposed  by  the 
AMA,  ATRA,  and  the  President’s  task  force  on  tort  reform; 
and  be  it  further 

RESOLVED , That  a copy  of  this  resolution  be  sent  to 
each  member  of  the  Tennessee  congressional  delegation;  and 
be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1993. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  21-86. 

ACTION:  ADOPTED 


COMMENDATION  RESOLUTION 


M.  F.  Langston,  M.D, 


By:  James  A.  Greene,  M.D.,  Chairman 
TMA  Geriatrics  Committee 


Whereas,  Dr.  M.  F.  Langston  devoted  the  last  65 
years  of  his  life  to  the  study  and  practice  of  medicine; 
and 

Whereas,  In  the  Tennessee  Medical  Association  he 
served  as  Councilor  for  District  II,  and  in  1979  he  was 
presented  the  Tennessee  Medical  Association’s  “Dis- 
tinguished Service  Award”;  and 

Whereas,  Dr.  Langston,  concerned  about  the  spe- 
cial needs  of  older  people,  especially  those  in  need  of 
long  term  health  care,  was  instrumental  in  forming  a 
committee  of  the  Tennessee  Medical  Association  to 
address  those  special  needs;  and 

Whereas,  Dr.  Langston  provided  organizational 
leadership  and  served  faithfully  as  a member  of  the 
Long  Term  Health  Care  Committee,  later  the  Geria- 
trics Committee,  from  its  inception  in  September  1976 
until  his  death  in  November  1985.  Now,  therefore  be 
it 

RESOLVED , That  the  House  of  Delegates  com- 
mend Dr.  Langston  posthumously  and  extend  its  sin- 
cere appreciation  for  the  many  years  of  work  he  ex- 
pended on  behalf  of  the  Tennessee  Medical  Association 
and  for  his  leadership  in  helping  his  fellow  physicians 
in  meeting  geriatric  needs  through  improved  services, 
education  and  research;  and  be  it  further 

RESOLVED , That  a copy  of  this  resolution,  ap- 
propriately embossed,  be  presented  to  the  widow  of 
Dr.  Langston  as  an  expression  of  our  House  of  Dele- 
gates’ gratitude  for  his  untiring  efforts  and  contribu- 
tions to  medicine  and  for  the  excellent  manner  in  which 
he  worked  individually  and  collectively  with  Tennes- 
see physicians  to  improve  geriatric  care. 


JUNE,  1986 
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TENNESSEE’S  OUTSTANDING  PHYSICIAN  OF  THE  YEAR 

Benjamin  F.  Byrd,  Jr.,  M.D. 


The  TMA  House  of  Delegates  selected  Benjamin 
Franklin  Byrd , Jr. , M.D.  of  Nashville  as  the  1986  Out- 
standing Physician  of  the  Year  at  the  151st  TMA  An- 
nual Meeting  on  April  9,  1986.  The  speaker  of  the  House 
of  Delegates,  Malcolm  R.  Lewis,  M.  D. , presented  the 
award  to  Dr.  Byrd  at  the  second  and  concluding  ses- 
sion of  the  House  on  April  12.  Dr.  Byrd  was  nominat- 
ed for  the  award  by  the  Nashville  Academy  of  Medicine 
and  Davidson  County  Medical  Society. 

Benjamin  F.  Byrd,  Jr.,  M.D.,  was  born  in  Nash- 
ville and  received  his  medical  degree  from  Vanderbilt 
University.  After  serving  a year  as  intern  at  Nashville 
General  Hospital,  Dr.  Byrd  entered  military  service  in 
September  1942  as  a first  lieutenant.  On  separation  in 
1945,  as  a lieutenant  colonel  with  a Purple  Heart  and 
Silver  Star,  he  completed  his  residency  training  in  sur- 
gery at  Vanderbilt  Hospital  in  1948  and  entered  the 
private  practice  of  surgery  in  Nashville.  He  was  certi- 
fied by  the  American  Board  of  Surgery  in  1950.  He 
has  served  on  the  clinical  faculty  of  both  Vanderbilt 
Medical  School  and  Meharry  Medical  College  since 
completing  his  residency,  attaining  the  rank  of  clinical 
professor  of  surgery  at  Meharry  in  1969  and  at  Van- 
derbilt in  1971.  In  addition  to  his  service  at  the  medi- 
cal schools  and  at  Vanderbilt  Hospital  he  has  served 
as  both  chief  of  surgery  and  president  of  the  medical 
staff  at  St.  Thomas  Hospital,  as  well  as  having  been 
active  on  the  staff  of  other  Nashville  hospitals. 

Developing  an  early  interest  in  oncology.  Dr.  Byrd 
became  a member  of  the  Commission  on  Cancer  of 
the  American  College  of  Surgeons  in  1960  and  served 
as  its  chairman  from  1970  to  1976.  He  directed  the 
extramural  cancer  program  of  Vanderbilt’s  Cancer 
Center  in  1973  and  was  chairman  of  TMA’s  Commit- 
tee on  Cancer  from  1962  to  1970.  His  service  to  the 
American  Cancer  Society  has  been  distinguished,  from 
membership  on  the  board  of  directors  of  the  Nash- 
ville-Davidson  County  unit  in  1949  to  national  presi- 
dent in  1975-1976.  He  remains  a member  of  the 
American  Cancer  Society’s  executive  committee  and  a 
life  member  of  its  board  of  directors. 


Outstanding  Physician  of  the  Year  Award  recipient  Dr. 
Benjamin  F.  Byrd,  Jr.,  Nashville. 


Dr.  Byrd’s  service  to  organized  medicine  has  been 
equally  distinguished.  He  has  served  as  president  of 
the  Nashville  Academy  of  Medicine,  a member  of 
TMA’s  House  of  Delegates  on  many  occasions,  and 
has  held  membership  on  numerous  committees  at  both 
levels.  He  has  served  both  as  secretary  and  chairman 
of  the  Surgical  Section  of  the  Southern  Medical  Asso- 
ciation and  served  on  SMA's  council  from  1963  to  1968 
and  its  executive  committee  from  1966  to  1968. 

Dr.  Byrd  has  been  tapped  by  government  agencies 
for  membership  on  numerous  task  forces  and  advisory 
committees,  as  well  as  by  private  foundations.  He 
equally  is  dedicated  to  the  welfare  of  his  community, 
with  a list  of  committee  chairmanships,  trusteeships, 
and  presidencies  that  fills  several  pages  of  his  curricu- 
lum vitae.  He  has  just  ended  a term  as  president  of 
the  Nashville  Area  Chamber  of  Commerce. 
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DISTINGUISHED  SERVICE  AWARD 


3 

3 
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TMA  Board  of  Trustees  Chairman  John  R.  Nelson, 
Jr.,  M.D.,  presented  the  1986  Distinguished  Service 
Award  to  Carl  E.  Adams,  M.D.  at  TMA's  151st  An- 
nual Meeting  on  April  9,  1986.  Established  in  1964,  the 
award  is  presented  in  recognition  of  outstanding  service 
or  contributions  to  the  advancement  of  medical  science, 
the  TMA,  or  the  public  welfare  whether  of  a civic  or 
scientific  nature. 

Carl  E.  Adams,  M.D.,  a general  and  thoracic  sur- 
geon, has  set  high  standards  of  surgical  practice  in 
Murfreesboro,  Rutherford  County,  and  several  sur- 
rounding counties  of  Middle  Tennessee. 

His  outstanding  leadership  in  nursing  home  man- 
agement has  improved  the  quality  of  care  for  thou- 
sands of  nursing  home  patients  and  his  influence  has 
been  felt  statewide  and  nationwide  through  his  partic- 
ipation in  state  and  national  organizations,  his  influ- 
ence on  governmental  committees  at  the  state  and  na- 
tional level,  and  his  contributions  to  the  literature.  An 
important  example  of  his  leadership  was  his  chairman- 
ship of  the  TMA  Long-Term  Health  Care  Committee 
(now  the  Geriatrics  Committee)  from  its  inception  in 
September  1976,  until  October  1984. 

Dr.  Adams  was  born  in  Bradyville,  Cannon  Coun- 
ty, Tennessee.  His  father,  Dr.  J.  F.  Adams,  was  a 
highly  regarded  physician  and  surgeon  in  Bradyville 
and  Woodbury,  Tennessee,  for  many  years. 

Dr.  Adams  graduated  from  Middle  Tennessee  State 
College  (now  Middle  Tennessee  State  University)  in 
1935.  He  received  his  medical  degree  from  the  Uni- 
versity of  Rochester  School  of  Medicine  in  1940.  His 
internship  and  general  surgery  residency  were  com- 
pleted at  Nashville  General  Hospital  1940-1944.  He 
practiced  general  surgery  at  the  Good  Samaritan  Gen- 
eral Hospital  in  Woodbury  from  1945  to  1947.  In  1947, 
he  returned  to  Nashville  to  take  additional  training  and 
to  work  in  the  field  of  chest  diseases  at  the  Davidson 
County  Chest  Diseases  Hospital. 

In  1949,  Dr.  Adams  established  a clinic  in  Mur- 
freesboro with  Dr.  S.  C.  Garrison,  a general  internist. 
This  partnership  had  grown  into  a multispecialty  clinic 
with  a staff  of  14  physicians  by  1969.  Dr.  Adams  served 
as  chairman  of  the  board  of  Murfreesboro  Medical 
Clinic  from  1955  to  1969  when  he  gave  up  his  active 
surgical  practice.  During  this  period  Dr.  Adams  also 
served  both  as  chief  of  staff  and  as  chief  of  surgery  at 
Rutherford  Hospital  (now  Middle  Tennessee  Medical 
Center)  in  Murfreesboro. 

Even  while  actively  engaged  in  surgical  practice, 
Dr.  Adams  developed  an  interest  in  and  expertise  in 
the  management  of  nursing  homes.  He  operated  the 


Distinguished  Service  Award  is  presented  to  Dr.  Carl 
E.  Adams,  Murfreesboro,  by  chairman  of  the  TMA 
Board  of  Trustees,  Dr.  John  R.  Nelson,  Jr. 


Murfreesboro  Nursing  Home  from  1951  to  1971.  His 
vision  of  the  need  for  nursing  home  beds  led  to  his 
becoming  chairman  of  the  board  of  National  Health 
Corporation  at  the  time  of  its  incorporation  in  1971. 

Dr.  Adams  was  early  to  recognize  the  need  for 
standardized,  objective  means  of  evaluating  nursing 
home  patients.  This  led  to  his  developing  a comput- 
erized patient  profile  in  1973  which  is  now  being  used 
for  over  7,500  patients  in  15  states. 

Dr.  Adams  was  active  in  the  founding  of  the 
American  Medical  Directors  Association  in  1976.  He 
served  as  president  of  that  organization  of  nursing  home 
medical  directors  in  1980. 

His  perspective  remains  that  of  one  ever  mindful 
of  the  needs  of  future  generations  of  the  elderly  pop- 
ulation. His  concept  of  long-term  care  has  broadened 
from  that  encompassed  by  traditional  nursing  home 
programs  to  include  alternative  networks  of  care  for 
an  aging  population  including  homecare  agencies,  re- 
tirement homes,  outpatient  centers,  Alzheimer  units, 
and  hospice  programs. 

Dr.  Adams’  interest  in  geriatric  education  has  re- 
sulted in  his  supporting  the  formation  of  the  Tennes- 
see Foundation  for  Geriatric  Education,  a charitable 
organization  receiving  contributions  which  are  desig- 
nated for  the  support  of  various  geriatric  education 
programs.  The  TFGE  currently  contributes  approxi- 
mately $30,000  per  year  to  geriatric  education  pro- 
grams in  Tennessee. 


JUNE,  1986 
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COMMUNITY  SERVICE  AWARDS 


Three  women  with  impressive  records  of  public  service  have  been  presented  TMA’s  1986  Community  Service  Awards. 
The  awards  were  presented  on  April  9,  1986,  during  the  opening  session  of  the  TMA  House  of  Delegates  by  TMA  Board 
of  Trustees  Chairman  John  R.  Nelson,  Jr.,  M.D.  “These  three  women  represent  the  essence  of  community  service  and  the 
volunteer  spirit  in  Tennessee,”  said  Dr.  Nelson. 


Peggy  Gilbertson  has  worked  with 
the  Knoxville  Academy  of  Medicine 
Auxiliary  since  1978  to  produce 
“Healthline,”  a 30-minute  television 
series  shown  weekly  on  cable  TV 
Channel  20.  “Healthline”  has  been 
cited  by  the  AMA  How  Cable  Works 
as  a pioneer  in  the  use  of  cable  tele- 
vision by  the  medical  profession. 
More  than  70  physicians  have  ap- 
peared on  the  show  since  1978. 

Mrs.  Gilbertson  has  been  cited  for 
her  many  voluntary  contributions  to 
the  Knoxville  community,  including 
her  role  in  the  development  of  the 
“First  Responder”  program.  The 
program  is  developing  approximately 
40  weeks  of  TV  programming  on 
emergency  services  and  procedures. 
First  Responder  is  designed  for  both 
public  information  and  as  training 
material  for  local  fire  department 
personnel.  As  a result  of  the  training 
aspects  of  the  program,  several  lives 
have  been  saved  that  might  otherwise 
have  been  lost. 

Mrs.  Gilbertson  has  served  the 
West  Side  and  Metropolitan  (Knox- 
ville) YMCAs,  the  West  Hills  PTA, 
St.  Mary’s  School  of  Nursing  and  Se- 
quoyah Hills  Presbyterian  Church. 

Chosen  as  Knoxville’s  “First 
Lady”  in  1979,  Mrs.  Gilbertson  has 
been  active  in  KAM  and  TMA  Aux- 
iliaries. She  is  married  to  Knoxville 
physician  Robert  B.  Gilbertson,  M.D. 


Maureen  Parker,  at  age  83,  has  an 
inspiring  attitude  of  service  which  she 
demonstrates  even  today  as  a teacher 
in  her  church  school.  Born  in  1903  in 
White  County,  Tennessee,  Mrs.  Par- 
ker recruits  persons  over  60  years  of 
age  to  volunteer  their  services  to  the 
community.  She  works  in  the  Sparta 
Health  Care  Center  and  Nutrition 
Center  for  the  elderly. 

Mrs.  Parker  has  received  several 
awards  for  service  from  the  White 
County  Ministerial  Association.  Af- 
ter returning  from  Sparta  Industries 
in  1968,  Mrs.  Parker  began  a second 
career  in  1975,  at  the  age  of  72.  As 
president  of  a volunteer  group  called 
“Miracle  Workers,”  she  received  a 
national  award  for  conducting  a com- 
munity health  program  without  gov- 
ernment assistance. 

Mrs.  Parker  has  done  extensive 
work  for  the  American  Cancer  Soci- 
ety and  the  Red  Cross,  and  has  served 
as  president  of  the  Woman’s  Club. 
Always  active  in  her  church,  Mrs. 
Parker  has  vowed,  “I  promise  to  try 
to  keep  going  as  long  as  I can.” 


Marge  Thrasher  is  Assistant  Di- 
rector for  Public  Affairs  for  Mem- 
phis’ WHBO-TV  Channel  13.  She  has 
been  a news  anchor  for  that  station 
for  12  years.  Mrs.  Thrasher  moder- 
ated the  Memphis  and  Shelby  County 
Medical  Society’s  weekly  television 
program,  “On  Call”  from  1982  to 
1985.  She  is  host  of  “AM-Memphis,” 
a daily  program  which  features  three 
to  five  medical  and  health-related 
segments  each  week. 

Mrs.  Thrasher  was  named  the  1985 
Cerebral  Palsy  Volunteer  of  the  Year, 
having  emceed  the  Cerebral  Palsy 
Telethon  for  five  years.  She  has  been 
emcee  or  auction  chairman  for  Le 
Bonheur  Children’s  Hospital,  March 
of  Dimes,  Muscular  Dystrophy,  and 
many  others.  As  an  active  participant 
in  her  own  profession,  Mrs.  Thrasher 
is  a founder  and  past  president  of  the 
Memphis  Chapter  of  American 
Women  in  Radio  and  Television.  She 
has  served  on  the  board  of  directors 
of  the  National  Conference  of  Chris- 
tians and  Jews  and  received  that  or- 
ganization’s 1983  Women’s  Rights 
Award.  Mrs.  Thrasher  was  the  first 
female  commissioner  of  the  Memphis 
Area  Transit  Authority,  and  is  foun- 
der and  president  of  Marge  Thrasher 
Media  School.  She  is  married  to 
Memphis  plastic  surgeon  Charles 
White,  M.D. 
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TMA  Annual  Meeting  Highlights 
Nashville — April  1986 


Dr.  James  T.  Galyon,  Memphis,  participates  in  the 
first  TMA  Board  of  Trustees  meeting  following  his 
election  as  TMA’s  1986-1987  president-elect. 


Dr.  Malcolm  R.  Lewis,  Nashville,  speaker  of  the  TMA  House  of  Delegates  (left) 
provides  final  recommendations  and  answers  questions  of  reference  committee 
members  at  a special  breakfast  meeting. 


Entertainers  from  Opryland’s  General  Jackson  showboat  perform  for  TMA  mem- 
bers attending  the  President’s  Night  dinner. 


State  Representative  Paul  Starnes,  Chattanooga 
(right)  answers  questions  following  his  presentation 
at  the  annual  IMPACT  luncheon.  Dr.  James  R. 
Royal,  outgoing  IMPACT  chairman  and  incoming 
TMA  president,  looks  on. 


Outgoing  members  of  the  TMA  Board  of  Trustees 
were  honored  for  their  years  of  service.  Ending 
three-year  terms  on  the  Board  were  (left  to  right) 
Drs.  Thurman  L.  Pedigo,  McMinnville;  Thomas  K. 
Ballard,  Jackson;  William  F.  Buchner,  Chattanoo- 
ga; John  R.  Nelson,  Jr.,  Knoxville;  and  Hugh  Fran- 
cis, Jr.,  Memphis. 


AMA  President  Dr.  Harrison  L.  Rogers,  Jr.  (left) 
discusses  AMA  policy  with  Dr.  Thomas  K.  Ballard, 
Jackson,  TMA  past  president. 


Dr.  John  H.  Burkhart,  Knoxville,  makes  a point  during  a reference  committee 
meeting  considering  resolutions  on  the  withdrawal  of  life-support  in  nursing  home 
patients. 


TMA  past  presidents  attend  the  annual  meeting  (left 
to  right,  first  two  rows)  Drs.  Thomas  K.  Ballard, 
Jackson;  G.  Baker  Hubbard,  Jackson;  George  W. 
Holcomb,  Jr.,  Nashville;  E.  Kent  Carter,  Kings- 
port; George  A.  Zirkle,  Jr.,  Knoxville;  David  H. 
Turner,  Chattanooga;  John  B.  Dorian,  Memphis; 
(third  row)  Rudolph  H.  Kampmeier,  Nashville;  J. 
Kelley  Avery,  Nashville;  C.  Gordon  Peerman, 
Nashville;  Allen  S.  Edmonson,  Memphis;  (fourth 
row)  James  W.  Hays,  Nashville;  Nat  E.  Hyder,  Jr., 
Johnson  City;  John  H.  Burkhart,  Knoxville;  Tom 
E.  Nesbitt,  Nashville;  O.  Morse  Kochtitzky,  Nash- 
ville. 


Dr.  Clarence  R.  Sanders,  Gallatin,  outgoing  TMA  AMPAC  Board  member  Dr.  Faser  Triplett  (left)  presents  AMPAC’s  First  Place 

president  (standing)  with  Dr.  John  R.  Nelson,  Jr.,  Sustaining  Membership  Award  to  IMPACT.  Dr.  James  R.  Royal,  outgoing 

Knoxville,  outgoing  chairman  of  the  Board.  IMPACT  Board  chairman,  accepts  the  award. 
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REPORTS  OF  OFFICERS 


Report  of  the  President 

Clarence  R.  Sanders,  M.D. 


This  past  year  of  service  as  president  of  the  Tennessee 
Medical  Association  has  indeed  been  a special  time  for  me, 
both  from  a personal  as  well  as  a professional  standpoint.  It 
has  served  as  a rich  learning  experience  as  I have  traveled 
across  the  state  meeting  with  the  component  medical  socie- 
ties, for  I have  come  away  from  these  encounters  singularly 
impressed  with  my  colleagues  and  justifiably  proud  of  our 
profession.  For  this,  I am  grateful  to  you,  the  members  of 
the  Association,  for  permitting  me  to  represent  you  as  your 
president  for  the  past  12  months.  I would  hope  that,  in  some 
small  measure,  I have  made  a contribution  to  our  united  ef- 
fort to  improve  the  status  and  public  image  of  medicine  in 
Tennessee,  and  across  the  country  as  well. 

The  problems  facing  the  medical  profession  at  this  point 
in  time  are  many  and  complex;  however,  during  the  past  year, 
we  have  attempted  to  address  some  of  the  more  pressing 
ones — the  serious  decline  in  our  public  image;  the  marked 
increase  in  governmental  regulations  which  is  virtually  crip- 
pling our  ability,  and  yes,  even  our  desire,  to  conduct  our 
practices  as  we  might  wish;  the  critical  problems  facing  the 
aged;  the  alarming  increase  in  reported  child  abuse  cases;  the 
all-important  doctor/patient  relationship;  and  even  the  econ- 
omy in  general.  These  are  areas  which  involve  all  of  us  and 
demand  our  consideration  and  our  involvement.  The  rapid 
changes  which  continue  to  evolve  in  health  care  today  further 
serve  to  complicate  the  overall  picture  and  to  make  our  work 
more  difficult  but,  to  our  credit,  I feel  that  we  are  making 
significant  strides  in  alleviating  many  of  these  obstacles.  There 
remains,  to  be  sure,  much  more  to  be  done.  For  our  own 
survival,  it  would  appear  essential  that  we  remain  “proac- 
tive” rather  than  “reactive”  to  these  changes.  I am  hopeful 
that  we,  as  medical  practitioners,  can  maintain  our  equilibri- 
um, so  to  speak,  and  make  a concentrated  effort  to  “roll  with 
the  punches”  rather  than  either  stubbornly  resist  them,  or 
worse,  develop  an  attitude  of  apathy  and  resignation.  We  can, 
as  a united  and  strong  entity,  meet  these  challenges  to  our 
profession  and  we  can  cope  with  them  . . . can't  we? 

I would  like  to  extend  a personal  salute  to  Hadley  Wil- 
liams, executive  director  of  the  TMA,  and  to  the  entire  TMA 
staff  as  well.  These  concerned  and  dedicated  people  have  been 
unfailingly  courteous  and  cooperative  to  me  and  to  my  efforts 
throughout  the  year  and  I could  not  have  performed  my  du- 
ties successfully  without  them.  I am  profoundly  grateful  to 
each  of  them. 

I regret  that  I was  not  able  to  accomplish  more  during  my 
term  of  office.  There  are  many  areas  which  I had  planned  to 
touch  on  and  there  were  many  places  which  I wanted  to  visit 
in  an  attempt  to  promote  our  Association  and  the  work  which 
we  do,  but  time  and  circumstances  did  not  permit  this  to  be 
accomplished.  I now  join  all  of  you  in  pledging  my  unquali- 
fied support  to  Dr.  James  R.  Royal  as  he  assumes  the  lead- 
ership of  the  TMA  for  the  coming  year — a year  which  prom- 


ises to  be  as  demanding  and  challenging  as  the  one  now 
drawing  to  a close. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
president,  expressed  its  deepest  thanks  to  Dr.  Sanders  for  his 
leadership,  and  recommended  that  the  report  be  filed. 

Report  of  the 
Board  of  Trustees 

John  R.  Nelson,  Jr.,  M.D.,  Chairman 

The  Board  of  Trustees  meets  quarterly,  in  part  to  imple- 
ment policies  established  by  the  House  of  Delegates,  to  gov- 
ern the  Association,  to  administer  its  affairs,  to  make  ap- 
pointments and  awards,  and  to  consider  how  the  TMA  can 
most  effectively  meet  the  needs  of  its  members.  Five  such 
meetings  have  occurred  between  the  1985  and  1986  annual 
meetings.  A summary  of  the  more  important  activities  of  the 
Board  is  appended. 

Several  items  of  business  deserve  special  mention  because 
of  the  impact  on  the  membership  or  because  they  represent 
new  services  or  enterprises.  First,  in  response  to  the  rapidly 
changing  socioeconomic  forces  affecting  the  practice  of  med- 
icine, a task  force  was  appointed  to  study  the  feasibility  of 
establishing  a statewide  IPA.  The  report  of  the  task  force  and 
recommendation  from  the  Board  will  constitute  a major  item 
of  business  at  this  annual  meeting.  Additionally,  a new  stand- 
ing Committee  on  Medical  Practice  was  established  to  pro- 
vide ongoing  assistance  with  third  party  relationships  and 
physician  reimbursement  problems.  Further,  a contract  re- 
view service  has  been  established. 

Two  new  corporations  involving  the  TMA  were  estab- 
lished: TMA  Physician  Services,  Inc.,  a wholly  owned  for- 
profit  subsidiary  of  TMA,  and  a second  for-profit  corporation 
jointly  owned  w'ith  Insurance  Planning  and  Service  Company 
of  Chattanooga  (IPSCO).  Through  this  innovative  step  the 
Association  will  be  in  a position  to  generate  additional  reve- 
nue through  expansion  of  services  to  its  members.  A sum- 
mary of  the  Board's  action  with  regard  to  establishing  these 
subsidiaries  as  well  as  a status  report  of  the  new  companies 
is  included  as  an  addendum  to  this  report. 

High  priority  was  given  to  expanding  and  strengthening 
the  Association's  Impaired  Physician  Program.  Through  the 
generous  assistance  of  State  Volunteer  Mutual  Insurance 
Company,  Dr.  David  Dodd,  serving  as  part-time  director  of 
the  Program  for  the  past  two  years,  has  been  appointed  full- 
time director  for  the  coming  year. 

Planning  for  the  future  includes  development  of  a state 
hospital  medical  staff  section  and  a commitment  to  work  for 
unified  membership  of  TMA  with  county  medical  societies 
and  the  American  Medical  Association. 

Second  Quarter  Meeting — April  10,  1985 
The  Board: 
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— Appointed  Dr.  Henry  Bracken  to  the  Committee  on  Men- 
tal Health. 

— Approved  a recommendation  from  the  Long  Term  Health 
Care  Committee  to  change  the  name  of  the  committee  to 
the  TMA  Geriatrics  Committee. 

—Reviewed  all  resolutions  to  be  introduced  in  the  House  of 
Delegates  and  adopted  a position  of  support  or  opposition 
to  each. 

— Approved  nominations  of  Drs.  Robert  Coddington,  John 
Chandler,  and  Sidney  Wallace  to  serve  on  the  Advisory 
Committee  for  Crippled  Children’s  Services. 

— Approved  nominations  of  Drs.  Allen  S.  Edmonson,  Ted 
Galyon,  and  Fred  P.  Sage  to  serve  on  the  Advisory  Com- 
mittee for  Crippled  Children’s  Services. 

—Approved  nominations  of  Drs.  James  W.  Hays,  Thurman 
L.  Pedigo,  and  Ralph  Greenbaum  to  serve  on  the  Primary 
Health  Care  Advisory  Board. 

— Approved  nominations  of  Drs.  Bob  Neaderthal,  Phillip 
Dirmeyer,  and  Lyle  Smith  to  serve  on  the  Laboratory  Ad- 
visory Committee. 

—Designated  Board  members  and  staff  to  serve  as  resource 
representatives  to  each  reference  committee. 

— Voted  to  discontinue  the  annual  Health  Project  Contest 
and  request  the  Auxiliary  to  explore  other  avenues  of  pub- 
lic relations  projects. 

— Approved  cosponsorship  of  a professional  liability  telecon- 
ference with  AMA. 

— Accepted  for  information  the  first  quarter  operating  re- 
port. 

— Recognized  retiring  Board  members  Drs.  Luthur  Beazley, 
Jr.,  and  Nat  E.  Hyder,  Jr.  for  their  contributions. 

Second  Quarter  Meeting — April  13,  1985 

The  Board: 

— Elected  the  following  persons  for  1985-1986:  Drs.  John  R. 
Nelson,  Jr.,  chairman;  Hugh  Francis,  Jr.,  vice-chairman; 
Thurman  L.  Pedigo,  secretary-treasurer. 

— Elected  an  Executive  Committee  with  six  committees  of 
the  Board. 

— Named  Board  members  to  serve  as  division  coordinators. 

— Named  Board  members  to  serve  as  liaisons  to  each  medi- 
cal specialty  organization. 

— Appointed  Drs.  Charles  B.  Thorne,  William  C.  Anderson, 
Howard  W.  Thomas,  Luthur  A.  Beazley,  Jr.,  and  Thur- 
man L.  Pedigo,  to  the  Impaired  Physician  Loan  Fund  Board 
of  Directors. 

— Appointed  Dr.  L.  D.  Strader  to  serve  on  the  TMA  Group 
Insurance  Committee. 

— Referred  a request  from  the  Impaired  Physician  Commit- 
tee for  an  increase  in  the  medical  director’s  salary  to  the 
Executive  Committee. 

— Voted  to  approve  two  additional  benefits  for  the  compre- 
hensive major  health  program  as  recommended  by  the 
Group  Insurance  Committee,  with  a written  request  to  Blue 
Cross/Blue  Shield  requesting  elimination  of  a three-day 
hospitalization  requirement  to  qualify  for  admission  to  an 
extended  care  facility. 

— Approved  the  concept  of  mailing  the  Medicaid  Formulary 
to  all  physicians  in  the  state  periodically,  with  an  an- 
nouncement regarding  this  mailing  placed  in  the  TMA 
Newsletter. 

— Voted  to  present  the  sixth  place  winner  in  the  Health  Proj- 
ect Contest  an  award  of  $100  for  their  efforts  in  presenting 
a project. 
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— Heard  Dr.  Harrison  Rogers,  president-elect  of  AMA,  ad- 
dress current  national  issues. 

— Referred  to  the  Communication  and  Public  Service  Com- 
mittee for  study  and  recommendation  the  public  relations 
program  developed  by  the  Chattanooga-Hamilton  County 
Medical  Society,  and  concurred  to  send  a letter  of  com- 
mendation to  the  Chattanooga-Hamilton  County  Medical 
Society  for  their  efforts  in  improving  the  public  image  of 
physicians. 

— Referred  Resolution  No.  7-85  to  the  Committee  on  Com- 
munications and  Public  Service  for  further  study. 

— Referred  Resolution  No.  8-85  to  the  Legislative  Commit- 
tee with  instructions  to  urge  the  Tennessee  General  As- 
sembly to  support  proposed  legislation  extending  liability 
protection  to  manufacturers  of  DPT  vaccine. 

— Approved  appointment  of  an  ad  hoc  committee  to  study 
Resolution  No.  1-85  with  recommendations  to  the  Board 
regarding  possible  changes  in  the  annual  meeting  format. 

— Referred  to  the  Executive  Committee  a recommendation 
of  the  reference  committee  to  expand  the  number  of  an- 
nual rural  health  conferences. 

Third  Quarter  Meeting — July  14,  1985 

The  Board: 

— Approved  actions  of  the  Executive  Committee. 

— Voted  to  allocate  the  1985  Tharp  Award  Funds  as  a salary 
supplement  to  Dr.  Dodd,  medical  director  of  the  Impaired 
Physician  Program,  to  allow  extrapolation  of  data  collected 
by  the  Program  into  research  form. 

— Named  Drs.  Thomas  K.  Ballard,  John  R.  Nelson,  Jr., 
Thurman  L.  Pedigo,  James  R.  Royal,  and  Clarence  R. 
Sanders  to  the  Board  of  Directors  of  TMA  Physician  Serv- 
ices, Inc. 

— Approved  establishment  of  a Board  Committee  on  Medi- 
cal Practice  to  continue  work  relative  to  physician  reim- 
bursement. 

— Voted  to  appoint  a task  force  to  investigate  the  feasibility 
of  establishing  a statewide  HMO/IPA. 

— Approved  funds  up  to  $1,000  to  assist  the  Geriatrics  Com- 
mittee with  costs  related  to  a fall  symposium. 

— Accepted  a report  from  the  Committee  on  Communica- 
tions and  Public  Service. 

— Approved  sponsorship  of  two  rural  health  conferences  each 
year. 

— Received  a report  from  the  TMA  Auxiliary  and  voted  to 
approve  funds  requested  for  an  Auxiliary  trip  to  Belmont 
Mansion  from  the  Opryland  Hotel  during  the  1986  annual 
meeting. 

— Nominated  Drs.  Michael  Neidermeyer,  John  Byers,  and 
Jack  Hixson  to  serve  on  the  State  Air  Pollution  Control 
Board. 

— Nominated  Drs.  Robert  Summitt,  Carmen  B.  Lozzio,  and 
Ian  Burr  to  serve  on  the  State  Genetics  Advisory  Commit- 
tee. 

— Nominated  Drs.  Joseph  Willoughby,  James  Greene,  and 
Robert  T.  Tucker,  Jr.  to  serve  on  the  State  Board  of  Ex- 
aminers for  Nursing  Home  Administrators. 

— Appointed  Dr.  Fredia  Wadley,  chief  medical  officer  of 
TDHE,  to  serve  as  an  ex-officio  member  of  the  Committee 
on  Governmental  Medical  Services,  Interprofessional  Li- 
aison Committee,  Committee  on  Legislation  and  as  a reg- 
ular member  of  the  Committee  on  Rural  Health,  Commit- 
tee on  Emergency  Medical  Services,  Committee  on 
Maternal  and  Child  Care,  Primary  Health  Care  Clinics 
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Committee  and  the  Geriatrics  Committee. 

— Voted  to  accept  the  Travel  Committee’s  recommendation 
to  sponsor  two  trips  by  INTRAV  in  1986. 

— Received  a report  on  the  AMA  meeting  from  Dr.  Ballard. 

— Named  Fairfield  Glade  as  the  site  of  the  July  1986  Board 
of  Trustees  meeting. 

— Named  the  Peabody  Hotel  as  the  headquarters  hotel  for 
the  1988  TMA  annual  meeting  in  Memphis. 

Fourth  Quarter  Meeting — October  13,  1985 

The  Board: 

— Voted  to  submit  a Constitution  and  Bylaw  change  to  per- 
mit doctors  of  osteopathy  to  be  accepted  for  membership 
in  TMA  if  accepted  by  the  county  societies. 

— Appointed  an  ad  hoc  committee  to  consider  future  needs 
and  make  recommendations  regarding  the  TMA  headquar- 
ters building  and  property. 

—Received  a report  regarding  minimum  educational  stand- 
ards for  physicians’  employees  performing  office  x-ray  pro- 
cedures adopted  by  the  Board  of  Medical  Examiners. 

— Voted  to  appoint  a steering  committee  for  tentative  plan- 
ning regarding  the  establishment  of  a hospital  medical  staff 
section. 

— Heard  a proposal  by  the  Health  Policy  Research  Group, 
including  an  environmental  analysis  and  strategy  planning, 
regarding  the  direction  of  TMA  in  the  changing  field  of 
health  care. 

— Received  a report  from  the  Scientific  Affairs  Committee. 

— Received  a report  from  the  Rural  Health  Committee. 

— Received  a report  from  Mid-South  Foundation  for  Medical 
Care. 

— Received  a report  from  IMPACT. 

— Authorized  the  Governmental  Medical  Services  Commit- 
tee to  work  with  Medicaid  as  a task  force  to  consider  the 
need  to  alter  the  method  of  physician  reimbursement. 

— Approved  submission  of  a resolution  to  the  AMA  House 
of  Delegates  at  the  interim  meeting  in  December  request- 
ing reinstitution  of  the  CME  Newsletter. 

— Voted  to  recommend  to  the  AMA  that  posthumous  rec- 
ognition be  given  a former  Memphis  newspaper  reporter, 
Mr.  Charles  Thornton,  who  was  killed  in  Afghanistan. 

— Approved  dues  exempt  status  for  three  physicians  as  re- 
quested by  the  Nashville  Academy  of  Medicine. 

— Approved  the  operating  report  for  the  first  nine  months  of 
1985. 

— Approved  the  1986  proposed  budget. 

— Referred  the  issue  of  AIDS  to  the  Executive  Committee 
for  their  consideration  in  addressing  the  public  health  in- 
terests and  concerns. 


First  Quarter  Meeting — January  11-12,  1986 

The  Board: 

— Confirmed  actions  of  the  Executive  Committee. 

— Voted  to  submit  a resolution  to  the  House  of  Delegates 
calling  for  the  establishment  of  a statewide  IPA. 

— Voted  to  have  the  speaker  of  the  House  name  a special 
reference  committee  to  consider  the  resolution  regarding 
establishment  of  a statewide  IPA. 

— Voted  to  implement  the  recommendations  of  the  Medical 
Practice  Committee  regarding  contract  evaluation  services. 

— Referred  to  the  Governmental  Medical  Services  Commit- 
tee development  of  a resolution  regarding  a fee  schedule 


for  physician  services  under  Medicaid. 

— Accepted  the  report  of  the  ad  hoc  committee  to  study  the 
annual  meeting  format. 

— Approved  a recommendation  from  the  Finance  Committee 
that  a resolution  calling  for  a $50  dues  increase  be  pre- 
sented to  the  House  of  Delegates. 

— Nominated  physicians  to  serve  on  each  of  the  standing  and 
special  committees  of  TMA. 

— Appointed  Dr.  Robert  H.  Haralson,  Jr.  to  serve  on  the 
TMA-SEF  Board  of  Directors  for  a three-year  term. 

— Appointed  the  Nominating  Committee  for  the  House  of 
Delegates. 

— Nominated  Drs.  John  H.  Burkhart,  Alvin  J.  Ingram,  I.  Lee 
Arnold,  and  Duane  C.  Budd  to  serve  on  the  Board  of 
Medical  Examiners. 

— Voted  to  endorse  the  concept  of  equal  confidentiality  for 
psychologists  and  psychiatrists  in  testifying  in  peer  review 
cases. 

— Voted  not  to  increase  psychiatric  representation  on  the  Im- 
paired Physician  Committee. 

— Received  a report  from  the  Committee  on  Medicine  and 
Religion. 

— Received  a report  from  SVMIC,  and  elected  to  recom- 
mend an  SVMIC  constitution  and  bylaw  change  to  provide 
for  the  TMA  president-elect  to  annually  become  a member 
of  the  SVMIC  Board  of  Directors. 

— Heard  from  Dr.  Hotchkiss  and  set  a goal  of  April  1987  for 
TMA's  adoption  of  unified  county-state-AMA  member- 
ship. 

—Received  a report  from  Mid-South  Foundation  for  Medical 
Care. 

— Named  Dr.  David  Dodd  as  full-time  medical  director  of 
the  TMA  Impaired  Physician  Program. 

— Received  a summary  of  activity  of  The  TMA  Association 
Insurance  Agency,  Inc. 

— Named  Dr.  Carl  E.  Adams  to  receive  the  Distinguished 
Service  Award. 

— Named  Mrs.  Peggy  Gilbertson,  Mrs.  Maureen  Parker,  and 
Mrs.  Marge  Thrasher  to  receive  the  1986  TMA  Commu- 
nity Service  Awards. 

— Reviewed  all  resolutions  adopted  in  1979  for  possible  reaf- 
firmation and/or  reintroduction  in  the  House  of  Delegates. 

— Approved  a proposed  resolution  calling  for  osteopathic 
membership  to  be  submitted  to  the  House  of  Delegates. 

— Approved  an  operative  request  resolution  to  be  submitted 
to  the  House  of  Delegates  to  supersede  Resolution  No.  20- 
85. 

— Approved  introduction  of  a resolution  to  the  House  for 
laboratory  safety. 

— Received  a report  from  the  Judicial  Council. 

— Voted  to  endorse  the  “Quit  For  Good’’  smoking  program. 

— Endorsed  the  concept  of  a proposed  workshop  to  be  co- 
sponsored by  the  Auxiliary  and  requested  the  Auxiliary 
provide  cost  information  and  estimates  at  the  next  Board 
meeting. 

— Referred  to  the  Medical  Practice  Committee  a request  for 
compilation  of  information  on  requirements  of  various 
health  insurance  carriers. 

— Named  Mr.  Charles  L.  Cornelius,  Jr.  as  TMA  legal  coun- 
sel for  1986. 

— Named  the  firm  of  Byrd,  Bellenfant  & Eidson  as  the  CPA 
auditing  firm  for  TMA  for  1986. 

— Approved  a resolution  of  commendation  for  Mr.  Bill  Ellis 
of  Smith,  Reed,  Thompson  and  Ellis. 

— Heard  Dr.  Shearin  of  Memphis  express  his  concern  over 
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living  will  legislation  adopted  by  the  1985  General  Assem- 
bly. 

— Voted  to  reaffirm  action  by  the  Committee  on  Legislation 
and  TMA  staff  regarding  the  position  taken  with  the  Gen- 
eral Assembly  with  respect  to  living  will  legislation. 

I wish  to  commend  the  members  of  the  Board  for  their 
diligent  service  on  behalf  of  the  membership.  Attendance  has 
been  nearly  perfect;  absence  is  a rarity. 

Special  commendation  is  due  Dr.  Hamel  Eason  and  the 
members  of  the  IPA  task  force  for  their  exhaustive  study  and 
report,  and  the  timely  completion  of  their  task. 

It  has  been  a privilege  and  pleasure  to  serve  as  your  chair- 
man. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
Board  of  Trustees,  expressed  its  appreciation  to  Dr.  Nelson 
and  the  Board  for  their  work  in  the  past  year,  praised  the  de- 
velopment of  two  new  service  corporations,  and  recommended 
that  the  report  be  filed. 


Report  of  the  Judicial  Council 

Virgil  H.  Crowder,  Jr.,  M.D.,  Chairman 

The  Judicial  Council  of  the  Tennessee  Medical  Associa- 
tion held  only  one  formal  meeting  this  past  year.  This  meet- 
ing was  to  consider  three  separate  items  referred  to  the 
Council.  In  each  case,  the  Council  rendered  its  opinion  which 
did  involve  consultation  with  the  American  Medical  Associ- 
ation's legal  counsel  and  the  Council  for  Judicial  and  Ethical 
Affairs. 

The  specific  questions  and  the  Council’s  opinions  are  list- 
ed below. 

1.  Question:  Is  it  ethical  for  physicians  to  bill  for  the  serv- 
ice of  case  management  of  patients  under  their  supervision 
receiving  home-health  care  services? 

Opinion:  The  Judicial  Council  was  of  the  unanimous 
opinion  that  it  is  not  unethical  for  a physician  to  charge  for 
the  service  of  case  management  of  patients  under  his  super- 
vision receiving  home-health  care  services.  The  Council  fur- 
ther stated  it  is  the  decision  of  the  individual  physician  as  to 
whether  or  not  to  charge  and  the  amount  to  be  charged  for 
rendering  this  service.  As  with  all  physician  charges,  the  fee 
should  be  commensurate  with  the  services  rendered. 

2.  Question:  Is  there  a need  for  further  guidelines  regard- 
ing the  releasing  of  patient  information  by  telephone? 

Opinion:  The  Judicial  Council  stated  its  opinion  that  the 
principles  of  confidentiality  must  be  maintained  in  any  cir- 
cumstance regarding  release  of  patient  information.  Specifi- 
cally, the  Council  cited  Section  5.08  of  the  AMA  Judicial 
Council  Opinions  and  Reports  entitled  Confidentiality:  Insur- 
ance Company  Representative: 

“History,  diagnosis,  prognosis,  and  the  like  acquired  dur- 
ing the  physician-patient  relationship  may  be  disclosed  to  an 
insurance  company  representative  only  if  the  patient  or  his 
lawful  representative  has  consented  to  the  disclosure.  A phy- 
sician’s responsibilities  to  his  patient  are  not  limited  to  the 
actual  practice  of  medicine.  They  also  include  the  perform- 
ance of  some  services  ancillary  to  the  practice  of  medicine. 
These  services  might  include  certification  that  the  patient  was 
under  the  physician’s  care  and  comment  on  the  diagnosis  and 
therapy  in  the  particular  case.” 

3.  Question:  Does  contracting  by  physicians  for  referral 
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and  follow-up  care  rendered  by  other  practitioners  constitute 
fee  splitting?  The  specifics  concerned  an  arrangement  with  a 
doctor  of  optometry,  wherein  follow-up  cataract  surgery  pa- 
tients were  being  managed  by  the  referring  physician.  The 
entire  arrangement  was  through  a contract. 

Opinion:  The  Judicial  Council  was  of  the  opinion  that  the 
arrangement,  as  presented,  was  fee  splitting.  Fee  splitting  is, 
according  to  the  Council  and  the  AMA  Judicial  Council 
Opinions  and  Reports,  Section  6.03  entitled  Fee  Splitting: 

“Payment  by  one  physician  to  another  solely  for  the  re- 
ferral of  a patient  is  fee  splitting  and  is  improper  both  for  the 
physician  making  the  payment  and  the  physician  receiving  the 
payment. 

“A  physician  may  not  accept  payment  of  any  kind,  in  any 
form,  from  any  source,  such  as  a pharmaceutical  company  or 
pharmacist,  an  optical  company  or  the  manufacturer  of  med- 
ical appliances  and  devices,  for  prescribing  or  referring  a pa- 
tient to  said  source  for  the  purchase  of  drugs,  glasses,  or  ap- 
pliances. 

“In  each  case,  the  payment  violates  the  requirement  to 
deal  honestly  with  patients  and  colleagues.  The  patient  relies 
upon  the  advice  of  the  physician  on  matters  of  referral.  All 
referrals  and  prescriptions  must  be  based  on  the  skill  and 
quality  of  the  physician  to  whom  the  patient  has  been  re- 
ferred, or  the  quality  and  efficacy  of  the  drug  or  product  pre- 
scribed.” 

The  Council  further  recommended  that,  in  all  cases,  phy- 
sicians should  charge  only  for  services  they  render.  By  doing 
so,  physicians  could  avoid  even  the  appearance  of  fee  split- 
ting. The  Council  further  was  of  the  opinion  that  the  situa- 
tion as  described  was  possibly  in  violation  of  current  Medi- 
care law,  as  well  as  Tennessee  law,  regarding  rebates  and 
kickbacks. 

There  were  several  issues  presented  to  the  Judicial  Coun- 
cil from  the  various  districts.  Each  of  these  was  adjudicated 
separately,  with  the  respective  component  society  and  judi- 
cial councilor,  and  they  were  not  referred  to  the  full  Council 
for  opinion  and  discussion.  The  component  medical  societies 
and  the  judicial  councilors  each  are  to  be  commended  for 
their  dedication  and  thorough  disposition  of  each  of  these 
situations. 

I wish  to  express  my  sincere  appreciation  for  the  support 
of  the  Judicial  Council  over  the  past  four  years  I have  served, 
and  a special  thanks  to  the  members  for  this  past  year  I have 
been  privileged  to  serve  as  chairman. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
Judicial  Council,  expressed  its  appreciation  to  the  members  of 
the  Council  for  their  continued  excellent  work,  and  recom- 
mended that  the  report  be  filed. 


Report  of  the 
Secretary-Treasurer 

Thurman  L.  Pedigo,  M.D. 

The  annual  audit  for  the  fiscal  (and  calendar)  year  ending 
December  31,  1985  has  been  completed  and  is  available  for 
review.  The  customary  examination  of  Association  records 
was  conducted  by  Byrd,  Bellenfant  & Eidson,  P.C.,  Certified 
Public  Accountants. 
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The  attached  financial  reports  have  been  extracted  from 
the  complete  audit.  They  show  the  revenue  and  expenditures 
during  1985,  as  well  as  the  assets,  liabilities,  and  fund  balance 
at  the  end  of  the  year.  A modest  surplus  of  about  $14,000 
increased  the  total  equity  to  $1,874,081,  including  $256,405 
in  fixed  assets.  The  operating  reserve,  based  upon  projected 
1986  expenditures,  dropped  to  about  15  months. 

We  have  barely  escaped  operating  deficits  during  the  past 
two  years,  by  $14,000  in  1985  and  by  $20,000  in  1984.  These 
figures  compare  with  surpluses  of  $45,000  in  1983,  $107,000 
in  1982,  $127,000  in  1981,  and  $171,000  in  1980.  Throughout 
these  six  years,  average  investment  income  of  about  $180,000 
has  been  a major  factor.  Plummeting  interest  rates,  which  we 
have  experienced  recently,  portend  much  less  favorable  fu- 
ture prospects. 

I can  assure  you  that  the  Association  remains  in  sound 
financial  condition.  Prudent  investment  management  and  op- 
erating policies  are  in  effect.  However,  I believe  that  this  is 
the  appropriate  time  to  take  the  necessary  steps  to  fortify  our 
financial  structure  in  1987  by  approving  the  dues  increase 
proposed  in  Resolution  No.  2-86. 


TENNESSEE  MEDICAL  ASSOCIATION 
STATEMENT  OF  REVENUE,  EXPENSES  AND 
FUND  BALANCE 


REVENUE 
Membership  Dues 
(net  of  Journal) 

Annual  Meeting — Exhibits 
Annual  Meeting — Tickets 
Investment  Income 
AMA  Collection  Fees 
Impaired  Physician  Grant 
Total  Revenue 


Year  ended  December  31 
1985  1984 


$ 733,655  $ 739,991 

26,640  27.900 

7,105  7,758 

165,397  170,725 

7,408  7,759 

12,951  

$ 953,156  $ 954,133 


EXPENSES 


Administrative 

$ 464,979 

$ 435,766 

Administrative  Support  & Services  19,161 

22,491 

Travel— Staff 

28,284 

29,359 

Officers 

55,290 

46,995 

Impaired  Physician  Program 

83,660 

70,334 

Committee  Expense 

22,142 

15,950 

Legislative  Committee 

33,546 

36,831 

Student  Education  Fund 

112,004 

128,550 

Other  Organizations 

8,980 

11,295 

Annual  Meeting 

34,080 

36,013 

Taxes 

27,956 

27,246 

Headquarters  Expense 

24,060 

20,856 

Depreciation  Expense 

24,147 

21,327 

Contingencies 

750 

5,399 

Total  Expenses 

$ 939,039 

$ 908,412 

Excess  of  Revenue  Over  Expenses 

Before  Journal 

14,117 

45,721 

Excess  Journal  Expenses 

( 12) 

( 26,857) 

Excess  of  Revenue  Over  Expenses  14,105 

FUND  BALANCE 

18,864 

Beginning 

1,859,976 

1,841,112 

Ending 

$1,874,081 

$1,859,976 

TENNESSEE  MEDICAL  ASSOCIATION 
BALANCE  SHEET 


Year  ended  December  31 


1985 

1984 

ASSETS 

Cash 

$ 173,932 

$ 281,898 

Investments 

1,689,547 

1,440,306 

Interfund  Notes  Receivable 

143,900 

168,900 

Accrued  Interest  Receivable 

79,285 

73,144 

Other  Receivables 

4,232 

Total  Current  Assets 

2,090,896 

1,964,248 

Real  Estate  and  Equipment 

(net) 

256,405 

273,589 

Total  Assets 

$2,347,301 

$2,237,837 

LIABILITIES 

Accounts  Payable  and 

Accrued  Expenses 

$ 13,450 

$ 11,258 

Dues  Collection  Escrow 

456,208 

366,603 

Deferred  Revenue 

3,562 

Total  Current  Liabilities 

473,220 

377,861 

FUND  BALANCE 

1,874.081 

1,859,976 

Total  Liabilities  and 

Fund  Balance 

$2,347,301 

$2,237,837 

TENNESSEE  MEDICAL  ASSOCIATION 
JOURNAL  INCOME  AND  EXPENSES 
Year  Ended  December  31,  1985 


Total 

Readership 

Advertising 

INCOME 

Allocation  of  Dues 

$ 76,520 

$76,520 

$ 

Advertising 

72,514 

72,514 

Subscriptions 

2,432 

2,432 

Total  Income 

$151,466 

$78,952 

$72,514 

EXPENSES 

Printing  and 

Distribution 

$ 95,311 

$53,813 

$41,498 

Editor  and  Board 

4,263 

4.263 

Clerical  Assistance 

600 

600 

Clipping  Services 

1,933 

1,933 

Salaries 

20,223 

10,112 

10,112 

Employees  Insurance 

1,421 

710 

711 

Taxes 

1,996 

998 

998 

Supplies 

65 

32 

32 

Overhead 

25,666 

17,109 

8,557 

Total  Expenses 

$151,478 

$89,570 

$61,908 

JOURNAL  INCOME 

(Loss) 

($  12  ) 

($10,618  ) 

$10,606 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
secretary-treasurer,  commended  Dr.  Pedigo  for  his  work  dur- 
ing the  past  year,  noted  that  it  is  pleased  with  the  financial 
management  of  the  Association,  and  recommended  that  the 
report  be  filed. 
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Report  of  the 
Executive  Director 

Mr.  L.  Hadley  Williams 


My  last  three  reports  to  this  House  of  Delegates  have  al- 
luded to  the  finances  of  the  Association  in  some  detail  as  well 
as  the  need  to  prepare  for  a general  dues  increase  for  the 
first  time  since  1976.  That  time  has  now  arrived. 

Without  the  financial  security  of  an  increasingly  solid 
monetary  base,  your  Association  cannot  grow,  cannot  assert 
the  kind  of  leadership  that  is  clearly  necessary  to  implement 
aggressive  programs  and  effect  appropriate  changes  in  the 
provision  of  medical  care  to  this  and  the  next  generation  of 
Tennesseans. 

The  fact  that  the  Association  has  survived  the  past  ten 
years  without  a dues  increase  has  been  partly  due  to  a grow- 
ing membership  and  partly  due  to  investment  income  that 
high  interest  rates  produced.  I like  to  feel  that  efficient  man- 
agement of  finances  and  personnel  was  also  a contributing 
factor. 

As  you  will  note  from  the  membership  figures  that  are 
outlined  further  into  this  report,  membership  increases  have 
reached  a leveling  off  point  as  compared  to  previous  years. 
With  reduction  in  the  number  of  medical  school  graduates 
already  in  effect,  this  trend  can  be  expected  to  continue. 

Association  income  from  the  investment  of  reserves  has 
diminished  drastically.  In  1981  and  1982,  over  28%  of  the 
total  budget  was  derived  from  investment  income.  Last  year 
that  figure  had  been  reduced  to  14%  and  the  current  year’s 
projections  are  less  than  12%.  Just  to  illustrate  what  has  oc- 
curred in  the  Association’s  finances  during  the  past  ten  years, 
the  total  budget  in  1976  was  $420,000.  The  projected  1986 
budget  is  almost  $1.2  million.  A deficit  of  $106,549  is  antici- 
pated this  year.  Only  one  state  association  currently  has  low- 
er dues  than  Tennessee. 

In  order  to  support  the  Association’s  increasing  level  of 
activities  and  programs,  the  Board  of  Trustees  is  recom- 
mending a $50  dues  increase  effective  January,  1987.  If  ap- 
proved, the  new  dues  total  of  $220  per  year  would  rank  Ten- 
nessee well  below  the  national  mean  of  $273  for  state 
associations.  It  is  interesting  to  note  that  even  with  the  pro- 
posed $50  dues  increase  TMA’s  dues  will  still  be  below  sev- 
eral of  our  neighboring  state  associations — Georgia  $300, 
Kentucky  $300,  Mississippi  $235,  and  Arkansas  $225. 

It  is  anticipated  that  the  formation  of  two  for-profit  TMA 
subsidiaries  during  1985  will  have  a positive  effect  on  future 
budget  considerations.  TMA  Physician  Services,  Inc.  has  al- 
ready begun  to  generate  non-dues  sources  of  income  for  the 
Association.  The  partnership  between  this  subsidiary  and  The 
TMA  Association  Insurance  Agency,  Inc.  can  be  expected  to 
produce  additional  funds  for  the  Association  after  a transi- 
tion period  while  at  the  same  time  provide  better  insurance 
programs  for  the  membership,  members’  families  and  em- 
ployees. A more  detailed  report  of  the  activities  of  these  new 
organizations  will  be  found  in  the  reports  of  other  officers. 
This  action,  however,  reflects  the  foresight  of  your  Board  of 
Trustees  in  making  the  necessary  changes  to  meet  the  grow- 
ing needs  of  the  membership.  As  we  view  the  changes  around 
us  in  medicine  today,  we  are  acutely  aware  of  the  need  to 
anticipate  their  effect  on  the  viability  of  our  Association. 
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Foremost  in  TMA's  efforts  to  adjust  to  change  is  reflected 
in  Resolution  No.  1-86.  The  far-reaching  effects  of  forming  a 
statewide  IPA  under  the  auspices  of  the  Tennessee  Medical 
Association  will  be  debated  and  decided  upon  before  we  re- 
turn home  Saturday.  As  Economist  Uva  Rhinehart  has  ob- 
served, “Doctors  have  been  so  busy  watching  out  for  social- 
ized medicine,  they  failed  to  see  capitalistic  medicine  move 
in.”  Competition  is  the  byword  of  today.  The  increased  num- 
ber of  physicians  is  a major  factor.  In  less  than  15  years,  the 
number  of  physicians  graduated  annually  has  doubled,  far 
outpacing  the  increase  in  total  population.  Health  care  prac- 
titioners other  than  physicians  are  another  factor  in  compet- 
ing for  patients.  Surgicenters,  emergicenters,  hospitals,  es- 
tablished clinics,  and  private  entrepreneurs  have  entered  the 
competition.  Along  with  each  goes  the  marketing  ploys  in 
their  efforts  to  remain  competitive.  They  are  reaching  out  to 
their  service  areas  with  home  health  services,  continuing 
medical  education  course  offerings,  administrative  and  tech- 
nical assistance  programs,  physician  referral  services,  and  other 
innovations  to  expand  and  protect  their  referral  bases. 

As  these  and  other  factors  surface,  TMA  is  changing  to 
meet  the  increased  challenges  of  serving  our  members.  A re- 
organization of  the  headquarters  staff  has  been  authorized  by 
the  Board  of  Trustees.  Mr.  Ron  Gant  has  been  reassigned 
duties  as  a result  of  the  IPA  considerations  that  will  encom- 
pass medical  economics  as  well  as  practice  management  and 
health  care  delivery.  Mr.  Mark  Greene  has  joined  the  staff 
to  fill  the  gap  created  by  Ron’s  reassignment  from  legislative 
activities  and  lobbying.  Mr.  John  Grant  is  a new  executive 
assistant  who  will  be  assuming  responsibilities  for  coordinat- 
ing this  annual  convention  as  well  as  press  and  media  rela- 
tions and  public  service  committee  activities.  All  of  TMA’s 


TMA  MEMBERSHIP  REPORT 
As  of  December  31,  1985 


Dues  Paying  Active 

1985 

1984 

1983 

1982 

1981 

Members 

Dues  Paying  Resident 

4,834 

4,772 

4,714 

4,616 

4,519 

Members 

79 

71 

79 

87 

73 

Dues  Exempt  Members 
Veteran  Status. . .435 
Military,  Disabled 
and  Retired  . . .244 
Student 108 

787 

751 

761 

611 

490 

TOTAL 

5,700 

5,594 

5,554 

5,314 

5,082 

Deaths 

34 

51 

43 

39 

41 

AMA  members  from  Tennessee  Medical  Association: 


Dues  Paying 

3,551 

Dues  Exempt 

654 

Direct  Members 

1,581 

TOTAL  AMA  MEMBERS 

5,786 

75%  of  TMA  members  are  AMA  members 
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activities  are  designed  to  maintain  TMA’s  strength  and  to 
promote  our  Association  as  a recognized  advocate  for  quality 
medical  care  while  serving  the  individual  needs  of  our  mem- 
bers. 

The  officers  and  trustees  of  your  Association  should  be 
commended  for  their  insight,  dedication  and  leadership  dur- 
ing the  past  year  for  they  have  truly  represented  medicine  in 
an  exemplary  fashion.  My  special  thanks  to  Dr.  Clarence 
Sanders  who  has  served  with  distinction  as  your  president  for 
the  past  12  months.  I would  also  like  to  express  my  appreci- 
ation to  a dedicated  staff  for  their  day-to-day  concern  for  the 
problems  that  have  faced  us.  As  always,  we  stand  ready  to 
implement  your  policy  to  the  fullest  extent  of  our  capabili- 
ties. 


REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
executive  director,  expressed  the  appreciation  of  the  TMA 
membership  to  Mr.  Williams  for  his  excellent  job,  and  rec- 
ommended that  the  report  be  filed. 


Committee  Reports 

The  following  standing  and  special  committees  made 
nual  reports  to  the  House  of  Delegates: 

— Committee  on  Scientific  Affairs 
— Committee  on  Legislation 
— Committee  on  Governmental  Medical  Services 
— Committee  on  Hospitals 
— Peer  Review  Committee 

— Committee  on  Communications  and  Public  Service 
— Interprofessional  Liaison  Committee 
— Committee  on  Continuing  Medical  Education 
— Committee  on  Rural  Health 
— Committee  on  Emergency  Medical  Services 
— Advisory  Committee  to  TMA  Auxiliary 
— Committee  on  Medicine  and  Religion 
— Committee  on  Maternal  and  Child  Care 
— Impaired  Physician  Committee 
— Committee  on  Health  Planning 
— Primary  Health  Care  Clinics  Committee 
— Geriatrics  Committee 
— Committee  on  Medical  Practice 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 


an- 
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“A”  Rating. 

A.M.  Best  Company 

Exclusively  Approved 
by  the  Tennessee  Medical 
Association. 


In  1976  SVMIC's  goal  was 
to  provide  the  best  medical 
liability  insurance  to  Tennes- 
see physicians  at  affordable 
premiums. 


Today,  SVMIC  is  compli- 
mented for  its  competent 
underwriting,  cost  control 
and  efficient  management, 
adequate  reserves  for 
undischarged  liabilities,  net 
resources  and  soundness 
of  investments. 


By  Doctors  For  Doctors 


State  Volunteer  Mutual 
Insurance  Company 

101  Westpark  Drive  • Suite  300 
P.  O.  Box  1065  • Brentwood,  Tennessee  37027 
Physician  Insurers  Association  of  America  615-377-1999  • 1-800-342-2239 
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James  R.  Royal 


Change 

I’m  writing  this  after  returning  from  our  annual  meeting  in  Nashville. 
Having  been  installed  as  your  president,  I’m  trying  to  reassess  just  what 
happened  there.  The  theme,  if  there  were  one,  seems  to  have  been 
CHANGE.  Everywhere,  people  seemed  to  be  thinking  and  talking  “change,” 
although  there  were  many  talking  “status  quo.” 

We  debated,  discussed,  explored,  and  studied  many  proposals  and  reso- 
lutions. The  most  important  resolution  adopted,  after  a lengthy  special  ref- 
erence committee  hearing  and  prolonged  floor  debate,  was  the  resolution  to 
implement  a statewide  independent  practice  association  (IPA)  under  the 
auspices  of  the  TMA.  The  decision  was  not  unanimous  but  a clear  majority 
voted  for  it.  Now  it  is  up  to  the  Board  of  Trustees  to  develop  an  IPA  and  it 
is  up  to  all  of  us  to  make  it  viable  and  workable.  If  it  is  to  be  a true  TMA 
venture  which  will  benefit  the  physicians  of  Tennessee  and  their  patients, 
we  need  the  support  and  participation  of  all  our  members.  You  will  be  re- 
ceiving more  information  as  the  Board  progresses  in  planning  and  develop- 
ing the  IPA. 

Dr.  Harrison  Rogers,  our  AMA  president,  in  his  remarks  to  the  House 
of  Delegates  identified  many  of  the  difficult  problems  facing  physicians  in 
the  future.  Among  these  were  manpower,  the  so-called  “physician  glut,” 
liability  insurance,  tort  reform,  the  “corporization”  of  medicine,  increased 
hospital  participation  in  patient  care,  and  increased  governmental  problems 
with  money.  These  all  promise  to  bring  about  many  changes  in  the  way  we 
will  practice  medicine  in  the  future. 

Change:  to  alter  or  transform;  to  make  a difference.  Whether  the  coming 
changes  benefit  our  patients  and  our  profession  is  up  to  us.  Our  input  and 
guidance  are  essential. 

My  congratulations  to  the  TMA  staff  for  conducting  a superb  meeting. 
The  accommodations  were  first  class,  the  food  and  service  excellent,  the 
hospitality  outstanding,  and  Roy  Acuff,  Chet  Atkins,  Archie  Campbell  and 
all  the  rest  of  the  Opry  very  entertaining  after  four  days  of  intense  concen- 
tration. Some  things  don’t  change. 
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Opryland  Interlude 

A bonus  for  attending  the  annual  meeting  of 
the  Tennessee  Medical  Association  each  year  is 
that  on  two  out  of  three  of  the  years  one  gets  to 
travel  through  the  incomparable  Tennessee 
countryside  when  nature  is  at  her  most  spectac- 
ular. The  third  year  you  show  off  your  own  part 
of  the  state,  and  this  year  Middle  Tennessee  was 
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at  its  loveliest.  Information  from  our  traveling 
colleagues  indicated  that  the  same  could  be  said 
for  the  other  areas  as  well — in  Knoxville,  for  in- 
stance, the  dogwood  somewhat  uncharacteristi- 
cally cooperated  to  the  letter  with  the  Dogwood 
Festival.  Despite  the  drought,  which  is  dreadful, 
the  dogwood  locally  have  never  been  more  beau- 
tiful. 

Opryland  is,  of  course,  hard  to  beat  as  a place 
to  have  a meeting.  It  is  so  good,  in  fact,  that  the 
first  time  TMA  met  there  several  years  ago  there 
was  a move  to  make  it  our  permanent  meeting 
place,  and  that  was  before  the  recent  addition  of 
the  conservatory,  which  was  nearing  completion 
three  years  ago.  A concerted  effort  by  the  local 
auxiliary  scotched  that  move,  and  anyway  no  one 
would  really  like  to  have  it  leave  their  own  area 
forever,  even  though  it  is  harder  to  break  away 
and  attend  a meeting  in  your  own  backyard.  Both 
your  patients  and  your  associates  tend  to  believe 
if  you’re  here,  you  should  be  working.  In  any 
case,  it  was  at  Opryland  this  time,  and  it  was  suc- 
cessful, at  least  as  far  as  facilities  and  social  events 
were  concerned. 

There  was  only  one  burning  issue,  and  I’ll  get 
to  that  in  a minute.  We  found  that  our  commit- 
tees have  continued  to  work  hard  and  produc- 
tively. Their  reports  were  impressive,  as  usual, 
and  as  usual  they  are  now  lost  to  posterity,  since 
the  only  reports  we  print  are  those  of  the  offi- 
cers. The  House  considered  fewer  resolutions 
than  usual,  but  still  was  unable  to  finish  its  busi- 
ness in  the  allotted  time,  due  mostly  to  protract- 
ed discussion  of  one  issue,  and  the  fact  that  the 
tellers  were  unable  to  get  an  accurate  count  on 
the  first  effort.  That  prompted  a successful  mo- 
tion to  reconsider  the  question,  which  further 
prolonged  the  session. 

Like  that  of  everything  else,  the  cost  of  run- 
ning the  TMA  continues  to  escalate,  and  so  with 
little  ado  the  House  enacted  a dues  increase.  It 
is  one  of  those  things  there  is  no  help  for — you 
either  increase  dues  or  decrease  services.  Re- 
ferred to  the  Board  was  a resolution  calling  for 
study  of  the  dues  structure  as  it  applies  to  physi- 
cians in  part-time  practice  and  those  taking  early 
retirement.  Come  to  think  of  it,  most  of  the  items 
considered  by  the  House  had  to  do  one  way  or 
another  with  money — as  it  affects  either  our 
practice  or  the  quality  of  health  care.  The  squeeze 
is  on. 

The  pressure  is  being  applied  first — and  fore- 
most— on  us  to  cut  the  cost  of  medical  care.  It  is 
being  applied  by  both  the  federal  government 
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through  the  so-called  prospective  payment  sys- 
tem (PPS)  and  its  diagnosis  related  groups 
(DRGs),  and  the  private  insurers,  even  as  they 
increase  administrative  costs  through  the  re- 
quirement of  such  bureaucratic  activities  as 
preadmission  certification  and  second  opinions. 
The  bottom  line  is  the  only  important  one.  The 
ultimate  effect  of  this  rationing  of  health  dollars 
can  only  be  a rationing  of  health  care.  Something 
must  decrease,  either  the  amount  of  care  or  its 
quality,  or  both.  The  PPS  is  the  manner  being 
used  to  place  the  responsibility  for  and  the  deci- 
sions affecting  this  decrease  squarely  on  the 
practicing  physician.  Two  resolutions  addressed 
that  problem — No.  14-86.  directed  at  the  Medi- 
care PPS,  and  No.  15-86,  directed  at  the  insur- 
ance carriers. 

Further,  the  PPS  makes — has  always  made — 
spurious  distinctions  between  urban  and  rural 
practice  on  the  theory  that  care  costs  less  in  the 
rural  setting,  ignoring  the  type  and  population  of 
the  local  hospital.  Medicare  has  always  assumed 
this  in  its  computation  of  reimbursement.  That 
problem  was  addressed  by  Resolutions  No.  6-86, 
directed  toward  the  Medicare  fee  schedule,  and 
No.  12-86,  directed  toward  the  Medicare  PPS. 

There  are  certain  built-in  sources  of  friction  in 
the  human  condition,  one  of  them  being  between 
urban  and  rural  life.  This  friction  has  been  pres- 
ent at  all  levels  and  in  every  activity  ever  since 
individuals  first  left  the  farm  and  began  congre- 
gating to  form  support  services.  Before  that,  the 
friction  was  between  the  nomads  and  those  who 
had  quit  wandering  to  tend  their  own  farms.  To 
keep  out  the  wandering  herds  and  protect  their 
land,  they  built  fences.  Mankind  has  never  got- 
ten away  from  building  fences,  the  Berlin  wall 
being  simply  the  most  notorious  one. 

This  separation,  or  friction,  or  whatever  you 
choose  to  call  it,  affects  every  urban-rural  con- 
tact, whether  it  be  merchants,  banks,  the  legal 
system,  or — you  guessed  it — medical  practice. 
Though  it  does  not  surface  often,  and  for  the  past 
decade  or  so  has  done  so  less  than  in  the  past, 
when  there  were  few  specialists  in  the  rural  areas, 
Medicare  has  exacerbated  the  separation,  if  not 
the  friction. 

Karnac  the  Great,  noted  for  perceiving  the 
question  when  given  the  answer,  is  said,  when 
answered  with  “HMO,  PPO,  IPA,”to  have  ques- 
tioned, “name  three  terrorist  organizations.”  That 
is  where  the  rub  currently  comes.  The  rural  phy- 
sicians think,  rightly  or  wrongly,  that  whereas  the 
urban  physicians  have  multiple  choices,  they  are 


left  out,  for  better,  or  as  they  perceive  it,  for 
worse.  Therefore,  following  the  lead  of  Georgia 
and  a few  other  states,  the  TMA  Board  appoint- 
ed a task  force  last  fall  to  look  into  forming  an 
individual  practice  association  (IP A),  or  perhaps 
an  HMO.  or  as  an  alternative,  a networking  sys- 
tem for  existing  preferred  provider  organizations 
(PPOs).  Based  on  the  report  of  the  task  force, 
the  Board  recommended  that  the  TMA  form  a 
statewide  IPA  (Resolution  No.  1-86),  and  ap- 
pointed a special  reference  committee  to  hear 
testimony.  The  recommendation  of  the  reference 
committee  paralleled  that  of  the  Board.  Net- 
working was  ruled  out  as  being  too  expensive  and 
too  unwieldy,  without  any  well-defined  mecha- 
nism. 

The  resolution  sparked  extensive  and  vigor- 
ous, though  mercifully  not  acrimonious,  debate 
on  the  floor  of  the  House.  The  opposition  ar- 
gued that  to  enter  the  field  now,  when  there  are 
already  so  many  in  it,  including  not  only  phvsi- 
cian-owned  PPOs,  but  various  others  that  in- 
clude Blue  Cross,  and  HCA-Equitable,  compe- 
tition would  be  intense,  it  would  require  at  least 
two  years  to  become  functional,  and  would  be  “a 
day  late  and  a dollar  short.”  Others  argued  that 
the  days  of  these  “terrorist  organizations”  are 
numbered,  and  that  patient  dissatisfaction  would 
bring  about  their  early  demise. 

My  own  reservations  are  about  the  propriety 
of  TMA  getting  into  business  where  it  must  com- 
pete in  the  marketplace.  The  AMA  Board  decid- 
ed against  forming  a nationwide  IPA,  despite 
considerable  pressure  to  do  so,  believing  it  could 
assist  the  constituent  medical  associations  and 
their  members  better  by  remaining  aloof.  I be- 
lieve the  same  applies  to  the  state  societies.  Be- 
cause of  conflict  of  interest  it  becomes  impossi- 
ble to  act  as  a physician  advocate  when  one  is  in 
active  competition.  I think  our  members  are  going 
to  desperately  need  one. 

Despite  arguments  to  the  contrary,  the  IPA 
carried  the  day,  though  with  two  important 
amendments.  The  first  was  that  all  activities  must 
be  funded  by  participant  contributions,  so  that  it 
would  cost  the  Association  no  money.  The  other 
would  empower  the  Board  to  form  an  accompa- 
nying HMO  if  it  became  apparent  that  one  would 
be  advantageous. 

The  Board  is  now  presumably  about  the  task 
of  forming  the  necessary  organization  for  circu- 
larizing the  membership  to  enroll  participants. 
Some  of  the  discussion  in  the  House  suggested 
that  this  was  a rural  versus  urban  question.  In 
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fact,  however,  it  was  not.  Though  it  was  primar- 
ily a rural  project,  it  picked  up  considerable  ur- 
ban support,  and  a number  of  rural  physicians 
were  opposed  to  it  on  philosophical  grounds.  The 
danger  that  I foresee  is  that  it  will  become  divi- 
sive at  a time  when  there  are  already  so  many 
divisive  elements  in  medicine.  On  the  other  hand, 
there  is  no  indication  that  with  its  defeat  there 
would  have  been  a less  divisive  alternative.  Per- 
haps the  IPA  will  for  one  reason  or  another  nev- 
er get  off  the  ground.  Then  again,  perhaps  it  will. 
It  must  not  be  allowed,  however,  no  matter  how 
it  goes,  to  become  a divisive  factor;  this  can  be 
best  assured  by  insuring  that  the  IPA  is  a free- 
standing, arm’s-length  operation  that  does  not 
drain  the  Association  of  either  staff  time  or  funds. 
We  shall  see  what  we  shall  see. 

See  you  in  Knoxville  next  year. 

J.B.T. 


Muddled  Manners  Revisited 

To  every  thing  there  is  a season, 
and  a time  to  every  purpose  on  earth. 

Ecclesiastes  3:1 

The  place  is  Lake  Placid,  New  York.  The  time; 
February,  1980.  Even  today  it  still  echoes — 
“USA-USA-USA,”  this  despite  the  protesta- 
tions by  the  International  Olympic  Committee 
that  Olympic  participation  is  not  by  national 
teams,  but  by  individuals  and  individual  teams. 
These  protestations  are  hard  to  reconcile,  though, 
with  the  total  subsidization  of  their  athletic  squads 
by  some  nations. 

Look  back  for  a moment. 

The  Seventies  had  been  a decade  of  low  mo- 
rale for  the  United  States.  After  three  political 
assassinations,  following  which  there  was  exces- 
sive breast-beating  and  introspection,  mostly  in- 
appropriate, the  nation  was  in  sack  cloth  and 
ashes,  exacerbated  by  an  unpopular  war  that  ex- 
cused, and  indeed  featured,  treasonous  acts  by 
groups  and  individuals  that  included  many  pop- 
ular entertainers.  The  Moslem  invasion  of  the 
U.S.  Embassy  in  Tehran  and  the  long  hostage 
crisis  that  closed  the  decade  was  the  low  point. 

It  is  not  possible  at  the  time  they  occur  to  see 
events  in  the  perspective  of  history,  and  so  I ed- 
itorialized at  the  opening  of  this  decade  that  since 
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events,  and  not  the  calendar,  dictate  when  eras 
begin,  it  is  specious  to  make  much  of  the  arrival 
of  a new  decade.  In  this  case  it  happened  that  I 
was  wrong.  The  hostage  crisis  stiffened  Ameri- 
can spines  and  fostered  a new  resolve,  reflected 
in  the  election  by  an  overwhelming  majority  of 
voters  of  an  American  president  who  exempli- 
fied an  emerging  patriotism.  That  was  in  Novem- 
ber, 1980.  But  as  I see  it  that  was  not  the  begin- 
ning. 

In  the  opening  weeks  of  the  new  decade,  the 
unbelievable  happened  at  the  Winter  Olympic 
Games  in  Lake  Placid.  A young,  relatively  inex- 
perienced American  hockey  team  that  had  been 
playing  together  for  only  a short  time  knocked 
off,  one  by  one,  all  the  favorites,  largely  com- 
posed of  subsidized  players  who  never  did  any- 
thing but  play  hockey — together.  As  the  tourna- 
ment progressed,  the  team  captured  the 
imagination  of  the  public,  and  the  home  team 
filled  the  coliseum  with  supporters,  not  all  of 
them  by  any  means  American.  Chants  of  “USA- 
USA-USA”  rocked  the  stadium  throughout  the 
final  game,  and  with  their  victory  the  place  came 
apart  at  the  seams.  The  celebration  went  on  for 
hours.  In  a sense  it  has  never  stopped.  It  was 
seen,  to  be  sure,  as  a victory  for  pure  amateur 
sports  over  professionalized  amateurism,  but  for 
the  home  folks  it  was — USA! 

That  was  the  opening  gun  of  the  decade.  De- 
prived of  participation  in  the  summer  games  that 
year  by  the  Afghan  crisis,  our  Olympians  roared 
back  to  sweep  the  field  in  1984  in  Los  Angeles. 
Though  one  must  wonder  how  the  medal  count 
might  have  been  altered  had  the  Soviet  Union 
not  declined  to  participate  in  those  games,  it  was 
not  a hollow  victory  at  all.  Again,  the  American 
flag  was  prominently  displayed,  and  “USA”  was 
the  cry. 

Though  the  national  Olympic  committees 
maintain  that  it  is  they  that  field  the  teams,  and 
not  the  nations  themselves,  this  becomes  highly 
theoretical  when  in  many  participating  countries 
promising  athletes  are  subsidized  from  childhood 
and  groomed  only  for  international  competition. 
Disclaimers  of  the  International  Olympic  Com- 
mittee to  the  contrary  notwithstanding,  there- 
fore, in  the  minds  of  everyone  else — including  the 
athletes,  though  perhaps  less  blatantly — it  is  a 
national  competition.  Under  the  circumstances, 
therefore,  though  perhaps  theoretically  undesir- 
able, that  is  a time  when  such  nationalistic  dem- 
onstrations as  flag  waving  and  chants  of  “USA” 
are  not  inappropriate. 
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There  are  situations,  on  the  other  hand,  when 
it  is.  Abetted  by  the  media,  the  gallery  is  not 
always  able  to  appreciate  the  difference. 

There  is  nothing  in  our  civilization — and  all 
the  archeological  and  ethnologic  evidence  indi- 
cates that  this  is  a pancultural  phenomenon — that 
stimulates  such  mindless  enthusiasm  as  sports 
events,  not  often  in  the  participants,  to  be  sure, 
but  in  the  spectators.  To  be  successful,  the  par- 
ticipants must  discipline  themselves  to  concen- 
trate on  their  effort.  No  such  discipline  is  re- 
quired of  the  gallery,  however,  and  it  frequently 
shows.  Blow  in  their  ear,  and  they  will  follow 
you  anywhere.  The  hot  breath  of  sports  announ- 
cers is  very  persuasive,  especially  if  you  have  a 
winner.  Sometimes  those  worthies  act  as  if 
Americans  invented  sports. 

In  fact,  of  course,  Americans  did — some  of 
them,  such  as  football  (or  what  we  call  football), 
baseball,  and  basketball — but  not  by  any  means 
all  of  them.  Golf  is  one.  Golf  is  of  Scottish  ex- 
traction, and  St.  Andrews  (“S’n-tandrews”)  is  the 
mother  lode.  For  commentators,  therefore,  to 
wonder  why,  as  they  have  recently,  the  “inter- 
national” field  has  become  so  strong,  is  a chau- 
vinism that  just  makes  them  look  silly.  (That  is 
not  the  only  attribute  of  theirs  that  makes  them 
look  silly,  but  it  helps.)  To  be  truthful,  they  have 
to  confess  that  there  was  an  international  field 
before  there  was  an  American  one,  and  even  if 
the  game  was  popularized  in  the  United  States, 
it  is  not  only  fitting,  but  even  expected,  that  oth- 
er countries  will  have  good  players,  too — players 
that  can  win  even  the  Masters,  the  end  all  and 
be  all  to  the  American  golfer. 

If  there  ever  was  an  individual  sport,  it  is  golf. 
Once  he  is  on  the  course,  the  golfer  is  on  his 
own.  No  one,  except  his  caddy,  is  of  any  use  at 
all  to  him.  Break  his  concentration,  and  he  is 
done  for.  Of  necessity,  therefore,  golf  is  a very 
sedate  game.  Shuffling  about  while  your  oppo- 
nent is  lining  up  his  putt  will  get  you  blacklisted, 
and  if  you  are  a spectator,  tossed  out.  Golf  re- 
quires manners  and  deference  that  are  not  the 
rule  in  other  sports.  There  are  no  tournaments  in 
which  anybody  fields  a team.  There  is,  therefore, 
no  national  versus  international  fields.  If  there 
were,  in  the  British  Open  our  cousins  on  the  oth- 
er side  of  the  pond,  in  wondering  why  the  inter- 
national field  is  so  strong,  would  properly  apply 
it  not  only  to  Gary  Player  or  Steve  Balesteros, 
but  to  Jack  Nicklaus  as  well. 

On  Sunday,  April  13  (not  an  unlucky  day  for 
him)  Jack  Nicklaus  birdied  nearly  every  hole  on 


the  back  nine  of  the  Augusta  course  to  acquire 
an  unprecedented  fifth  green  jacket.  Nicklaus  has 
always  been  a popular  favorite,  and  his  following 
became  increasingly  intense  as  it  looked  as  if  the 
“old  man”  might  actually  win  again.  Because,  as 
the  gallery  (or  perhaps  better,  the  media)  per- 
ceived it,  he  was  being  pushed  by  the  “interna- 
tional field,”  chants  of  “USA-USA”  broke  out. 

At  the  risk  of  appearing  unpatriotic,  I have  to 
say  that  such  a demonstration  was  not  only  in- 
appropriate, but  counterproductive,  and  damag- 
ing to  both  the  sport  and  American  sportsman- 
ship. Jimmy  Connors  and  John  McEnroe  hurl 
invective  at  the  officials  and  each  other.  Rugby 
fans  riot.  Pop  bottles  fly  onto  baseball  diamonds, 
basketball  courts,  and  football  fields  (soccer  fields 
too).  Hockey  players  club  each  other  nearly  to 
death.  Playing  dirty  in  any  of  those  sports  is  bad 
these  days  only  if  you  are  caught.  Horse  races 
are  fixed.  Boxing  and  wrestling  do  not  even  de- 
serve mentioning.  Not  so  with  golf — at  least,  not 
so  far. 

Golf  is  a gentlemanly  game — perhaps  the  only 
one  left.  We  ought  to  keep  it  that  way,  if  for  no 
other  reason  than  to  show  mankind — our  chil- 
dren, especially — that  civilized  behavior  and 
sporting  activities  are  not  necessarily  and  irrev- 
ocably incompatible. 

J.B.T. 


CLL  and  Steroids 

To  the  Editor: 

It  was  with  considerable  amazement  that  we  read 
Dr.  Oliver’s  report  of  chronic  lymphocytic  leukemia 
following  the  treatment  of  status  asthmaticus  with  sys- 
temic steroids  ( J Term  Med  Assoc  79:137-138,  1986). 
Dr.  Oliver  implies,  although  loosely,  that  the  steroids 
may  have  caused  the  appearance  of  chronic  lympho- 
cytic leukemia.  I believe  this  report  represents  a gross 
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misinterpretation  of  the  clinical  events.  First  of  all,  this 
patient  presented  with  a lympocyte  count  of  greater 
than  6,400.  In  an  adult  patient  this  lymphocyte  count 
would  be  highly  suggestive  of  chronic  lymphocytic  leu- 
kemia; and  in  view  of  the  following  events,  I think  it 
would  be  conservative  to  conclude  that  this  patient  had 
chronic  lymphocytic  leukemia  at  the  time  of  his  initial 
presentation.  Thus,  the  “appearance”  of  chronic  lym- 
phocytic leukemia  occurred  only  because  the  physi- 
cians caring  for  the  patient  did  not  make  the  correct 
diagnosis  at  presentation  even  though  the  laboratory 
data  were  adequate  to  make  the  diagnosis. 

Secondly,  the  phenomenon  of  increasing  lympho- 
cytosis in  chronic  lymphocytic  leukemia  is  well  known. 
Steroids  cause  a shift  of  lymphocytes  from  various 
marginated  pools  either  in  lymph  nodes  or  in  bone 
marrow  to  the  peripheral  blood.  Generally,  when  one 
starts  a patient  with  chronic  lymphocytic  leukemia  on 
steroids,  one  sees  a lymphocyte  count  go  up  before  the 
lymphocyte  count  goes  down.  This  is  exactly  what  oc- 
curred in  this  patient  and  really  should  not  be  much  of 
a surprise  to  most  hematologists.  The  idea  that  the 
steroids  might  be  causing  the  chronic  lymphocytic  leu- 
kemia is  based  on  a misinterpretation  of  the  usual 
phenomenon  in  which  steroids  cause  a decrease  in 
lymphocyte  count.  Normally,  lymphocytes  in  the  pe- 
ripheral blood  are  T-lymphocytes,  and  those  lympho- 
cytes are  redirected  to  the  bone  marrow  when  steroids 
are  administered.  However,  B-lymphocytes  increase  in 
the  peripheral  blood  following  steroids;  and  in  patients 
with  chronic  lymphocytic  leukemia,  this  occurs.  The 
suggestion  that  glucocorticoids  might  have  a causal  role 
in  the  CLL  seen  in  this  patient  is  most  unlikely. 

Richard  S.  Stein,  M.D.,  and 
John  M.  Flexner,  M.D. 

Division  of  Hematology 
Vanderbilt  University  Medical  Center 
Nashville,  TN  37232 


Reply 

To  the  Editor: 

I appreciate  the  opportunity  to  respond  to  a letter 
from  Dr.  Richard  Stein  and  Dr.  John  Flexner  who 
wrote  in  response  to  my  paper  in  the  March  issue  of 
your  Journal.  There  is  some  merit  in  the  comments 
made  by  these  hematologists  from  Vanderbilt. 

My  report  was  reviewed  prior  to  publication  by  an 
oncologist,  a hematologist  and  a pathologist.  None  of 
these  reviewers  mentioned  that  a patient,  such  as  mine, 
with  a total  white  count  of  16,000  and  41%  lympho- 
cytes (6,500  lymphocytes)  is  presumed  to  have  chronic 
lymphocytic  leukemia  (CLL).  Also,  few  primary  phy- 
sicians who  see  a great  variety  of  blood  counts  in 
healthy  and  non-healthy  populations  would  be  suspi- 
cious of  CLL  in  an  otherwise  healthy  patient  with  a 
16,000  WBC. 

I think  I was  careful  not  to  conclude  that  methyl 
prednisolone  sodium  succinate  precipitated  CLL  in  this 
patient.  The  implication  that  the  treatment  of  asthma, 
the  systemic  steroids,  or  both  were  somehow  related 
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to  appearance  of  a peripheral  blood  lymphocytosis 
compatible  with  CLL  is,  as  pointed  out  by  Drs.  Flex- 
ner and  Stein,  made  in  my  report.  I cannot  argue  with 
their  second  point  that  an  initial  increase  in  total  WBC 
and  total  lymphocytes  can  be  seen  following  treatment 
of  CLL  with  systemic  steroids.  However,  Dighiero  et 
al1  presented  data  that  confirmed  a greater  likelihood 
for  the  lymphocytes  to  be  reduced  by  steroids,  espe- 
cially in  stage  0 patients. 

If,  as  Drs.  Stein  and  Flexner  suggest,  this  patient 
had  CLL  which  was  undiagnosed  at  the  time  of  his 
admission  for  the  treatment  of  asthma,  something 
caused  an  acute  exacerbation  in  his  peripheral  blood 
counts,  which  have  never  returned  to  pretreatment 
levels.  I will  leave  to  the  reader  to  speculate  what 
caused  that  change. 

Robert  P.  Oliver,  M.D. 

1687  Lawrence  Ave. 

Memphis,  TN  38112 

1.  Dighiero  G,  Vaugier  G,  Charron  D,  et  al:  Variations  in  lymphocyte  counts 
four  hours  after  administration  of  hydrocortisone  in  patients  with  chronic  lympho- 
cytic leukemia.  Blood  49:719-728,  1977. 


Charles  W.  Ingle , age  82.  Died  March  13,  1986.  Grad- 
uate of  Harvard  Medical  School.  Member  of  Mem- 
phis-Shelby  County  Medical  Society. 

Rudolph  M.  Landry,  age  67.  Died  March  14,  1986. 
Graduate  of  Tulane  Medical  School.  Member  of  Chat- 
tanooga-Hamilton  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Charles  G.  Durand,  III,  M.D.,  Maryville 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Ronald  W.  Oxenhandler,  M.D.,  Chattanooga 
Samuel  B.  Parker,  II,  M.D.,  Chattanooga 
David  B.  Pitts,  M.D.,  Chattanooga 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Fred  A.  Gutherie,  M.D.,  Crossville 

DICKSON  COUNTY  MEDICAL  SOCIETY 

Jennifer  Lynne  Oakley,  M.D.,  Dickson 
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KNOXVILLE  ACADEMY  OF  MEDICINE 

Robert  Chironna,  M.D.,  Knoxville 
Jeffory  G.  Jennings,  M.D.,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Lance  Patton,  M.D.,  Jefferson  City 

MAURY  COUNTY  MEDICAL  SOCIETY 

Susan  Thomas  Gray,  M.D.,  Columbia 

McMINN  COUNTY  MEDICAL  SOCIETY 

Donald  Watters,  M.D.,  Athens 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Blaise  E.  Ferraraccio,  M.D.,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Pamela  E.  Brown,  M.D.,  Madison 
Norman  J.  Hamburger,  M.D.,  Madison 


Walter  Hilson  Merrill,  M.D.,  Nashville 
John  Radford  McRae,  M.D.,  Nashville 
Gary  Stephen  Nace,  M.D.,  Nashville 
Nathaniel  D.  Robinson,  Jr.,  M.D.,  Brentwood 
Marc  F.  Swiontkowski,  M.D.,  Nashville 

(Student) 

Michael  Thomas  Valley,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Jack  R.  Allison,  M.D.  Dyersburg 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Gary  Edward  Bush,  M.D.,  Kingsport 
Kathleen  A.  Gage,  M.D.,  Johnson  City 
Clarence  E.  Goulding,  III,  M.D.,  Johnson  City 
Louis  A.  Modica,  M.D.,  Mountain  Home 


TMA  Members  Receive  AMA  Physician’s  Recognition  Award 


Fifty-two  TMA  members  qualified  for  the  AMA  Physician's  Recognition  Award  during  March  1986. 
To  qualify  for  the  PRA,  a minimum  of  150  hours  of  continuing  medical  education  must  be  earned  over 
a three-year  period;  60  of  these  hours  must  be  Category  1. 

This  list  does  not  include  members  who  reside  in  other  states.  Names  of  additional  PRA  recipients  will 
be  published  as  they  are  received  from  AMA. 


H.  R.  Anderson,  M.D.,  Nashville 
Charles  A.  Ball,  M.D.,  Mt.  Pleasant 
Thomas  K.  Ballard,  M.D.,  Jackson 
James  A.  Burdette,  M.D.,  Lenoir  City 
Robert  R.  Casey,  M.D.,  Milan 
Chester  N.  Caster,  M.D.,  Coalfield 
Robert  P.  Christopher,  M.D,  Memphis 
Joe  D.  Cox,  M.D.,  Gallatin 
Sue  C.  Cox,  M.D.,  Chattanooga 
James  T.  DeBerry,  M.D.,  Cookeville 
Herschel  L.  Douglas,  M.D.,  Johnson  City 
Daniel  B.  Drinnen,  M.D.,  Dickson 
John  K.  Duckworth,  M.D.,  Memphis 
Mary  C.  Dundon,  M.D.,  Madison 
John  W.  Ellis,  Jr.,  M.D.,  Jefferson  City 
Henry  C.  Evans,  Jr.,  M.D.,  Signal  Mountain 
Sudhir  C.  Ghosh,  M.D.,  Nashville 
Helen  A.  V.  Goswitz,  M.D.,  Oak  Ridge 
WalterS.  E.  Hardy,  M.D.,  Knoxville 
William  T.  Hayes,  M.D.,  Memphis 
William  L.  Headrick,  Jr.,  M.D.,  S.  Pittsburg 
Reggie  A.  Henderson,  M.D.,  Lexington 
James  H.  Hickman,  Jr.,  M.D.,  Lowland 
Tom  N.  Humphrey,  M.D.,  Selmer 
David  K.  Jennings,  M.D.,  Memphis 
Horace  T.  Lavely,  Jr.,  M.D.,  Nashville 


Oaklus  S.  Luton,  M.D.,  Clarksville 
Willis  H.  Marshall,  Jr.,  M.D.,  Nashville 
William  M.  Milam,  M.D.,  Tullahoma 
Michael  P.  Miller,  M.D. , Nashville 
Joseph  B.  Moon,  M.D.,  Knoxville 
John  E.  Outlan,  M.D.,  Collierville 
William  E.  Outlan,  M.D.,  Collierville 
Arthur  M.  Owens,  M.D.,  Dunlap 
Raymond  L.  Paine,  Jr.,  M.D.,  Knoxville 
Jung  T.  Park,  M.D.,  Whitwell 
Takis  Patikas,  M.D.,  Nashville 
George  L.  Perler,  M.D.,  Old  Hickory 
Keith  D.  Peterson,  M.D.,  Clarksville 
Warren  G.  Reed,  M.D.,  Knoxville 
Riley  S.  Rees,  M.D.,  Nashville 
Raymond  W.  Rhear,  M.D.,  Jackson 
Deloris  E.  Rissling,  M.D.,  Chattanooga 
Neal  A.  Robinson,  M.D.,  Chattanooga 
Clarence  R.  Sanders,  M.D. . Gallatin 
David  E.  Schilling,  M.D.,  Church  Hill 
Dan  H.  Shell,  III,  M.D.,  Memphis 
William  N.  Smith,  M.D.,  New  Tazewell 
Robert  K.  Tatum,  M.D.,  Knoxville 
Richard  B.  Terry,  M.D.,  Nashville 
Katherine  G.  Wolfe,  M.D.,  Monterey 
Sarfraz  A.  Zaidi,  M.D.,  Bristol 
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announcement/ 

July  3-7 

CALENDAR  OF  MEETINGS 

NATIONAL 

American  College  of  International  Physi- 

July 3-7 

cians,  Inc. — Leow’s  Anatole  Hotel,  Dallas 
Association  of  Pakistani  Physicians — Hyatt 

July  4-6 

Regency,  Dallas 

Korean  Medical  Association  of  America — 

July  19-24 

Bellevue-Stratford  Hotel,  Philadelphia 
National  Medical  Association — Marriott 

Marquis,  New  York 

July  30-Aug.  3 Association  of  Philippine  Practicing  Physi- 
cians in  America — Omni  International  Ho- 
tel, Norfolk,  Va. 

July  30-Aug.  3 National  Medical  and  Dental  Association — 
The  Greenbrier,  White  Sulphur  Springs, 
W.  Va. 

Aug.  7-10  International  Doctors  in  Alcoholics  Anony- 
mous— Sheraton  Harbor  Island,  East  Hotel, 
San  Diego 

Aug.  10-14  Twin  Meetings  in  Forensic  Science  and 
Medicine — Wichita,  Kan. 


Aug.  17-21  American  Society  for  Pharmacology  and 
Experimental  Therapeutics — Univ.  of 
Maryland,  Baltimore 

Aug.  23-24  Chinese  American  Medical  Society — Vista 
International,  New  York 


IN  MEMORIAM 

Died:  Willard  Batey,  age  91,  in  Lewisburg, 

April  1,  1986 

In  1926  the  TMA  House  of  Delegates  proposed  that 
a full-time  secretary-editor  be  employed  by  the  TMA, 
and  in  1928  Harrison  Shoulders,  M.D.,  was  so  em- 
ployed. He  was  furnished  a full-time  assistant,  Miss 
Willard  Batey,  who  at  the  time  of  the  employment  of 
a full-time  executive  secretary  some  years  later,  be- 
came keeper  of  the  records  and  bookkeeper,  a posi- 
tion she  held  until  her  retirement  in  1967  at  age  70, 
after  39  years  of  continuous  service  to  the  TMA. 


CHANGE  OF  ADDRESS  NOTICE 

If  you  have  changed  your  address  recently,  or  intend  to  do  so  shortly,  please 
return  this  coupon  properly  filled  out  to  insure  uninterrupted  delivery  of  your 
copies  of  the  Journal  of  the  Tennessee  Medical  Association. 

OLD  ADDRESS 

Name 

Street 

City State Zip 

NEW  ADDRESS 

Street 

City State Zip 

Effective  Date  of  New  Address 

Cut  out  and  mail  to:  Tennessee  Medical  Association,  112  Louise  Ave.,  Nashville,  TN  37203 
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OFFICERS  AND  COMMITTEES  1986-1987 

Tennessee  Medical  Association 


OFFICERS  OF  THE  ASSOCIATION 

President James  R.  Royal,  M.D.,  Chattanooga 

President-Elect James  T.  Galyon,  M.D.,  Memphis 

Vice  President  (East) Jacob  T.  Bradsher,  Jr.,  M.D., 

Knoxville 

Vice  President  (Middle) Harry  E.  Burck,  Jr.,  M.D., 

McMinnville 

Vice  President  (West) Kenneth  R.  Maloney,  M.D., 

Dyersburg 

Secretary-Treasurer Jack  Butterworth,  Jr.,  M.D., 

Bristol 

Speaker — House  of  Delegates  . . . Malcolm  R.  Lewis,  M.D., 

Nashville 

Vice-Speaker — House  of  Delegates  ..  F.  Hammond  Cole,  Jr., 

M.D.,  Memphis 


BOARD  OF  TRUSTEES 

John  S.  Buchignani,  M.D Memphis 

Arden  J.  Butler,  Jr.,  M.D.,  Chairman Ripley 

Jack  Butterworth,  Jr.,  M.D Bristol 

Dee  J.  Canale,  M.D Memphis 

F.  Hammond  Cole,  Jr.,  M.D Memphis 

James  T.  Galyon,  M.D Memphis 

David  G.  Gerkin,  M.D Knoxville 

Robert  W.  Ikard,  M.D Nashville 

Charles  E.  Jordan,  III,  M.D Cookeville 

Malcolm  R.  Lewis,  M.D Nashville 

Hays  Mitchell,  M.D Cleveland 

James  R.  Royal,  M.D Chattanooga 

Clarence  R.  Sanders,  M.D Gallatin 

Paul  R.  Stumb,  M.D.,  Vice-Chairman Nashville 


COUNCILORS 

First  District Charles  E.  Allen,  M.D.,  Johnson  City 

Second  District John  E.  Kesterson,  M.D.,  Knoxville 

Third  District Robert  W.  Myers,  M.D.,  Chattanooga 

Fourth  District Will  G.  Quarles,  Jr.,  M.D.,  Livingston 

Fifth  District Sue  P.  W.  Johnson,  M.D.,  Shelbyville 

Sixth  District Howard  L.  Salyer,  M.D.,  Chairman, 

Nashville 

Seventh  District Thomas  R.  Duncan,  M.D.,  Columbia 

Eighth  District Montie  E.  Smith,  Jr.,  M.D.,  Selmer 

Ninth  District James  H.  Ragsdale,  M.D.,  Secretary, 

Union  City 

Tenth  District Dennis  A.  Higdon,  M.D.,  Memphis 


DELEGATES  TO  THE  AMERICAN  MEDICAL  ASSOCIATION 


Thomas  K.  Ballard,  M.D Jackson 

John  S.  Derryberry,  M.D Shelbyville 

Hamel  B.  Eason,  M.D Memphis 

William  O.  Miller,  M.D Knoxville 

John  B.  Thomison,  M.D Nashville 

David  H.  Turner,  M.D Chattanooga 

A.  Roy  Tyrer,  Jr.,  M.D Memphis 

ALTERNATE  DELEGATES  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

Charles  E.  Allen,  M.D Johnson  City 

Allen  S.  Edmonson,  M.D Memphis 

Hugh  Francis,  Jr.,  M.D Memphis 

George  W.  Holcomb,  Jr.,  M.D Nashville 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

Thurman  L.  Pedigo,  M.D McMinnville 

George  A.  Zirkle,  Jr.,  M.D Knoxville 


COMMITTEES  OF  THE  BOARD  OF  TRUSTEES 


EXECUTIVE  COMMITTEE 

James  R.  Royal,  M.D.,  Chairman Chattanooga 

Arden  J.  Butler,  Jr.,  M.D Ripley 

Jack  Butterworth,  Jr.,  M.D Bristol 

James  T.  Galyon,  M.D Memphis 

Clarence  R.  Sanders,  M.D Gallatin 

FINANCE  COMMITTEE 

Jack  Butterworth,  Jr.,  M.D.,  Chairman Bristol 

John  S.  Buchignani,  M.D Memphis 

Charles  E.  Jordan,  III,  M.D Cookeville 

PUBLICATIONS  COMMITTEE 

John  B.  Thomison,  M.D.,  Chairman Nashville 

Oscar  M.  McCallum,  M.D Henderson 

Addison  B.  Scoville,  Jr.,  M.D Nashville 

COMMITTEE  ON  EXHIBITS 

David  G.  Gerkin,  M.D.,  Chairman Knoxville 

COMMITTEE  ON  LONG  RANGE  PLANNING 

Clarence  R.  Sanders,  M.D.,  Chairman Gallatin 

Arden  J.  Butler,  Jr.,  M.D Ripley 
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Jack  Butterworth,  Jr.,  M.D Bristol 

James  T.  Galyon,  M.D Memphis 

James  R.  Royal,  M.D Chattanooga 

TRAVEL  COMMITTEE 

Clarence  R.  Sanders,  M.D.,  Chairman Gallatin 

James  R.  Royal,  M.D Chattanooga 

James  T.  Galyon,  M.D Memphis 

HEALTH  CARE  COALITION 

A.  Roy  Tyrer,  Jr.,  M.D.,  Chairman Memphis 

Thomas  K.  Ballard,  M.D Jackson 

Allen  S.  Edmonson,  M.D Memphis 

George  H.  Wood,  M.D Knoxville 

Boyce  M.  Berry,  M.D Johnson  City 

Paul  R.  Stumb,  M.D Nashville 

MEDICAL  PRACTICE  COMMITTEE 

Thurman  L.  Pedigo,  M.D.,  Chairman McMinnville 

Arden  J.  Butler,  Jr.,  M.D Ripley 

Richard  G.  Lane,  M.D Franklin 

Duane  C.  Budd,  M.D Johnson  City 

Robert  E.  Bowers,  M.D Chattanooga 
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STANDING  COMMITTEES  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

Oscar  M.  McCallum,  M.D.,  Chairman Henderson 

Sidney  L.  Bicknell,  M.D Jackson 

Claude  H.  Crockett,  Jr.,  M.D Bristol 

Winston  P.  Caine,  Jr.,  M.D Chattanooga 

Ted  W.  Hill,  M.D Gallatin 

Francis  W.  Gluck,  Jr.,  M.D Nashville 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

Dee  J.  Canale,  M.D. 

(Div.  Coordinator) Memphis 

COMMITTEE  ON  LEGISLATION 

James  W.  Hays,  M.D.,  Chairman Nashville 

James  C.  Bradshaw,  Jr.,  M.D Lebanon 

Thurman  L.  Pedigo,  M.D McMinnville 

Allen  S.  Edmonson,  M.D Memphis 

Arden  J.  Butler,  Jr.,  M.D Ripley 

Charles  W.  White,  M.D Lexington 

James  R.  Royal,  M.D Chattanooga 

David  G.  Gerkin,  M.D Knoxville 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

Fredia  S.  Wadley,  M.D.  (Ex-Officio) Nashville 

Arden  J.  Butler,  Jr.,  M.D. 

(Div.  Coordinator) Ripley 


Chairman  of  Four  Metropolitan  Societies’ 


Legislative  Committees 

H.  Victor  Braren,  M.D Nashville 

James  C.  Fleming,  M.D Memphis 

George  H.  Wood.  M.D Knoxville 

Robert  C.  Coddington,  M.D Chattanooga 

COMMITTEE  ON  GOVERNMENTAL  MEDICAL  SERVICES 

David  H.  Turner,  M.D.,  Chairman Chattanooga 

Bergein  F.  Overholt,  M.D Knoxville 

David  K.  Garriott,  M.D Kingsport 

Dee  J.  Canale,  M.D Memphis 

Steven  R.  Kinney,  M.D Ripley 

Oscar  M.  McCallum,  M.D Henderson 

Eugene  W.  Fowinkle,  M.D Nashville 

WiUiam  F.  Fleet,  Jr.,  M.D Goodlettsville 

Virgil  H.  Crowder,  Jr.,  M.D Lawrenceburg 

Fredia  S.  Wadley,  M.D.  (Ex-Officio) Nashville 

Arden  J.  Butler.  Jr.,  M.D. 

(Div.  Coordinator) Ripley 

COMMITTEE  ON  TMA  GROUP  INSURANCE 

David  R.  Pickens,  Jr.,  M.D Nashville 

L.  Dow  Strader,  Jr.,  M.D Bristol 

Phil  E.  Orpet,  Jr.,  M.D Memphis 

Paul  R.  Stumb,  M.D. 

(Div.  Coordinator) Nashville 

COMMITTEE  ON  CONSTITUTION  AND  BYLAWS 

John  H.  Burkhart,  M.D.,  Chairman Knoxville 

Robert  H.  Haralson,  Jr.,  M.D Maryville 

Henry  P.  Pendergrass,  M.D Nashville 

David  R.  Yates,  M.D Donelson 

F.  Hammond  Cole,  Jr.,  M.D Memphis 

C.  Eugene  Jabbour,  M.D Memphis 

COMMITTEE  ON  COMMUNICATIONS  AND  PUBLIC  SERVICE 

Alfred  P.  Rogers,  M.D.,  Chairman Chattanooga 

D.  L.  Metcalf,  III,  M.D Greeneville 

Robert  M.  Overholt,  M.D Knoxville 


Richard  M.  Pearson,  M.D Memphis 

Charles  E.  White,  M.D Memphis 

Charles  W.  White,  M.D Lexington 

William  B.  Ralph,  Jr.,  M.D Nashville 

Joseph  C.  Knight,  M.D Murfreesboro 

Jack  P.  Powell,  M.D Nashville 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

Hays  Mitchell,  M.D. 

(Div.  Coordinator) Cleveland 

PEER  REVIEW  COMMITTEE 

Allen  S.  Edmonson,  M.D.,  Chairman Memphis 

Clarence  R.  Sanders,  M.D Gallatin 

George  W.  Holcolmb,  Jr.,  M.D Nashville 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

Thomas  K.  Ballard,  M.D Jackson 

Paul  R.  Stumb,  M.D. 

(Div.  Coordinator) Nashville 

COMMITTEE  ON  HOSPITALS 

A.  Roy  Tyrer,  Jr.,  M.D.,  Chairman Memphis 

William  L.  Moffatt,  III,  M.D Memphis 

Boyce  M.  Berry,  M.D Johnson  City 

Millard  F.  Perrin,  M.D Chattanooga 

George  R.  Mayfield,  Jr..  M.D Columbia 

William  H.  Hartmann,  M.D Nashville 

Paul  R.  Stumb,  M.D. 

(Div.  Coordinator) Nashville 

INTERPROFESSIONAL  LIAISON  COMMITTEE 

Thomas  K.  Ballard,  M.D.,  Chairman Jackson 

James  A.  Moore,  M.D Memphis 

John  P.  Nash,  M.D Memphis 

Joseph  P.  Moon.  M.D Knoxville 

Hays  Mitchell,  M.D Cleveland 

Duane  C.  Budd,  M.D Johnson  City 

Melbourne  K.  Williams,  M.D Nashville 

Henry  P.  Pendergrass,  M.D Nashville 

Charles  E.  Jordan,  III,  M.D Cookeville 

Fredia  S.  Wadley,  M.D.  (Ex-Officio) Nashville 

Hays  Mitchell,  M.D. 

(Div.  Coordinator) Cleveland 

IMPAIRED  PHYSICIAN  PEER  REVIEW  COMMITTEE 

Charles  B.  Thorne,  M.D.,  Chairman Nashville 

Howard  W.  Thomas,  M.D Savannah 

Parks  W.  Walker,  Jr.,  M.D Memphis 

Howard  A.  Boone,  M.D Memphis 

Robert  W.  Booher.  M.D Knoxville 

C.  Paul  McCammon,  M.D Knoxville 

John  W.  Adams,  Jr.,  M.D Chattanooga 

A.  Glenn  Kennedy,  M.D Knoxville 

Ben  D.  Hall,  M.D Johnson  City 

Howard  R.  Foreman,  M.D Nashville 

Allan  D.  Bass,  M.D Nashville 

William  C.  Anderson.  M.D Nashville 

Thomas  B.  Miller,  M.D Madison 

David  T.  Dodd.  M.D.  (Medical  Director). . . . Murfreesboro 

Mrs.  John  B.  Turner  (Auxiliary  Rep.) Springfield 

Dee  J.  Canale,  M.D. 

(Div.  Coordinator) Memphis 

COMMITTEE  ON  CONTINUING  MEDICAL  EDUCATION 

John  B.  Thomison,  M.D.,  Chairman Nashville 

Dennis  K.  Wentz,  M.D Nashville 
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Clifton  K.  Meador,  M.D Nashville 

Charles  T.  Womack,  III,  M.D Cookeville 

Thomas  K.  Ballard,  M.D Jackson 

Daniel  R.  Ramey,  III,  M.D Memphis 

T.  James  Humphreys,  M.D Jackson 

William  P.  Grigsby,  M.D Kingsport 

Hal  S.  Stubbs,  M.D Bristol 

Kimball  I.  Maull,  M.D Knoxville 

William  D.  Black,  M.D Knoxville 

Joseph  A.  Weinberg,  M.D Germantown 

Winston  P.  Caine,  Jr.,  M.D Chattanooga 

William  F.  Buchner,  M.D Chattanooga 


Robert  W.  Ikard,  M.D. 

(Div.  Coordinator) Nashville 

Representatives  of  Medical  Schools  and 
Clinical  Education  Centers 

Richard  L.  Whittaker,  M.D.— UTCEC,  Knoxville 
James  H.  Donnell,  M.D. — UTCEC,  Jackson 
E.  William  Rosenberg,  M.D. — UTCHS,  Memphis 
Floyd  B.  Goffin,  M.D. — East  Tennessee  State 
University  Medical  School,  Johnson  City 
Addison  B.  Scoville,  M.D. — Vanderbilt  University  School 
of  Medicine,  Nashville 


SPECIAL  COMMITTEES  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


COMMITTEE  ON  OCCUPATIONAL  HEALTH— STANDBY 


James  J.  Lawson,  M.D.,  Chairman New  Johnsonville 

Dee  J.  Canale,  M.D. 

(Div.  Coordinator) Memphis 

LIAISON  COMMITTEE  TO  MEDICAL  SCHOOLS 
IN  TENNESSEE— STANDBY 

John  L.  Sawyers,  M.D.,  Chairman Nashville 

Robert  W.  Ikard,  M.D. 

(Div.  Coordinator) Nashville 

COMMITTEE  ON  REHABILITATION— STANDBY 

Robert  E.  Tooms,  M.D.,  Chairman Memphis 

Dee  J.  Canale,  M.D. 

(Div.  Coordinator) Memphis 

COMMITTEE  ON  HEALTH  PLANNING— STANDBY 

George  H.  Wood,  M.D.,  Chairman Knoxville 

COMMITTEE  ON  BLOOD  BANKS  AND  MEDICAL  LABORATORIES 

William  H.  Hartmann,  M.D.,  Chairman Nashville 

Augustus  L.  Middleton,  M.D Jackson 

Michael  L.  Smith,  M.D Savannah 

John  R.  Hilsenbeck,  Jr.,  M.D Memphis 

Jere  Ferguson,  M.D Bristol 

R.  Glenn  Hall,  M.D Cookeville 

Francis  S.  Jones,  M.D Knoxville 

Dee  J.  Canale,  M.D. 

(Div.  Coordinator) Memphis 

COMMITTEE  ON  RURAL  HEALTH 

F.  Houston  Lowry,  M.D.,  Chairman Madisonville 

Joseph  L.  Willoughby,  M.D Franklin 

Joe  Raymond  Troop,  Jr.,  M.D McMinnville 

Melvin  L.  Blevins,  M.D Smithville 

Jerry  L.  Shipley,  M.D Livingston 

Lester  F.  Littell,  M.D Dayton 

John  S.  Burrell,  M.D Lake  City 

Joe  D.  Mobley,  Jr.,  M.D Paris 

Hobart  H.  Beale,  M.D Martin 

John  D.  Lay,  M.D Savannah 

Thornton  E.  Bryan,  M.D Memphis 

Fredia  S.  Wadley,  M.D Nashville 

Hays  Mitchell,  M.D. 

(Div.  Coordinator) Cleveland 

Consultants 


Hyram  Kitchen,  D.V.M.,  Ph  D. — Dean,  UT  College  of 
Veterinary  Medicine,  Knoxville 
M.  Lloyd  Downen,  Ph.D. — UT  Agricultural  Extension 
Service,  Knoxville 

Kenneth  Cherry — Tennessee  Rural  Health 
Improvement  Association,  Columbia 
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COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 


James  C.  Prose,  M.D.,  Chairman Knoxville 

C.  Robert  Clark,  M.D Chattanooga 

R.  Phillip  Burns,  M.D Chattanooga 

James  H.  Creel,  Jr.,  M.D Chattanooga 

Jan  A.  DeWitt,  M.D Johnson  City 

Calvin  V.  Morgan,  Jr.,  M.D Johnson  City 

Paul  E.  Spray,  M.D Oak  Ridge 

Fred  R.  Knickerbocker,  M.D Bristol 

H.  Trent  Vandergriff,  M.D Maryville 

James  L.  Allen,  M.D Sweetwater 

Shawn  Gazaleh,  M.D Chattanooga 

William  D.  Falvey,  M.D Memphis 

Loren  A.  Crown,  M.D Memphis 

Thomas  A.  Russell,  M.D Memphis 

Daniel  J.  Scott,  Jr.,  M.D Memphis 

Robert  C.  Reeder,  M.D Memphis 

Fenwick  W.  Chappell,  M.D Memphis 

James  T.  Craig,  Jr.,  M.D Jackson 

Paul  S.  Auerbach,  M.D Nashville 

R.  Benton  Adkins,  M.D Nashville 

Jack  P.  Powell,  M.D Nashville 

Stephen  Schillig,  M.D Nashville 

Fredia  S.  Wadley,  M.D Nashville 

Dee  J.  Canale,  M.D. 

(Div.  Coordinator) Memphis 

ADVISORY  COMMITTEE  TO  THE  TMA  AUXILIARY 

Jacob  T.  Bradsher,  M.D.,  Chairman Knoxville 

William  F.  Buchner,  M.D Chattanooga 

Kent  Kyger,  M.D Nashville 

Rex  A.  Amonette,  M.D Memphis 

Hays  Mitchell,  M.D. 

(Div.  Coordinator) Cleveland 

COMMITTEE  ON  MENTAL  HEALTH 

Kent  Kyger,  M.D.,  Chairman Nashville 

Lloyd  C.  Elam,  M.D Nashville 

Henry  B.  Brackin,  Jr.,  M.D Nashville 

Frederick  J.  Chapin,  M.D Cookeville 

Robert  T.  Spaulding,  M.D Chattanooga 

William  C.  Greer,  M.D Chattanooga 

Marshall  D.  Hogan,  Jr.,  M.D Kingsport 

Kenneth  B.  Carpenter,  M.D Knoxville 

Harold  M.  West,  M.D Memphis 

Harris  L.  Smith,  M.D Jackson 

Dee  J.  Canale,  M.D. 

(Div.  Coordinator) Memphis 


Consultant 

Richard  Sively — Commissioner,  Tennessee  Department 
of  Mental  Health  and  Mental  Rehabilitation 
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COMMITTEE  ON  MEDICINE  AND  RELIGION 

Alfred  P.  Rogers,  M.D.,  Chairman Chattanooga 

John  J.  Ingram,  III,  M.D Maryville 

Doran  D.  Edwards,  M.D Nashville 

Ted  W.  Hill,  M.D Gallatin 

Lee  Rush,  Jr.,  M.D Somerville 

C.  Radford  Andrews,  M.D Memphis 

Robert  P.  N.  Shearin,  M.D Memphis 

James  H.  Donnell,  M.D Jackson 

M.  David  Stockton,  M.D Sewanee 

Hays  Mitchell,  M.D. 

(Div.  Coordinator) Cleveland 

COMMITTEE  ON  MATERNAL  AND  CHILD  CARE 

Robert  R.  Young,  M.D.,  Chairman Union  City 

Herbert  A.  Taylor,  III,  M.D Memphis 

Patrick  J.  Sweeney,  M.D Memphis 

Bruce  E.  Walker,  M.D Knoxville 

Lewis  F.  Cosby,  Jr.,  M.D Johnson  City 

Samuel  S.  Binder,  M.D Chattanooga 

Joseph  V.  Lavecchia,  Jr.,  M.D Chattanooga 

R.  Gary  Samples,  M.D Cookeville 

Charles  N.  Spencer,  M.D Gallatin 

B.  K.  Hibbett,  III,  M.D Nashville 

James  C.  Hudgins,  Jr.,  M.D Lawrenceburg 

Anne  U.  Bolner,  M.D Fayetteville 

Fredia  S.  Wadley,  M.D Nashville 

Dee  J.  Canale,  M.D. 

(Div.  Coordinator) Memphis 

Maternal  Mortality  Subcommittee 

Larry  T.  Arnold,  M.D.,  Chairman Nashville 

James  H.  Growden,  Jr.,  M.D Nashville 

James  C.  Hudgins,  M.D Lawrenceburg 

B.  J.  Smith,  M.D Dickson 

A.  J.  Mueller,  M.D Jackson 

William  P.  Stepp,  Jr.,  M.D Jackson 

James  S.  Bell,  M.D Memphis 

Robert  L.  Harrington,  M.D Dyersburg 

Stephen  C.  Prinz,  M.D Knoxville 

Thomas  R.  Traylor,  M.D Knoxville 

Frank  H.  Boehm,  M.D.  (Consultant) Nashville 

Dee  J.  Canale,  M.D. 

(Div.  Coordinator) Memphis 


TENNESSEE  MEDICAL  ASSOCIATION 

STUDENT  EDUCATION  FUND 

Board  of  Directors 

John  H.  Burkhart.  M.D.,  President.  . . . 

....  Knoxville 

Robert  H.  Haralson,  Jr.,  M.D., 

Vice  President 

....  Maryville 

Robert  L.  Chalfant,  M.D., 

Secretary-Treasurer 

....  Nashville 

Charles  E.  Allen,  M.D 

. Johnson  City 

Allen  S.  Boyd,  Jr.,  M.D 

....  Memphis 

Patrick  J.  Murphy,  M.D 

....  Memphis 

Billv  J.  Allen.  M.D 

. Chattanooga 

Arden  J.  Butler,  Jr.,  M.D. 

(Ex-Officio) 

Ripley 

GERIATRICS  COMMITTEE 

James  A.  Greene,  M.D.,  Chairman Knoxville 

Eugene  W.  Fowinkle,  M.D Nashville 

Fredia  S.  Wadley,  M.D Nashville 

Joseph  L.  Willoughby,  M.D Franklin 

Richard  G.  Lane,  M.D Franklin 

Augustus  McCravey,  M.D Chattanooga 

Ira  S.  Pierce,  Jr.,  M.D Knoxville 

John  T.  Moore,  Jr.,  M.D Algood 

Robert  T.  Tucker,  M.D Jackson 

Charles  L.  Clarke,  M.D Memphis 

Dee  J.  Canale,  M.D. 

(Div.  Coordinator) Memphis 


Consultant 

Richard  Sadler — Executive  Director,  Tennessee  Health  Care 
Association,  Nashville 

PRIMARY  HEALTH  CARE  CLINICS  COMMITTEE 


Hays  Mitchell,  M.D.,  Chairman Cleveland 

James  W.  Hays,  M.D Nashville 

Walter  Winn  Chatham,  M.D Nashville 

Fredia  S.  Wadley,  M.D Nashville 

Norman  L.  Henderson,  M.D Lawrenceburg 

John  O.  Williams,  M.D Mt.  Pleasant 

J.  Kelly  Smith,  M.D Johnson  City 

Alfred  D.  Beasley,  M.D Knoxville 

James  H.  Segars,  M.D Knoxville 

Hamel  B.  Eason,  M.D Memphis 

Paul  R.  Stumb,  M.D. 

(Div.  Coordinator) Nashville 


Division  Coordinators  are  members  of  the  Board  of  Trustees 
assigned  to  oversee  the  activities  of  the  respective  commit- 
tees. 


INDEPENDENT  MEDICINE’S  POLITICAL 
ACTION  COMMITTEE— TENNESSEE 


Board  of  Directors 


First  District. . . . 

Second  District  . 

Third  District . . . 

Fourth  District.  . 

Fifth  District  . . . 

Sixth  District  . . . 

Seventh  District. 

Eighth  District . . 

Ninth  District.  . . 

Representing  the 
TMA  Auxiliary  . 


Nat  E.  Hyder,  Jr.,  M.D. 

Johnson  City 

David  G.  Gerkin,  M.D. 

Knoxville 

James  R.  Royal,  M.D. 

Chattanooga 
. . . .Thurman  L.  Pedigo,  M.D. 

McMinnville 

H.  Victor  Braren,  M.D. 

Nashville,  Chairman 
. . . Clarence  R.  Sanders,  M.D. 

Gallatin 

. . . Oscar  M.  McCallum,  M.D. 
Henderson,  Secretary -Treasurer 
. . . . James  T.  Craig,  Jr.,  M.D. 

Jackson 

Rex  A.  Amonette,  M.D. 

Memphis 

Mrs.  Daniel  J.  Scott,  Jr. 

Memphis 
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COMPONENT  SOCIETIES— 1986-1987  OFFICERS 

Tennessee  Medical  Association 


BEDFORD 

Pres. — Frank  L.  Jayakody,  M.D.,  Shelbyville 
Secy. — Carl  Rogers,  M.D. 

102  Riverview  Bldg.,  Shelbyville  37160 

BENTON-HUMPHREYS 

Pres. — Joe  S.  Butterworth,  M.D.,  Camden 
Secy. — Arthur  W.  Walker,  M.D. 

South  Church  St.,  Waverly  37185 

BLOUNT 

Pres. — Timothy  W.  Thurston,  M.D.,  Maryville 
Secy.— Marvin  R.  Beard,  M.D. 

2032  Chilhovvee  Medical  Park,  Maryville  37801 

BRADLEY 

Pres. — Fred  A.  Muths,  M.D.,  Cleveland 
Secy. — Don  C.  Harting.  M.D. 

2200  Chambliss  Ave.,  Cleveland  37311 

BUFFALO  RIVER  VALLEY 

Pres. — Stephen  L.  Averett,  M.D.,  Linden 
Secy. — Parker  D.  Elrod,  M.D. 

P.O.  Box  277 , Centerville  37033 

CAMPBELL 

Pres. — Burgin  H.  Wood,  M.D.,  LaFollette 
Secy. — Lee  J.  Seargeant,  M.D. 

P.O.  Box  1381,  LaFollette  37766 

CARTER 

Pres. — David  J.  Slagle,  M.D.,  Elizabethton 
Secy.— W.  Joyce  May,  M.D.,  Elizabethton 
Exec.  Secy. — Ms.  Evelyn  Dugger 
901  West  G St..  Elizabethon  37643 

CHATTANOOGA-HAMILTQN 

Pres. — Robert  E.  Bowers,  M.D.,  Chattanooga 
Secy. — Robert  F.  Phlegar,  M.D.,  Chattanooga 
Chief  Exec.  Officer — Raymond  Schklar 
960  E.  3rd  St.,  #313,  Chattanooga  37403 

COCKE 

(No  Report) 

COFFEE 

Pres. — Jerry  L.  Kennedy,  M.D.,  Tullahoma 
Secy. — John  A.  Anderson,  III,  M.D. 

1805  N.  Jackson  St.,  Tullahoma  37388 

CONSOLIDATED 

Pres. — James  Thomas,  M.D,,  Jackson 
Secv. — John  L.  Shaw,  M.D. 

616  W.  Forest,  Jackson  38301 

CUMBERLAND 

Pres. — James  Callis,  M.D.,  Crossville 
Secy. — D.  M.  Ivey,  M.D. 

P.O.  Box  2973,  Crossville  38555 

DeKALB 

Pres. — Kenneth  H.  Abbott.  II,  M.D..  Smithville 
Secy. — Melvin  L.  Blevins,  M.D. 

P.O.  Box  667,  Smithville  37166 

DICKSON 

Pres. — Clyde  E.  Collins,  M D.,  Dickson 
Secy. — Venk  Mani,  M.D. 

1 1 1 Highway  70  East.  Dickson  37055 

FENTRESS 

(No  Report) 

FRANKLIN 

Pres. — John  W.  Templeton,  M.D.,  Winchester 
Secy. — Dudley  C.  Fort,  M.D. 

One  Fire  Tower  Road,  St.  Andrews  37372 

GILES 

Pres. — Armando  C.  Foronda.  M.D.,  Pulaski 
Secy. — Anne  M.  Rasche,  M.D. 

P.O.  Box  593.  Pulaski  38478 

GREENE 

Pres. — Larry  E.  Rodgers,  M.D.,  Greeneville 
Secy. — Robert  C.  Diez  d'Aux,  M.D. 

2 Spencer  Square,  Greeneville  37743 


HARDIN 

Pres. — Richard  Green,  M.D.,  Savannah 
Secy. — John  D.  Lay,  M.D. 

2101  Wayne  Road,  Savannah  38372 

HAWKINS 

(No  Report) 

HENRY 

Pres. — John  E.  Neumann,  Sr.,  M.D.,  Paris 
Secv. — Joe  D.  Mobley,  Jr.,  M.D. 

1005  E.  Wood  St..  Paris  38242 

JACKSON 

(No  Report) 

KNOXVILLE 

Pres. — R.  Kent  Farris,  M.D.,  Knoxville 
Secy. — Hugh  C.  Hyatt,  M.D.,  Knoxville 
Exec.  Secy. — Mrs.  Jane  Smith 
422  W.  Cumberland  Ave.,  Knoxville  37902 

LAKEWAY 

Pres. — Josiah  B.  Sams,  M.D.,  Morristown 
Secv. — William  R.  Gronewald.  M.D. 

521  McFarland,  Morristown  37814 

LAWRENCE 

Pres. — Jayraj  Shah,  M.D.,  Lawrenceburg 
Secy. — Alfred  Turman,  M.D. 

P.O.  Box  40,  Lawrenceburg  38464 

LINCOLN 

Pres. — William  M.  Young,  M.D  , Fayetteville 
Secy. — Rudy  T.  Cobb,  M.D. 

209  S.  Elk  Ave.,  Fayetteville  37334 

MACON 

(No  Report) 

MARSHALL 

Pres. — Michael  Tepedino,  M.D.,  Lewisburg 
Secy. — Eugene  Wolcott,  M.D. 

122  E.  Commerce,  Lewisburg  37091 

MAURY 

Pres. — Charles  R.  Brite,  M.D.,  Columbia 
Secy. — Thomas  R.  Duncan,  M.D. 

Maury  County  Hospital.  Columbia  38401 

McMINN 

Pres. — Fred  J.  Ergen,  M.D.,  Athens 
Secy. — William  G.  Morris,  M.D. 

503  W.  Madison.  Athens  37303 

MEMPHIS-SHELBY 

Pres. — Albert  J.  Grobmyer,  III,  M.D.,  Memphis 
Secy. — Evelyn  B.  Ogle,  M.D.,  Memphis 
Exec.  Vice  Pres. — Michael  Cates 
5254  Poplar  Ave.,  Memphis  38119 

MONROE 

Pres. — Ray  Villaneuva,  M.D.,  Sweetwater 
Secy. — George  Wiggins,  M.D. 

P.O.  Box  488,  Madisonville  37354 

MONTGOMERY 

Pres. — Joe  R.  Walker.  M D . Clarksville 
Secy. — Janet  Dittus,  M.D.,  Clarksville 
Exec.  Secy. — Ms.  Betty  Swaffer 
Memorial  Hospital,  Clarksville  37040 

NASHVILLE-DAVIDSON 

Pres. — Kent  Kyger,  M.D.,  Nashville 
Secy. — Howard  L.  Salyer,  M.D.,  Nashville 
Exec.  Dir. — Ms.  Margaret  Click 
205  23rd  Ave.  North,  Nashville  37203 

NORTHWEST 

Pres. — James  W.  Shore,  M.D.,  Martin 
Secy. — Hobart  Beale,  M.D. 

Kennedy  Drive,  Martin  38237 


OVERTON 

Pres. — Will  G.  Quarles,  Jr.,  M.D.,  Livingston 
Secy. — Jimmie  R.  Crow,  M.D.,  Livingston 
Exec.  Secy. — Ms.  Joyce  Thomas 
315  Oak  St.,  Livingston  38570 

PUTNAM 

Pres. — Daniel  F.  Coonce,  M.D.,  Cookeville 
Secy.- — Donald  W.  Tansil,  M.D. 

585  N.  Pickard  Ave.,  Cookeville  38501 

ROANE-ANDERSON 

Pres. — Nicholas  Caster,  M.D.,  Coalfield 
Secy. — David  Compton,  M.D.,  Oak  Ridge 
Exec.  Secy. — Ms.  Silvia  Aliberti 
207  W.  Tennessee  Ave.,  Oak  Ridge  37830 

ROBERTSON 

Pres. — James  R.  Quarles,  M.D.,  Springfield 
Secy. — Raymond  H.  Webster,  M.D. 

1712  Woodside  Dr.,  Springfield  37172 

RUTHERFORD/STONES  RIVER 
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Vertebral  Osteomyelitis  Due  to 

Candida  Glabrata 

A Case  Report 

JASON  D.  MORROW,  M.D.  and  FARRIN  A.  MANIAN,  M.D. 


Candida  glabrata  (formerly  Torulopsis  glabra- 
ta) is  emerging  as  an  important  pathogen  in  im- 
munocompromised hosts,  not  infrequently  caus- 
ing urinary  tract  infections,1  pneumonia,2  and 
fungemia.3  Osteomyelitis  due  to  this  organism, 
however,  is  rare,  with  only  two  cases  cited  pre- 
viously in  the  literature,  one  of  which  was  verte- 
bral osteomyelitis.4-5  We  report,  herein,  a second 
patient  with  vertebral  osteomyelitis  due  to  C. 
glabrata. 

Case  Report 

The  patient  was  a 49-year-old  white  man,  admitted  to  the 
Nashville  Veterans  Administration  Medical  Center  with  low 
back  pain  and  a two-month  history  of  bilateral  lower  extrem- 
ity sensory  loss  and  paraplegia.  He  had  a history  of  heavy 
ethanol  use.  He  had  been  hospitalized  18  months  earlier  for 
left  femoral  head  and  acetabular  osteomyelitis  due  to  Staph- 
ylococcus aureus , for  which  he  underwent  incision  and  drain- 
age of  the  left  hip,  resection  of  the  femoral  head,  and  aceta- 
bular debridement.  He  received  six  weeks  of  parenteral 
oxacillin  and  eight  weeks  of  oral  cephalexin  with  apparent 
cure.  A routine  urinalysis  had  shown  yeast,  but  no  culture 
was  performed. 

The  patient  did  well  and  was  able  to  walk  without  diffi- 
culty until  six  months  prior  to  admission  when  he  was  seen 
by  a physician  for  lower  back  pain.  Lumbosacral  spinal  films 
showed  diffuse  degenerative  changes,  for  which  he  was  given 
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nonsteroidal  anti-inflammatory  agents,  but  his  pain  increased 
over  the  ensuing  months  and  he  became  confined  to  a wheel- 
chair, with  increasing  weakness  in  his  lower  extremities. 

On  admission  to  the  hospital,  the  patient  appeared  chron- 
ically ill  and  complained  of  low  back  pain.  He  was  afrebile. 
Spinal  examination  revealed  lower  thoracic  vertebral  tender- 
ness, with  anesthesia  below  T-12.  Lower  extremity  strength 
was  markedly  reduced,  and  deep  tendon  reflexes  in  the  lower 
extremities  were  increased,  with  dorsiflexion  of  the  toes  bi- 
laterally. Rectal  tone  w-as  also  decreased.  The  white  blood 
cell  (WBC)  count  was  11,000/cu  rnm,  with  a left  shift.  Plain 
films  of  the  thoracic  spine  showed  destruction  of  the  Tll-12 
disc  space  with  a partial  erosion  of  the  adjacent  vertebrae. 
Blood  and  urine  cultures  were  negative  and  an  intermediate 
PPD  was  nonreactive.  CT  scan  revealed  a paraspinous  mass, 
believed  to  be  an  abscess.  A myelogram  showed  a total  ex- 
tradural block  at  T-12.  Cultures  of  the  CSF  were  negative.  A 
Craig  needle  aspiration  of  the  Tll-12  disc  space  yielded  a 
small  amount  of  bloody  material  which  showed  yeast  forms 
on  Gram  stain;  cultures  grew  C.  glabrata. 

Because  of  cord  compression,  spinal  exploration  was  un- 
dertaken, with  debridement  and  decompression  of  the  Tll- 
12  region  and  rib  grafting  to  replace  debrided  bone.  Pathol- 
ogy of  the  removed  disc  space  showed  extensive  inflamma- 
tory and  granulation  tissue.  Cultures  again  grew  C.  glabrata. 
He  was  treated  with  four  weeks  of  amphotericin  B (600  mg), 
complicated  by  transient  renal  insufficiency  which  prompted 
discontinuation  of  the  drug.  Subsequently,  the  patient  re- 
mained paraplegic  despite  resolution  of  his  back  pain  and  ap- 
parent cure  of  the  spinal  osteomyelitis. 

Discussion 

We  believe  this  to  be  only  the  second  reported 
case  of  vertebral  osteomyelitis  due  to  C.  glabra- 
ta A It  is  assumed,  in  general,  that  pyogenic  or- 
ganisms, including  C.  glabrata , reach  the  verte- 
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bral  column  via  hematogenous  dissemination.6 
Infection  lost  frequently  involves  two  adjacent 
vertebrae  and  the  corresponding  intervertebral 
disc.  The  primary  source  of  hematogenous  spread 
can  be  found  in  about  40%  of  cases  of  pyogenic 
osteomyelitis,  with  the  genitourinary  tract  being 
the  most  common  site,  followed  by  the  skin  and 
respiratory  tract.6  It  is  of  interest  that  our  patient 
had  yeast  in  his  urine  during  a previous  hospital- 
ization, although  no  culture  was  obtained. 

Other  fungi  closely  related  to  C.  glabrata  also 
have  been  reported  to  cause  vertebral  osteomye- 
litis, most  commonly  C.  albicans.19  Most  infec- 
tions occur  in  immunocompromised  patients  with 
cancer,  diabetes,  or  other  debilitating  illnesses.4 
Some  patients,  such  as  ours,  have  a prior  history 
of  extensive  antibiotic  therapy.8 

Diagnosis  of  fungal  vertebral  osteomyelitis 
should  be  suspected  in  immunocompromised  pa- 
tients who  complain  of  back  pain.  Signs  of  spinal 
cord  compression  may  be  present  but  appear  to 
be  uncommon.79  Radiographic  changes  showing 
joint  space  and  surrounding  vertebral  destruction 
are  often  present.4-7'9  Biopsy  of  the  affected  space 


is  essential  for  proper  diagnosis  and  treatment.8 

Therapy  for  vertebral  osteomyelitis  due  to 
Candida  is  not  well  delineated.8  Certainly  if  there 
are  signs  of  cord  compression,  surgical  de- 
compression is  indicated.  Medical  therapy  con- 
sists primarily  of  amphotericin  B,  with  or  with- 
out 5-fluorocytosine,  which  has  yielded  a high 
percentage  of  apparent  cures.8  The  total  dose  of 
amphotericin  B needed  is  believed  to  be  approx- 
imately 1 to  1.5  gm,  although  smaller  doses,  such 
as  in  our  case,  have  also  been  successful.8  r ^ 
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Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Scapular  Fractures  Resulting  From 

Grand  Mai  Seizures  in 
Chronic  Hemodialysis  Patients 

CAROL  R.  DIRAIMONDO,  M.D.;  THOMAS  A.  POWERS,  M.D.; 
CHARLES  V.  DIRAIMONDO,  M.D.;  and  WILLIAM  J.  STONE,  M.D. 


Scapular  fractures  are  uncommon  and  gener- 
ally result  from  severe,  direct  trauma.1'3  In  the 
past  four  years  we  have  treated  three  chronic  he- 
modialysis patients  for  scapular  fractures  suf- 
fered during  grand  mal  seizures. 

Case  Reports 

Case  1.  A 45-year-old  black  man  was  admitted  to  Nash- 
ville Veterans  Administration  Medical  Center  (NVAMC)  in 
August  1981  for  multiple  bone  fractures  after  a grand  mal 
seizure.  The  patient  had  end-stage  renal  disease  from  hyper- 
tensive nephrosclerosis  and  had  been  maintained  on  chronic, 
in-center  hemodialysis  for  one  year.  He  gave  a history  of 
generalized  seizures  with  onset  in  1963,  with  his  most  recent 
seizure  occurring  in  1972.  His  seizure  disorder  was  thought 
to  be  related  to  alcohol  withdrawal,  and  he  was  treated  with 
phenytoin  until  1973.  In  October  1980  fractures  of  the  left 
fourth  and  sixth  ribs  were  discovered  during  an  evaluation  for 
low  back  pain.  There  was  no  history  of  trauma.  One  month 
prior  to  admission  the  patient  underwent  subtotal  parathy- 
roidectomy with  reimplantation  of  the  right  superior  parathy- 
roid gland  into  the  right  forearm.  At  that  time  his  serum  al- 
kaline phosphatase  was  1,250  U/L  (normal  30-115  U/L).  A 
parathormone  level  (C-terminal  assay)  was  100  |jdEq/ml  (nor- 
mal less  than  8 |i.lEq/ml).  He  was  discharged  on  oral  calcium 
carbonate  and  calcitriol  for  management  of  hypocalcemia.  One 
week  prior  to  admission  the  patient  suffered  a left  first  met- 
atarsal and  a right  pubic  ramus  fracture  after  a fall. 

The  day  of  admission  the  patient  had  a grand  mal  seizure 
ten  minutes  after  completing  routine  hemodialysis.  Bilateral 
displaced  femoral  neck  fractures  (Fig.  1),  bilateral  scapular 
fractures  (Fig.  2),  and  a right  clavicular  fracture  were  found. 
On  admission,  the  serum  calcium  was  7.2  mg/dl  with  a nor- 
mal serum  albumin  and  phosphorus.  An  electroencephalo- 
gram (EEG)  was  consistent  with  a generalized  encephalop- 
athy, but  underlying  seizure  activity  could  not  be  ruled  out. 
Phenytoin  therapy  was  begun,  and  his  calcium  carbonate  and 
calcitriol  doses  were  increased,  with  the  serum  calcium  rising 
to  10.7  mg/dl.  The  patient  underwent  bilateral  Austin  Moore 
hip  prosthesis  placement,  and  at  discharge  he  was  able  to 
walk  independently  with  forearm  crutches. 
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Case  2.  A 41-year-old  white  man  was  found  to  have  hy- 
percalcemia and  renal  failure  requiring  hemodialysis  in  1971. 
Following  resection  of  a right  inferior  parathyroid  gland  ad- 
enoma, his  hypercalcemia  improved.  Hemodialysis  was  dis- 
continued after  several  weeks,  and  his  creatinine  clearance 
stabilized  in  the  range  of  15  to  20  ml/min.  Renal  function 
slowly  worsened  over  the  next  six  years.  Maintenance  he- 
modialysis was  begun  in  1977.  In  1979  his  neck  was  reex- 
plored because  of  hypercalcemia.  Two  and  one  half  hyper- 
plastic parathyroid  glands  were  removed.  Further  problems 
with  hypercalcemia  and  osteodystrophy  necessitated  a third 
neck  exploration  in  1983  with  removal  of  more  parathyroid 
tissue.  Hypocalcemia  became  a problem  thereafter.  Eater  that 
year  he  was  hospitalized  because  of  twitching  of  his  left  arm, 
leg,  and  face.  There  was  also  slurred  speech  and  memory 
loss.  Bone  radiology  demonstrated  diffuse  demineralization. 
Extensive  calcification  of  joints,  lungs,  and  arteries  was  found. 
Head  computed  tomography  (CT),  carotid  Doppler  studies, 
and  nerve  conduction  velocities  were  normal.  An  EEG  sug- 
gested dialysis  dementia.  Nine  days  after  discharge  he  was 
hospitalized  following  a probable  grand  mal  seizure  at  home. 
Medications  included  calcitriol  0.25  p.g  daily,  aluminum  hy- 
droxide gel  15  ml  three  times  daily,  and  calcium  carbonate  2 
gm  four  times  daily.  Physical  examination  was  remarkable 
only  for  mild  weakness  in  his  left  arm  and  leg.  He  was  alert 
and  reflexes  were  normal.  A caieful  mental  status  examina- 


Figure  1.  Case  1.  Anteroposterior  pelvis.  There  are  bilateral  femoral 
neck  fractures  with  varus  angulation  and  cephalad  displacement  of 
the  distal  fragments.  Fracture  of  the  right  pubic  ramus  is  also  present. 
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tion  demonstrated  dementia.  Serum  albumin  was  4.0  gm/dl, 
serum  calcium  7.7  mg/dl.  serum  phosphorus  3.0  mg/dl,  serum 
magnesium  2.3  mEq/L,  and  serum  alkaline  phosphatase  271 
U/L  (normal  30-115).  Dialysis  dementia  was  diagnosed,  based 
on  the  constellation  of  myoclonic  jerks,  dementia,  hesitant 
speech,  and  diffuse,  high  voltage  slow  waves  on  EEG.  Alu- 
minum antacids  were  withdrawn,  and  attention  was  directed 
at  a low'  grade  fever.  An  extensive  evaluation  for  infection 
w'as  unrevealing.  On  the  12th  hospital  day,  when  the  patient 
had  a second  grand  mal  seizure,  phenytoin  therapy  was  be- 
gun. Shoulder  radiographs,  obtained  because  of  bilateral 
shoulder  pain,  showed  bilateral  scapular  fractures  in  addition 
to  demineralization  (Fig.  3).  His  scapular  fractures  were 
treated  with  sling  immobilization  and  range  of  motion  exer- 
cises. He  was  discharged  seven  weeks  later  taking  calcium 
carbonate  12  gm  daily,  phenytoin  200  mg  each  morning  and 
300  mg  each  evening,  calcitriol  3 |xg  daily,  haloperidol  5 mg 
twice  daily,  and  multiple  vitamins.  Over  the  next  two  years 
he  has  improved  remarkably  in  mental  status  and  control  of 
serum  calcium.  Arterial  calcification  necessitated  a left  be- 
low-the-knee  amputation  in  January  1985.  Finally,  hypothy- 
roidism is  being  treated  with  thyroxine.  Both  scapular  frac- 
tures have  healed,  but  shoulder  abduction  is  limited  to  90° 
bilaterally. 

Case  3.  A 48-year-old  white  man  was  admitted  to  NVAMC 
in  May  1985  after  suffering  a left  scapular  fracture  during  a 
grand  mal  seizure  while  undergoing  hemodialysis.  In  1979  he 
acquired  a new  speech  disorder,  most  pronounced  after  di- 
alysis, and  myoclonic  jerks  and  mild  dementia  were  ob- 
served. An  EEG  showed  bursts  of  delta  wave  activity  con- 
sistent with  dialysis  dementia.  Head  CT  showed  a very  small 
subdural  fluid  collection  in  the  left  frontal  area.  A metriza- 
mide  cisternogram  showed  normal  CSF  flow,  and  CSF  ex- 
amination was  normal.  The  patient  developed  a severe  ex- 
pressive aphasia  after  cisternography.  His  aluminum-containing 
phosphate  binders  were  discontinued,  and  over  several  months 
his  speech  markedly  improved,  but  his  EEG  remained  ab- 


Figure 2.  Case  1.  Right  shoulder  (A)  and  left  shoulder  (B).  There  is 
scapulae  (arrows). 


normal.  In  1982  anemia  out  of  proportion  to  his  renal  failure 
was  noted.  Oral  and  parenteral  iron  therapy  was  begun  be- 
cause of  a low  serum  ferritin.  Repeated  efforts  to  locate  an 
occult  bleeding  site  in  the  gastrointestinal  or  urinary  tracts 
were  fruitless. 

The  day  of  admission  the  patient  developed  a left-sided 
tonic-clonic  seizure  just  after  receiving  intravenous  hyperton- 
ic saline  for  muscle  cramps  on  dialysis.  There  was  no  pre- 
vious history  of  seizure  disorder.  The  patient’s  wife  reported 
that  she  held  the  patient  down  by  his  left  shoulder  during  the 
seizure.  On  admission,  the  patient  was  alert  and  oriented. 
Physical  examination  revealed  no  focal  neurologic  deficits.  The 
range  of  motion  of  the  left  shoulder  was  limited  by  pain.  Chest 
and  shoulder  radiographs  showed  fractures  of  the  glenoid 
process  and  body  of  the  left  scapula  (Fig.  4).  There  was  dif- 
fuse osteopenia  but  minimal  radiographic  evidence  of  osteitis 
fibrosa.  The  serum  alkaline  phosphatase  was  normal.  Elec- 
trocardiogram, serum  electrolytes  and  calcium,  and  head  CT 
failed  to  reveal  an  etiology  for  the  seizure,  and  EEG  showed 
no  focal  seizure  activity,  being  essentially  unchanged  from 
previous  examinations.  On  phenytoin  therapy  the  patient  ex- 
perienced no  further  seizures  during  the  hospitalization,  which 
included  three  hemodialyses.  The  scapular  fracture  was  treat- 
ed conservatively  with  rest,  analgesics,  and  gentle  range  of 
motion  exercises.  On  follow-up  examination  one  month  after 
discharge  he  demonstrated  full  range  of  motion  of  the  left 
shoulder. 


Discussion 

Fractures  of  the  scapula  are  usually  the  result 
of  violent,  direct  trauma  (such  as  crush  injuries, 
falls,  motor  vehicle  accidents)  that  also  results  in 
other  injuries  and  fractures.13  Scapular  fractures 
are  unusual,  with  only  52  such  fractures  (all  re- 
lated to  trauma)  reported  in  a f2-year  period  in 
one  multihospital  study.3  Nontraumatic  scapular 


a fracture  of  the  distal  right  clavicle  and  comminuted  fractures  of  both 
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Figure  3.  Case  2.  Right  shoulder  (A)  and  left  shoulder  (B).  Bilateral  scapular  fractures  are  present  (arrows). 


fractures  are  rare,  but  have  been  reported  in  as- 
sociation with  accidental  electrical  shock4  and 
electroconvulsive  therapy  before  the  routine  use 
of  muscle  relaxants.5-6 

Seizures  are  common  among  chronic  dialysis 
patients,  etiology  including  drug  intoxications, 
uremic  encephalopathy,  dysequilibrium  syn- 
drome, dialysis  dementia,  and  other  metabolic 
disturbances  such  as  hypo-  or  hypernatremia, 
hypo-  or  hypercalcemia,  and  hypo-  or  hypermag- 


nesemia.7-8 Renal  osteodystrophy  is  associated 
with  pathologic  bone  fractures.  The  major  forms 
of  bone  pathology  found  in  patients  with  chronic 
renal  failure  include  osteitis  fibrosa  from  hyper- 
parathyroidism, vitamin  D-resistant  osteomala- 
cia, now  thought  related  to  aluminum  accumula- 
tion in  bone,  and  combined  osteitis  fibrosa  and 
osteomalacia.9  While  bone  biopsies  were  not  per- 
formed, the  patient  described  in  case  1 clinically 
had  osteitis  fibrosa,  the  patient  in  case  3 had 
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mainly  osteomalacia,  perhaps  related  to  alumi- 
num intoxication,  and  the  patient  in  case  2 most 
likely  had  mixed  pathology.  Pathologic  fractures 
are  thought  to  be  more  common  in  patients  with 
osteomalacia  than  osteitis  fibrosa.9  In  one  series, 
16  of  23  patients  with  dialysis  encephalopathy  had 
pathologic  bone  fractures,  including  one  patient 
with  a scapular  fracture.10  In  another  report,  1 of 
14  patients  with  aluminum-associated  osteoma- 
lacia had  a scapular  fracture.11  The  relationship 
of  these  fractures  to  any  seizure  activity  was  not 
described.  Fractures  of  the  femoral  neck1213  and 
acetabulum14 15  after  convulsive  seizures  have  been 
reported  in  patients  with  renal  osteodystrophy. 
Only  three  previously  reported  cases  of  scapular 
fractures  resulting  from  seizures  in  patients  with 
chronic  renal  failure  were  found  in  a review  of 
the  literature.1216  Including  the  three  cases  re- 
ported here,  three  of  six  patients  had  bilateral 
scapular  fractures.  Multiple  associated  bone  frac- 
tures occurred  only  in  our  patient  described  in 
case  1. 

Scapular  fractures  should  be  suspected  in  pa- 
tients who  are  reluctant  to  move  their  shoulders 
after  significant,  direct  trauma,  or  after  major 
motor  seizures.  The  patient  typically  holds  his 
arm  adducted  and  protects  the  arm  from  move- 
ment, especially  abduction.  Tenderness,  ecchy- 
moses,  and  hematomas  are  found  overlying  and 
adjacent  to  the  fracture  site,  though  these  signs 
may  not  be  obvious  for  several  days  if  multiple 
injuries  have  occurred.  Radiographs  should  in- 
clude anteroposterior  and  tangential  oblique 
views  (transscapular  views)  of  the  scapula,  as  well 
as  a true  axillary  view  to  evaluate  the  glenoid. 
The  differential  diagnosis  includes  acromioclavi- 
cular disclocations  and  glenohumeral  disloca- 
tions. Convulsive  seizures,  in  fact,  are  reported 
to  be  the  most  common  cause  of  posterior  dislo- 
cations and  fracture-dislocations  of  the  shoul- 


der.17 It  is  interesting  that  none  of  our  patients 
suffered  shoulder  dislocation. 

Conservative  treatment  of  scapular  fractures 
with  cold  packs  during  the  first  48  hours  to  min- 
imize bleeding,  sling  immobilization,  and  early 
active  range  of  motion  is  usually  all  that  is  nec- 
essary. Good  results  after  such  conservative 
treatment  can  be  achieved  even  with  considera- 
ble displacement  of  the  fracture,  unless  the  gle- 
noid process  is  involved.  Some  authors  recom- 
mend that  scapular  fractures  involving  articular 
surfaces  be  treated  with  more  prolonged  immo- 
bilization to  ensure  maximal  return  of  shoulder 
range  of  motion.3  Open  reduction  of  scapular 
fractures  is  rarely  required,1316  but  displaced  gle- 
noid fractures  may  require  internal  fixation  to 
prevent  glenohumeral  instability  and  dislocation. 

czz? 

REFERENCES 

1.  Findlay  RT:  Fractures  of  the  scapula.  Ann  Surg  93:1001-1008,  1931. 

2.  Rowe  CR:  Fractures  of  the  scapula.  Surg  Clin  North  Am  43:1567-1571, 

1963. 

3.  Wilber  MC,  Evans  EB:  Fractures  of  the  scapula.  J Bone  Joint  Surg 
59A:358-362,  1977. 

4.  Tarquinio  T,  Weinstein  ME,  Virgilio  RW:  Bilateral  scapular  fractures 
from  accidental  electric  shock.  J Trauma  19:132-133,  1979. 

5.  Kelly  JP:  Fractures  complicating  electroconvulsive  therapy  and  chronic 
epilepsy.  J Bone  Joint  Surg  36B:70-79,  1954. 

6.  Ramin  JE,  Veit  H:  Fracture  of  scapula  during  electroshock  therapy.  Am 
J Psychiatry  110:153-154,  1953. 

7.  Raskin  NH,  Fishman  RA:  Neurologic  disorders  in  renal  failure.  N Engl 
J Med  294:143-148,  204-210,  1976. 

8.  McKinney  TD:  Neurologic  disorders  in  patients  with  renal  failure.  Ne- 
phrol Nurse  4:19-28,  1982. 

9.  Coburn  JW,  Flenry  DA:  Renal  osteodystrophy.  Adv  Intern  Med  30:387- 
424,  1984. 

10.  Pierides  AM,  Edwards  WG,  Cullum  UX,  et  al:  Hemodialysis  encepha- 
lopathy with  osteomalacic  fractures  and  muscle  weakness.  Kidney  Int  18:115-124, 
1980. 

11.  Hodsman  AB,  Sherrard  DJ,  Wong  EGC,  et  al:  Vitamin  D-resistant  os- 
teomalacia in  hemodialysis  patients  lacking  secondary  hyperparathyroidism.  Ann 
Intern  Med  94:629-637,  1981. 

12.  Peraino  RA,  Weinman  EJ,  Schloeder  FX:  Unusual  fractures  during  con- 
vulsions in  two  patients  with  renal  osteodystrophy.  South  Med  J 70:595-596,  1977. 

13.  Zingraff  J,  Drueke  T,  Roux  J-P,  et  al:  Bilateral  fracture  of  the  femoral 
neck  complicating  uremic  bone  disease  prior  to  chronic  hemodialysis.  Clin  Ne- 
phrol 2:73-75,  1974. 

14.  Berman  AT,  Metzger  PC,  Chinitz  JL:  Central  acetabular  fracture-dislo- 
cation secondary  to  an  epileptic  seizure  in  a chronic  renal  patient.  J Trauma  21:66- 
67,  1981. 

15.  Davies  DR,  Friedman  M:  Complications  after  parathyroidectomy.  J Bone 
Joint  Surg  48B:  1 17-126,  1966. 

16.  Mathews  RE,  Cocke  TB,  D’Ambrosia  RD:  Scapular  fractures  secondary 
to  seizures  in  patients  with  osteodystrophy.  J Bone  Joint  Surg  65A:  850-853,  1983. 

17.  Shaw  JL:  Bilateral  posterior  fracture-dislocation  of  the  shoulder  and  oth- 
er trauma  caused  by  convulsive  seizures.  J Bone  Joint  Surg  53 A:  1437-1440,  1971. 


414  JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Cancer  Quackery: 
A Continuing  Problem 


STEVEN  STOKES,  M.D. 


Introduction 

None  are  so  susceptible  to  fraudulent  claims 
of  cure  as  those  who  are  incurable  or  who  mis- 
takenly believe  they  are  incurable.  Annually 
500,000  people  develop  cancer,  slightly  less  than 
half  of  whom  are  curable  with  surgery,  radiation, 
or  chemotherapy.  The  remainder  are  susceptible 
to  exploitation  generating  a $2  billion-a-year  in- 
dustry. Cancer  quackery  is  big  business! 

We  continue  to  see  the  promotion  of  unprov- 
en treatments  for  cancer  that  are  worthless  at  best 
and  at  worst  hazardous.  If  we  are  to  protect  pa- 
tients it  is  vital  to  understand  why  patients  seek 
unorthodox  treatment,  the  mechanisms  by  which 
the  various  “cures”  are  promoted,  and  tech- 
niques of  identifying  and  combating  fraudulent 
claims. 

It  is  significant  that  the  Food  and  Drug 
Administration  (FDA)  is  a direct  product  of  ef- 
forts by  Congress  to  protect  the  public  from  a 
fake  cancer  treatment.1  In  1910  the  Bureau  of 
Chemistry  attempted  to  prosecute  the  promoter 
of  Dr.  Johnson’s  Mild  Combination  Treatment 
for  Cancer.  Most  believed  that  the  Food  and 
Drug  Act  of  1906  would  eliminate  the  thousands 
of  worthless  “patent  medicines”  that  flooded  the 
market  and  were  a significant  health  hazard,  but 
the  Supreme  Court  ruled  in  favor  of  Johnson, 
stating  that  the  law  did  not  prohibit  false  “ther- 
apeutic” claims,  but  only  false  “statements”  about 
the  identity  or  composition  of  drugs. 

President  Taft  immediately  called  upon  Con- 
gress to  close  this  gap  in  the  law.  His  address  to 
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Congress,  in  1911,  continues  to  be  applicable 
today2: 

There  are  none  so  credulous  as  sufferers  from  disease. 
The  need  is  urgent  for  legislation  which  will  protect 
the  raising  of  false  hopes  of  speedy  cures  of  serious 
ailments  by  misstatement  of  facts  as  to  worthless  mix- 
tures on  which  the  sick  will  rely  while  their  disease 
progresses  unchecked. 

Congress  responded  by  making  it  a crime  to 
label  drugs  with  false  and  fraudulent  claims  of 
therapeutic  effectiveness,  but  the  words  “and 
fraudulent”  made  it  almost  impossible  to  prose- 
cute, as  it  was  necessary  to  prove  the  defendent 
intended  to  swindle  the  purchaser.  Not  until  1938 
was  this  loophole  closed  by  the  passage  of  a law 
eliminating  the  need  to  prove  intent  (fraud)  and 
requiring  proof  of  safety  before  a new  drug  could 
be  marketed.  In  1962  even  stronger  controls  were 
instituted,  requiring  proof  of  effectiveness.  This 
resulted  in  the  removal  of  7,000  prescription  drugs 
from  the  market.  Most  importantly,  the  law  re- 
quired drug  sponsors  to  prove  the  merits  of  their 
products  rather  than  the  government  proving  in 
court  that  a drug  was  misrepresented. 

Enforcement  of  these  laws,  however,  has  been 
difficult  due  to  the  sheer  volume  of  fraudulent 
remedies.  The  following  brief  review  of  the  more 
recent  notorious  “cancer  cures”  serves  to  illus- 
trate the  difficulty  in  protecting  the  public  from 
themselves. 

The  Koch  Treatment — Distilled  Water 

The  great  swindle  of  the  1940s  was  promoted 
by  William  F.  Koch,  M.D.,  of  Detroit,  who  op- 
erated under  the  aegis  of  the  “Christian  Medical 
Research  League.”2  Chemical  analysis  showed 
Koch's  treatment  to  be  distilled  water  of  extraor- 
dinary purity.  In  rebuttal,  Koch  claimed  it  con- 
tained the  chemical  glyoxylide,  1 part  per  trillion 
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parts  of  water.  There  was  no  evidence  that 
glyoxylid  had  any  therapeutic  effect  on  cancer 
at  any  concentration,  especially  at  undetectable 
quantities,  but  thousands  of  patients  paid  $300 
per  injection.  In  1943,  and  again  in  1946,  prose- 
cution of  Koch  resulted  in  a mistrial.  In  1948  he 
retired  to  Brazil,  but  his  “treatment”  continued 
to  be  marketed  in  Mexico. 

Harry  Hoxsey’s  Herbal  Tonic 

The  hoax  of  the  1950s  was  the  “Hoxsey  Treat- 
ment.” Dr.  Hoxsey,  who  discribed  himself  as  a 
Doctor  of  Naturopathy  (N.D.),  had  been  a coal 
miner  and  taxi  driver  before  turning  to  cancer 
therapy.3  Hoxsey  attributed  his  1840  formula  to 
his  great-grandfather,  whose  horse  was  said  to 
have  recovered  from  a cancer  of  the  leg  by  graz- 
ing on  various  weeds  in  the  pasture.  His  grand- 
father had  followed  the  horse  around  the  pasture 
identifying  the  various  curative  herbs.  This  secret 
potion  had  then  been  transmitted  across  genera- 
tions from  father  to  son.  There  was  a “pink  med- 
icine” containing  lactated  pepsin  and  potassium 
iodide,  and  a “black  medicine”  containing  the 
common  laxative  cascara. 

Despite  being  prosecuted  in  several  states  for 
practicing  medicine  without  a license,  he  was  fi- 
nally able  to  set  up  a “clinic”  in  Dallas,  under 
the  protection  of  the  federal  court  judge,  whose 
wife  had  been  a patient  of  Hoxsey  prior  to  her 
death  from  cancer. 

The  Hoxsey  clinic  offered  a package  deal,  in- 
cluding diagnosis  of  cancer  based  upon  physical 
examination,  routine  blood  and  urine  tests,  fol- 
lowed by  a lifetime  supply  of  the  two  medicines 
at  a cost  of  $400.  At  the  peak  of  business  over 
10,000  people  were  under  treatment. 

In  preparing  for  litigation,  FDA  inspectors  in- 
vestigated 400  patient  cases  submitted  by  Hoxsey 
as  having  been  cured  of  cancer.  The  results  found 
a typical  pattern1:  patients  had  diagnosed  them- 
selves as  having  cancer;  patients  had  been  treat- 
ed for  cancer  by  traditional  methods,  but  had 
gone  to  the  Hoxsey  clinic  fearing  cancer  was  still 
present;  patients  with  cancer  who  received  the 
Hoxsey  treatment  subsequently  died  (the  major- 
ity). No  case  of  a bona  fide  cure  was  found. 

Hoxsey  retaliated  with  publicity  and  congres- 
sional pressure.  Writers  and  editors  of  religious 
periodicals  were  paid  to  publish  pro-Hoxsey  ar- 
ticles. A “crusade  of  prayer”  launched  a “write 
to  Congress”  campaign  vilifying  the  FDA. 

416 


Finally,  in  1960,  after  ten  years  of  litigation 
involving  three  spectacular  trials,  a federal  court 
injunction  stopped  the  sale  of  the  Hoxsey  treat- 
ment in  the  United  States.  At  the  conclusion  of 
the  case,  the  FDA  estimated  that  cancer  patients 
had  spent  over  $50  million  for  the  drugs.2  The 
“Hoxsey  clinic”  continues  to  prosper  in  Mexico. 

Krebiozen — Mineral  Oil  Injections 

While  the  FDA  was  battling  the  Hoxsey  treat- 
ment, another  cancer  drug  appeared.1  Krebiozen 
was  reportedly  isolated  from  the  serum  of  horses 
inoculated  with  a mold  that  causes  lumpy  jaw. 

Unlike  Hoxsey’s  folksy  herbal  remedy,  kre- 
biozen had  an  aura  of  scientific  respectability.  It 
was  sponsored  by  Dr.  Andrew  Ivy,  an  immunol- 
ogist at  the  University  of  Illinois,  who  had  joined 
with  the  discoverers,  Stephen  and  Marco  Durov- 
ic,  Yogoslav  immigrants.  Despite  the  indignation 
of  the  scientific  community  following  his  en- 
dorsement of  the  drug  at  a press  conference,  Ivy’s 
prestige  gained  krebiozen  widespread  credibility 
among  cancer  patients. 

Thousands  of  physicians  prescribed  it  as  an  in- 
vestigational drug  at  $9  per  ampul.  In  1963,  a 
team  of  FDA  chemists  succeeded  in  analyzing  a 
sample  that  was  submitted  by  the  sponsors  as  the 
active  ingredient.  They  identified  an  amino  acid, 
which  is  present  in  all  animal  tissue  and  which  is 
without  value  in  cancer  therapy.  Additional  anal- 
ysis of  the  ampuls  marketed  for  injection  showed 
only  mineral  oil. 

A federal  grand  jury  indicted  Ivy,  the  Durov- 
ics  and  their  Krebiozen  Research  Foundation.  In 
1966,  after  a nine-month  trial,  all  defendents  were 
found  not  guilty.  Subsequent  investigation  of  jury 
tampering  led  to  a six-month  prison  term  for  one 
of  the  jurors.  Two  months  later  there  began  a 
series  of  demonstrations  and  “sit-ins”  by  kre- 
biozen supporters,  blocking  access  to  the  FDA 
commissioner’s  office.  Eleven  U.S.  senators,  in 
response  to  demands  by  krebiozen  advocates, 
called  for  a clinical  evaluation  as  to  the  efficacy 
of  the  drug,  this  in  spite  of  a lack  of  any  scientific 
evidence  as  to  the  effectiveness  or  safety  of  kre- 
biozen, and  despite  the  fact  that  the  ampuls  con- 
tained only  mineral  oil.  In  response  to  this  pres- 
sure, a National  Cancer  Institute  committee  of 
24  leading  cancer  experts  reviewed  504  case  his- 
tories provided  by  Ivy.  It  determined,  unani- 
mously, that  krebiozen  was  ineffective  and  rec- 
ommended against  its  clinical  testing. 

The  krebiozen  boom  subsequently  collapsed. 
Stephen  Durovic  relocated  to  Switzerland,  where 
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he  had  established  bank  accounts.  Although 
barred  from  interstate  distribution,  Ivy  contin- 
ued to  dispense  krebiozen  from  his  office  until 
his  retirement. 

Laetrile 

Laetrile  was  initially  concocted  in  1920  by  a 
physician.  Dr.  Ernest  T.  Krebs,  Sr.,  in  an  effort 
to  improve  the  flavor  of  bootleg  whiskey.4  It  con- 
tained significant  amounts  of  cyanide  and  Krebs 
considered  it  too  hazardous  for  human  consump- 
tion. 

Krebs  had  previously  gained  notoriety  during 
the  influenza  epidemic  of  1918  by  marketing  an 
herbal  tonic  called  “Syrup  Leptinol,”  which  re- 
portedly protected  the  little  known  tribe  of 
Washoe  Indians  from  the  ravages  of  the  “flu.” 
Following  two  government  seizures,  the  tonic  was 
renamed  “Syrup  Balsa-Me-A”  and  its  claims  of 
efficacy  were  limited  to  bronchitis  and  croup. 

Laetrile  was  resurrected  in  the  early  1950s,  re- 
portedly in  a purified  form,  by  Ernest  Krebs,  Jr. 
The  younger  Krebs  theorized  that  cancer  cells 
uniquely  contain  an  enzyme  that  releases  cyanide 
from  laetrile.  The  cyanide,  in  turn,  kills  the  tu- 
mor cells.  Normal  cells  are  low  in  this  enzyme, 
but  rich  in  a protective  enzyme  that  prevents  the 
harmful  effects  of  cyanide.  This  was  an  interest- 
ing theory,  but  completely  without  any  scientific 
basis.  In  1953,  the  Cancer  Commission  of  the 
California  Medical  Association  concluded  that 
laetrile  was  of  no  value  in  cancer  treatment  after 
finding  that  43  of  44  patients  treated  with  laetrile 
were  dead  or  had  progressive,  unresponsive  dis- 
ease. 

Undeterred,  Krebs  and  his  son  established  the 
“John  Beard  Memorial  Foundation”  to  market 
laetrile.  In  1962,  the  Krebs  were  charged  with 
interstate  shipment  of  another  new  drug,  “vita- 
min B15,”  a purported  heart  stimulant,  for  im- 
proving the  performance  of  race  horses.  The 
Krebs  pleaded  guilty  and  paid  fines  totaling 
$3,755,  and  were  placed  on  three  years  proba- 
tion (FDA  Notices  of  Judgment,  no  7062). 

However,  the  real  promotion  of  laetrile  was 
now  assumed  by  Andrew  Robert  McNaughton, 
an  international  adventurer  and  entrepreneur.  In 
1961,  he  founded  Bioenzymes  International,  Ltd., 
which  engaged  in  the  large-scale  manufacturing 
of  laetrile.2  Laetrile  quickly  became  available  in 
Canada  and  Mexico,  and  shortly  thereafter,  a 
promotional  paperback  book,  “Laetrile-Control  for 
Cancer,”  appeared  in  newsstands  and  book  and 
health  food  stores  nationwide.  Whereas  false  ad- 


vertising is  subject  to  prosecution  under  federal  law, 
the  publicizing  of  unproven  treatments  in  the  me- 
dia is  protected  by  the  First  Amendment. 

Although  available  outside  the  United  States, 
laetrile  did  not  come  to  the  forefront  until  the  ear- 
ly 1970s.  In  the  1950s  and  1960s,  the  public  had 
great  confidence  in  their  political  institutions,  the 
medical  profession,  and  the  scientific  solution  to 
problems,  but  with  the  social  upheaval  following 
Watergate  and  the  Vietnam  conflict,  antiestablish- 
ment and  antiscientific  attitudes  swept  the  nation. 
Astrology,  faith  healing,  herbal  medicine,  vitamin 
cures,  and  other  anti-intellectual  movements 
reached  new  heights  of  popularity.  In  this  climate, 
people  committed  themselves,  almost  as  an  act  of 
faith,  to  the  new  “cults.”  Krebs  Jr.  defined  the  lae- 
trile controversy  as  a “moral  issue,”  and  pro- 
claimed, “we're  on  God’s  side.” 

After  two  decades  of  unsuccessful  attempts  to 
have  laetrile  approved  as  a drug,  Krebs  Jr.,  by  a 
brilliant  stroke,  completely  reversed  his  prior  po- 
sition and  claimed  that  laetrile,  the  drug,  was  in 
fact,  laetrile,  the  vitamin.  The  new  theory  was 
that  laetrile  “vitamin  B17”  was  the  missing  vita- 
min needed  to  prevent  and  treat  cancer.  By  this 
ruse,  laetrile,  the  vitamin,  would  be  exempt  from 
the  stringent  drug  laws  enforced  by  the  FDA. 

Although  the  vitamin  ploy  did  not  convince 
laetrile's  opponents  of  its  efficacy,  it  did  ally  it 
with  the  “health  food”  and  megavitamin  forces. 
Laetrile  advocates  now  promoted  “vitamin  B17” 
as  part  of  a “holistic”  approach  that  included 
large  doses  of  vitamin  C,  enzymes,  rest,  diet,  and 
exercise.  Rather  than  assert  that  laetrile  had  some 
limited  application  against  certain  cancers,  the 
standard  position  was  that  it  was  effective  in 
treating  and  preventing  all  cancers.  Americans  are 
enamored  with  the  vitamins,  and  once  laetrile  was 
accepted  as  such,  they  were  sympathetic  to  its 
sale  and  use. 

It  was  at  this  point  that  the  propaganda  and 
political  machinery  of  the  John  Birch  Society  en- 
tered the  fray.5  John  Richardson,  an  ultra-right 
wing  physician,  was  arrested  in  1972  for  operat- 
ing a California  cancer  clinic  that  utilized  lae- 
trile, among  other  questionable  treatments.  The 
Birchers  adopted  the  Richardson  case  as  their 
cause  celebre,  arguing  that  a government  agency 
had  prevented  a legitimate  physician  from  exer- 
cising his  independent  judgment,  and  deprived  his 
patients  of  exercising  their  right  to  select  their 
own  treatment.  This  “medical  freedom  of  choice” 
argument  was  attractive  to  ultraconservatives,  and 
the  laetrile  message  was  spread  throughout  the 
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society’s  chapters  nationwide.  The  Committee  for 
Freedom  in  Cancer  Therapy,  founded  by  Birch 
members,  found  the  media  receptive  to  their 
message,  and  were  successful  in  having  their  po- 
sition presented  in  magazines,  newspapers,  and 
especially  television  talk  shows.  This  publicity 
drive  transformed  the  laetrile  movement  from  a 
regional  to  a national  and  international  phenom- 
enon by  the  mid-1970s. 

More  ominously,  this  ultraconservative  move- 
ment spear-headed  a political  drive  to  legalize 
laetrile  usage  within  the  states  (successful  in  21), 
and  to  introduce  in  Congress  a “medical  freedom 
of  choice  bill.”  Although  never  passed,  at  one 
time  it  had  100  congressmen  as  cosponsors. 

The  laetrile  threat  went  infinitely  beyond  lae- 
trile itself.  Its  proponents  literally  attempted  to 
undo  the  nation’s  adherance  to  the  scientific 
method  in  medicine.  Had  the  medical  freedom 
of  choice  bill  passed,  the  Federal  Food,  Drug  and 
Cosmetic  Act,  and  with  it  consumer  protection, 
would  have  been  nullified.  This  act,  which  has 
evolved  over  80  years,  requires  proof  of  safety 
and  effectiveness  in  animals,  and  then  in  experi- 
mental human  trials.  The  medical  freedom  of 
choice  bill  would  have  eliminated  this  entire  pro- 
cedure, legalizing  any  substance  a doctor  chose 
to  prescribe  and  which  a patient  agreed  to  take. 

Certainly,  in  retrospect,  the  meager  and  tardy 
response  of  the  medical  profession  to  the  laetrile 
challenge  explains  part  of  its  success.  The  FDA 
had  no  ally  and  was  simply  manhandled.  Physi- 
cians have  always  served  as  patient  advocates,  and 
as  medicine  becomes  progressively  complex,  the 
need  for  their  participation  and  leadership  in 
confrontations  with  unscientific,  unsafe,  and 
worthless  medical  practices  will  become  ever 
greater. 

Immunoaugmentative  Therapy 

Recent  studies  from  the  National  Cancer  In- 
stitute are  noting  promising  results  with  immu- 
notherapy, utilizing  a patient’s  activated  killer 
white  blood  cells  in  the  treatment  of  metastatic 
cancer.  There  has  been  widespread  media  atten- 
tion to  these  reports  and  I anticipate  the  next  na- 
tional scam  will  attempt  to  capitalize  on  this  me- 
dia exposure. 

Immunoaugmentative  therapy  (IAT)  is  an  un- 
proven treatment  recently  promoted  by  a zoolo- 
gist, Dr.  Lawrence  Burton.6  Burton  established 
his  clinic  in  Freeport,  Bahamas,  after  failure  to 
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receive  approval  in  the  United  States  by  the 
FDA.  This  therapy  is  based  on  the  premise  that 
a cancer  patient’s  immune  system  can  be  aug- 
mented by  the  intramuscular  injection  of  specific 
immune  protein  fractions.  These  fractions  are 
derived  from  necrotic  tumor,  and  the  pooled 
blood  of  cancer  patients  and  healthy  volunteers. 

Patients  undergoing  treatment  at  the  Immu- 
nology Research  Center  receive  daily  injections 
for  four  to  six  weeks,  after  which  they  return 
home  with  a supply  of  serum.  One  cycle  of  ther- 
apy costs  approximately  $10,000,  and  patients  are 
assisted  in  filing  claims  for  third  party  reimburse- 
ment. 

In  1978  representatives  of  the  Pan-American 
Health  Organization  visited  the  Immunology  Re- 
search Center  at  the  request  of  the  Bahamian 
government.  The  panel  found  no  rationale  or 
consistent  treatment  effects  for  the  therapy,  and 
recommended  immediate  closure  of  the  facility. 

Despite  this  report,  the  clinic  remained  open, 
and  by  1985  had  treated  over  3,000  people.  In 
addition,  Florida  and  Oklahoma,  in  1981,  legal- 
ized the  prescription  and  administration  of  IAT 
by  licensed  physicians  without  confirmation  of  its 
efficacy  or  safety.  Supporters  of  Burton  and  IAT 
have  repeatedly  attempted  to  exempt  “blood 
fractions”  from  the  Federal  Food,  Drug  and 
Cosmetic  Act,  fortunately  without  success. 

In  1984  the  National  Cancer  Institute  obtained 
samples  of  serum  submitted  by  the  family  of  a 
deceased  IAT  patient  for  analysis.  The  treatment 
material  was  dilute  protein,  primarily  albumin, 
which  has  no  known  therapeutic  effect  in  cancer. 
Material  obtained  from  five  additional  patients 
was  uniformity  contaminated  with  bacteria  and 
hepatitis  B virus.  The  Centers  for  Disease  Con- 
trol (CDC)  in  Atlanta  has  documented  two  cases 
of  hepatitis  related  to  IAT.  On  being  informed 
of  these  problems  in  the  purity  of  his  treatment 
materials,  Burton  failed  to  respond. 

In  May  1985,  laboratories  in  Washington  tested 
18  samples  of  IAT  treatment  reagents.  All  con- 
tained hepatitis  B virus,  and  50%  contained  an- 
tibodies to  the  HTLV-III  virus,  thought  to  cause 
the  acquired  immune  deficiency  syndrome 
(AIDS).  The  CDC  was  subsequently  able  to  grow 
the  virus  from  one  of  the  samples. 

When  informed  of  these  new  ominous  find- 
ings, the  Bahamian  Ministry  of  Health  deter- 
mined Burton’s  clinic  represented  a serious  haz- 
ard to  the  public  health.  At  that  time,  the  clinic 
was  treating  350  new  patients  annually,  exposing 
them  needlessly  to  hepatitis,  AIDS,  and  serious 
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bacterial  infections.  On  July  17,  1985,  the  clinic 
was  closed;  Burton,  however,  is  reportedly  in 
Mexico,  arranging  for  establishment  of  his  new 
facility. 

David  Fisher,  M.D.,  chairman  of  the  Public  Is- 
sues Committee  of  the  American  Society  of  Clini- 
cal Oncologists,  recently  estimated  that  75,000 
Americans  are  being  “fleeced”  of  more  than  $2 
billion  a year — twice  the  NCI  budget.7  Two  key 
laetrile  promoters,  convicted  of  conspiracy  to 
smuggle  laetrile  into  the  United  States,  were  mere- 
ly fined  $10,000  and  $20,000,  respectively,  despite 
court  records  showing  that  one  had  banked  as  profit 
$2.5  million  and  the  other  $1.2  million.  With  such 
large  potential  profits  there  is  no  doubt  we  will 
continue  to  encounter  unscrupulous  promoters  of 
worthless  cures.  The  issue,  therefore,  is  not  wheth- 
er you  will  be  confronted  with  quackery,  but  how 
to  recognize  and  fight  it. 

Discussion 

This  review  of  cancer  quackery  over  the  last 
30  years  demonstrates  that  although  enforcement 
provisions  of  the  law  are  available,  the  laws  are 
difficult  to  enforce;  the  mechanisms  move  too 
slowly  for  effective  protection  of  the  public.  In 
the  current  political  climate,  with  the  Reagan 
administration’s  emphasis  on  less  governmental 
intervention,  it  is  doubtful  that  more  stringent 
guidelines  will  be  adopted. 

Analysis  of  the  promotional  methods  em- 
ployed for  ineffective  remedies  reveals  common 
characteristics.  Educating  the  public  as  to  these 
characteristics,  so  that  they  can  identify  for 
themselves  a “new”  cancer  remedy  as  being  in- 
effective, is  one  potential  method  of  fighting 
quackery.8 

Is  the  treatment  based  on  an  unproven  theory? 
Promoters  of  ineffective  remedies  explain  their 
treatment’s  purported  mechanism  of  action  by  the 
use  of  scientific  sounding  jargon.  The  public 
should  ascertain  whether  or  not  this  theory  has 
been  published  in  a reputable  scientific  journal. 
A theory  is  speculation  until  confirmed  by  exper- 
imentation. Publication  in  a scientific  journal  re- 
quires review  by  a panel  of  cancer  experts  with 
experience  and  training  in  evaluating  the  claim 
of  a treatment’s  efficacy. 

Are  claims  published  exclusively  in  the  mass 
media?  Unlike  scientific  journals,  the  popular 
media  require  no  scientific  validation  of  claims 
before  publication.  Many  people  erroneously  be- 


lieve that  claims  for  health  products  must  be  true 
or  else  they  would  not  be  allowed  in  the  media. 
The  FDA  can  act  only  against  misleading  drug 
labels,  not  against  incorrect  statements  or  distor- 
tions of  fact,  which  are  protected  under  the  First 
Amendment. 

In  order  to  sell  their  product,  purveyors  of  in- 
effective remedies  mount  a “crusade”  in  news- 
papers, paperback  books,  radio,  magazines,  and 
television  talk  shows.  The  TV  talk  shows  are  in- 
famous as  electronic  soapboxes  for  mystical  med- 
icine men.  When  medical  scientists  challenge  the 
show  host,  he  replies  with  justification  that  our 
free  society  guarantees  a hearing  to  everyone, 
especially  the  challenger  of  established  ideas.  The 
likely  reason,  however,  is  that  people  with  bi- 
zarre medical  theories  are  colorful  and  entertain- 
ing, and  help  sell  the  sponsor’s  products. 

The  public  should  understand  that  a media 
crusade  based  on  anecdotes  and  testimonials  is 
necessary  because  the  purported  cancer  cure 
doesn’t  work.  If  it  worked,  the  treatment  would 
be  universally  accepted  and  the  disease  eliminat- 
ed. 

Is  there  a purported  need  for  special  nutritional 
support?  Food  has  always  played  a role  in  folk 
medicine.  With  greater  understanding  of  nutri- 
tional requirements,  the  association  of  good  nu- 
trition with  health,  and  poor  nutrition  with  spe- 
cific diseases,  the  way  was  paved  for  exploitation. 
People  are  vulnerable  because  there  is  wide- 
spread belief  that  the  food  industry  has  overpu- 
rified processed  foods,  removing  key  nutritional 
elements.  Thus,  certain  “health  stores”  promote 
specific  diets  as  therapeutic  for  cancer,  and  mar- 
ket the  foods,  juices,  atomizers,  and  crushers 
necessary  to  prepare  the  diet.  Against  this  back- 
ground, it  is  not  surprising  that  most  remedies 
call  for  special  nutritional  supplementation, 
thereby  gaining  the  lobbying  support  of  the  health 
food  industry. 

Is  there  a claim  for  harmless,  nontoxic  treat- 
ment? All  purported,  unproven  cancer  remedies 
are  promoted  as  “harmless.”  The  toxicities  of 
standard  cancer  therapy  are  widely  known  and 
have  been  dramatically  exploited.  The  ingestion 
of  laetrile,  however,  which  is  contaminated  with 
variable  amounts  of  cyanide,  is  not  without  po- 
tential toxicity.  Since  the  majority  of  laetrile  was 
taken  without  medical  supervision,  or  in  primi- 
tive Mexican  clinics,  there  will  never  be  any 
method  of  measuring  the  toxicity  and  possible 
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mortality  that  resulted.  It  is  significant,  however, 
that  Dr.  Contreras,  who  at  one  time  operated  the 
largest  laetrile  clinic  in  Tijuana,  reported  that  9% 
of  his  patients  died  within  three  weeks  of  their 
initial  laetrile  dose.  He  ascribed  this  impressive 
death  rate  to  advanced  underlying  disease. 

As  previously  mentioned,  analysis  of  the 
treatment  materials  utilized  for  IAT  demonstrat- 
ed substantial  contamination  with  both  hepatitis 
and  HTLV-III  virus.6  Therefore,  these  alterna- 
tive therapies  are  not  harmless,  as  claimed,  but 
may,  in  fact,  result  in  significant  life-threatening 
illnesses. 

Are  the  major  proponents  recognized  experts 
in  cancer  treatment?  Any  person  can  claim  exper- 
tise in  any  field,  but  a bona  fide  expert  will  have 
credentials  documenting  his  training  and  experi- 
ence in  the  field  of  cancer  research  and  treat- 
ment. In  the  field  of  cancer  quackery,  the  pro- 
moter is  a salesman.  It  is  rare  to  find  a promoter 
with  any  credentials  even  remotely  suggesting 
training  or  experience  in  the  field  of  cancer  re- 
search and  treatment.  They  may  falsely  assume 
the  title  “Doctor”  and  display  a variety  of  framed 
degrees,  such  as  N.D.  (Doctor  of  Naturopathy), 
Ph.N.  (Philosopher  of  Naturopathy),  or  Ms.D. 
(Doctor  of  Metaphysics). 

Despite  claims  of  efficacy,  do  proponents  fail 
to  provide  results  of  their  treatment  supporting 
these  claims?  No  one  can  predict  accurately  the 
survival  time  of  an  individual  patient,  but  only 
how  a group  of  patients  with  comparable  dis- 
ease, previously  treated  in  a similar  fashion,  have 
done.  To  verify  that  a specific  treatment  is  of 
value,  it  is  compared  to  a control  group  of  pa- 
tients not  receiving  the  treatment.  The  purveyors 
of  unproven  remedies  invariably  fail  to  perform 
this  necessary  component  of  testing  their  treat- 
ments. 

In  the  1950s,  Hoxsey  claimed  he  was  “too  busy 
to  spare  the  time,  personnel  and  facilities  for 
study.”  Today’s  laetrile  physician  states,  “We 
have  neither  the  time  nor  personnel  to  be  a re- 
search institute.  We  are  too  busy  treating  pa- 
tients.” Such  promoters,  however,  claim  excel- 
lent anti-cancer  results  and  have  been  shown  in 
court  actions  to  have  collected  millions  of  dollars 
on  the  basis  of  these  claims.  Surely,  if  they  lack 
the  time,  then  they  have  the  funds  to  hire  re- 
search personnel  to  test  their  remedies. 
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Is  the  method  of  drug  preparation  secret  and 
available  only  from  them?  If  the  promoter  were 
truly  interested  in  curing  cancer,  then  he  would 
make  his  therapy  available  to  everyone.  Instead, 
the  career  quack  insists  that  only  he  can  admin- 
ister the  medication,  keeping  precise  details  of 
the  preparation  secret. 

Are  there  accusations  of  persecution  by  the 
medical  “ establishment ”?  A universal  theme  of 
all  promoters  is  the  charge  that  the  scientific, 
medical,  and  pharmaceutical  “establishment”  are 
in  a “conspiracy”  to  prevent  a cure  for  cancer. 
They  argue  that  doctors  and  drug  companies 
make  money  treating  cancer  patients  with  worth- 
less cancer  drugs.  They  insist  that  the  medical  es- 
tablishment resists  finding  a cure  for  cancer  be- 
cause it  would  end  this  lucrative  monopoly. 
However,  common  sense  should  reveal  how  ri- 
diculous these  allegations  are: 

Other  diseases  have  been  “profitable,”  but  that  didn’t 
stop  medical  scientists  from  developing  a polio  vac- 
cine, insulin  for  diabetes,  or  penicillin  for  infections. 

Doctors  and  their  families  get  cancer;  why  would  they 
deny  themselves  or  their  loved  ones  the  chance  of  cure? 

For  an  American  “conspiracy”  to  work,  the  rest  of  the 
world  must  cooperate.  How  does  this  charge  account 
for  countries  where  there  is  no  private  enterprise  and 
no  profit  motive  (i.e.,  Russia)  having  rejected  as 
worthless  these  purported  cures? 

Is  there  a demand  for  legislative  action  to  allow 
“freedom  of  choice’’?  Since  “freedom”  is  a word 
dear  to  all  Americans,  they  argue  that  freedom 
to  buy  whatever  remedies  a cancer  patient  wish- 
es is  a basic  constitutional  right.  The  Federal 
Food,  Drug  and  Cosmetic  Act  evolved  to  protect 
desperate  people  from  unscrupulous  purveyors  of 
worthless  remedies.  While  American  law  does 
protect  freedom  of  informed  choice,  it  does  not, 
and  should  not,  protect  the  freedom  to  sell  snake 
oil.  Caveat  emptor,  “let  the  buyer  beware,”  has 
no  place  in  the  medical  marketplace  when  hu- 
man life  is  at  stake. 

In  looking  at  why  a patient  selects  quack 
methods  of  therapy,  either  in  place  of  or  in  ad- 
dition to  conventional  therapy,  one  finds  a com- 
plex interplay  of  failures  on  the  part  of  the  indi- 
vidual and  the  medical  profession.5  The  current 
public  attitude  toward  cancer  is  nothing  short  of 
panic.  The  extraordinary  fear  of  “the  big  C”  has 
created  a fertile  soil  for  quackery.  People  faced 
with  panic  are  seldom  calmed  with  reasoned  sci- 
entific approaches.  Even  if  they  realize  that  a 
treatment  is  illogical,  they  are  enormously 
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tempted  to  indulge  in  magical  thinking,  seizing 
upon  a simplistic,  perhaps  mysterious,  solution. 
In  such  a crisis,  the  bond  of  trust  developed  over 
the  years  of  association  between  a patient  and 
his  family  physician  is  critical.  By  reinforcing  re- 
alistic options  for  effective  treatment,  the  family 
physician  can,  for  the  incurable  patient,  prevent 
the  wasting  of  finances  on  false  hope.  More  im- 
portantly, he  can  prevent  the  curable  patient  from 
forefeiting  his  life  because  ineffective  treatment 
was  chosen. 

Providing  sound  recommendations  for  treat- 
ment is  the  easiest  task  performed  by  the  physi- 
cian of  a cancer  patient.  The  more  difficult  role 
is  providing  emotional  support.  Our  inability  to 
cure  all  cancer  has  produced  a profound  sense  of 
frustration  within  the  medical  profession.  With 
the  advent  of  the  modern  antibiotic  era,  the  em- 
phasis in  medicine  moved  from  palliation  to 
eradication  of  disease.  Physicians  have  become 
progressively  aggressive  and  positive  in  the  man- 
agement of  other  patients,  and  to  protect  them- 
selves from  a sense  of  hopelessness,  there  is  a 
tendency  to  withdraw  from  the  patient  with  in- 
curable cancer. 

It  is  important  for  a physician  to  keep  cancer 
in  perspective.  Diabetes,  rheumatoid  arthritis, 
and  atherosclerotic  heart  disease  are  all  exam- 
ples of  incurable  conditions,  but  that  is  not  to  say 
they  are  not  treatable.  Appropriate  medication 


for  these  diseases  is  of  value  in  relieving  their 
associated  symptoms,  allowing  patients  to  live 
productive,  comfortable  lives. 

The  same  is  true  with  cancer  patients.  The  pa- 
tient may  be  incurable,  but  the  success  of 
chiropractic9  demonstrates  the  importance  of  the 
“never  quit”  attitude.  Patients  need  to  be  as- 
sured that  “something”  is  being  done,  if  not  for 
cure,  then  at  least  for  palliation  to  ensure  their 
comfort  to  the  end. 

Unfortunately,  until  all  forms  of  cancer  are 
cured,  there  will  continue  to  be  cancer  quackery. 
This  or  any  other  article  will  not  prevent  it.  An 
informed  public,  however,  supported  by  an  ag- 
gressive federal  government  and  medical  profes- 
sion, can  effectively  resist  it.  CZZP 
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Special  Item 


Christian  Action  Council 

MIDDLE  TENNESSEE  CHAPTER 
P.O.  Box  972 
Brentwood,  TN  37027 

March  21,  1986 

Dear  Dr.  Crook : 

The  Christian  Action  Council  recently  conducted  a telephone  survey  of  OB/GYN  offices  in  the 
Nashville  area.  In  this  survey,  your  office  receptionist  was  asked  the  following  questions: 

1)  Does  Dr.  — - perform  abortions? 

2)  Does  Dr.  — refer  for  abortions?  To  whom? 

Our  survey  indicates  that  your  office  receptionist  stated  that  you  do  indeed  perform  abortions.  We 
intend  to  publish  the  results  of  our  survey  and  want  to  make  certain  the  results  are  accurate.  If  the 
information  above  does  not  accurately  represent  your  present  policy,  please  notify  us  by  April  11,,  ( 
1986. 

Assuming  our  results  are  accurate,  in  the  name  of  Jesus  Christ,  we  appeal  to  you  to  cease  this 
practice  and  honor  the  oath  you  took  to  protect  life — not  destroy  it.  We  ask  you  to  join  with  other 
doctors  in  refusing  to  do  abortions  or  refer  for  abortions.  Your  patients  who  find  themselves  in  crisis 
pregnancies  could  instead  be  referred  for  counseling  on  abortion  alternatives  and  for  help  from  people 
who  care  about  these  patients. 

We  intend  to  publish  the  results  of  our  survey  and  want  to  make  certain  the  results  are  accurate. 

If  the  information  above  does  not  accurately  represent  your  present  policy  or  if  you  intend  to  change 
your  policy  in  this  matter  of  life  and  death,  please  notify  us  by  April  11,  1986.  The  readers  of  our 
monthly  newsletter  (which  goes  out  to  over  9,000  people  in  this  area)  will  be  waiting  to  hear  from 
you. 

Sincerely, 

Bill  Baumgartner 

President 


Proverbs  24:11-12 


(Proverbs  24:11-12  says  “If  thou  forbear  to  deliver  them  that  are  drawn  unto  death,  and  those  that  are  ready  to  be  slain;  if  thou 
sayest,  Behold,  we  knew  it  not;  doth  not  he  that  pondereth  the  heart  consider  it?  And  he  that  keepeth  thy  soul,  doth  not  he  know 
it?  And  shall  not  he  render  to  every  man  according  to  his  works?" — Ed) 
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ANGUS  M.  G.  CROOK,  M.D. 

2222  STATE  STREET 
NASHVILLE,  TENNESSEE  37203 

March  28,  1986 


Dear  Mr.  Baumgartner: 

Having  read  your  form  letter  categorizing  my  position  on  abortion,  and  as  the  current  president  of 
the  Nashville  Obstetrical  and  Gynecological  Society,  I feel  it  appropriate  to  point  out  to  you  and  your 
advisory  board  some  facts  on  this  matter.  My  thoughts  are  my  own,  and  my  associates  in  the  organi- 
zation, made  up  of  virtually  all  the  practicing  obstetricians  and  gynecologists  in  this  area,  may  or  may 
not  agree  with  my  feelings. 

In  the  first  place,  your  survey  is  a distortion  of  the  facts,  and  an  assumption,  since  neither  I nor 
anyone  among  at  least  five  physicians  with  whom  I have  spoken  has  any  record  of  a statement  of 
position  by  himself  or  his  staff  to  a telephone  inquiry. 

Secondly,  your  letter  with  its  implications  represents  an  outrageous  form  of  harrassment  and  inva- 
sion of  privacy,  as  well  as  an  effort  at  intimidation  and  outright  coercion  in  your  vendetta  against 
members  of  my  professional  group  who  may  not  agree  with  your  extreme  position  on  abortion.  At 
least  one  physician  who  is  a member  of  one  of  your  represented  church  groups  agrees  that  the  patient 
should  discuss  this  matter  directly  with  the  physician  if  she  is  so  concerned. 

Thirdly,  let  me  say  that  although  the  majority  is  not  necessarily  in  the  right,  an  overwhelming 
majority  of  the  good  people  of  our  pluralistic  society  representing  the  Christian  faith,  and  many  oth- 
ers, do  not  agree  with  your  extreme  position.  I have  enclosed  a copy  of  an  article  from  the  ACOG 
Newsletter.  This  is  the  American  College  of  Obstetricians  and  Gynecologists  representing  virtually 
the  entire  practicing  specialty  over  the  country.  If  you  do  indeed  make  certain  that  your  survey  is 
accurate,  you  will  come  up  with  approximately  six  OB-GYN  physicians  out  of  100  who  agree  with 
your  position. 

Abortion  is  a failure  and  a tragedy.  Any  choice  in  a real  problem  pregnancy  may  be  wrong.  Your 
group  is  to  be  commended  for  its  efforts  with  Crisis  Pregnancy  as  a first  priority  as  an  alternative  to 
abortion.  If  you  are  distressed  over  the  availability  of  abortion  for  those  who  so  choose,  then  you 
should  next  address  the  question  of  the  prevention  of  the  inappropriate  pregnancy  so  the  issue  will 
not  arise.  The  purpose  of  sex  education  is  to  teach  restraint,  moral  values,  and  how  to  say  NO,  to 
our  teenagers  who  are  under  great  peer  pressure  to  do  otherwise.  If  they  can’t  be  reached  or  the 
approach  fails,  then  let’s  be  realistic  and  provide  safe  and  sound  birth  control  advice  and  methods. 
No  moral  person  wants  abortion  for  birth  control,  but  many  older,  responsible  women  are  over- 
whelmed by  a pregnancy  as  a result  of  method  failure.  The  sophisticated  technology  available  to  make 
early  diagnosis  of  certain  fetal  anomalies  causes  a serious  dilemma  for  many  couples.  A decision  in 
such  a case  is  a personal  one,  with  the  attending  physician  having  a legal  and  ethical  responsibility  to 
fully  inform  them  of  all  options. 

A final  priority  I suggest  to  you  is  that  of  caring  for  the  thousands  of  neglected,  underprivileged, 
malnourished,  and  abused  children  already  on  this  earth.  I would  like  to  think  that  your  group,  with 
the  time,  effort  and  money  that  you  make  available  for  your  cause,  might  first  think  of  these  children. 

This  is  a complex  problem  for  all  of  us  to  handle,  particularly  in  my  field  of  women’s  health  care. 
With  God’s  help,  may  we  gain  tolerance  and  understanding  of  those  with  whom  we  do  not  agree  and 
work  together  for  the  good  of  all.  Matthew  7:1,  “Judge  not  that  ye  not  be  judged.”  John  8:7,  “He 
that  is  without  sin  among  you  let  him  first  cast  a stone  at  her.” 


Sincerely  yours, 


Angus  McD.  G.  Crook,  M.D. 

President 

Nashville  Obstetrical  and  Gynecological  Society 
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VUH  Morning  Report 


Painless  Lymphadenopathy 


Case  Report 

A 64-year-old  sewing  machine  operator  referred  to  VUH 
with  the  diagnosis  of  angioimmunoblastic  lymphadenopathy 
(AILD)  was  in  excellent  health  until  seven  months  prior  to 
admission  when  she  developed  a painful  right  shoulder. 
Though  a nonsteroidal  anti-inflammatory  agent  (NSAIA)  gave 
good  pain  relief,  she  subsequently  developed  fever,  malaise, 
anorexia,  arthralgias,  and  a diffuse  rash,  which  persisted  after 
the  medication  was  stopped.  Reexamination  six  months  prior 
to  admission  showed  generalized  nontender  lymphadenopa- 
thy, bilateral  pleural  effusions,  and  hepatosplenomegaly. 
Lymph  node  biopsy  was  consistent  with  AILD.  Azathioprine 
and  prednisone  gave  dramatic  relief  of  symptoms  and  regres- 
sion of  lymphadenopathy,  but  one  month  prior  to  admission 
lymphadenopathy  was  again  noted,  along  with  fever  and  night 
sweats.  She  was  referred  for  further  evaluation. 

Review  of  the  previous  biopsy  material  confirmed  the 
original  diagnosis.  Examination  showed  an  obese  white  wom- 
an with  a maculopapular  rash  over  the  trunk  and  diffuse  non- 
tender cervical  adenopathy  without  hepatosplenomegaly.  WBC 
count  was  2,800/cu  mm  with  23%  lymphocytes  and  5%  eosi- 
nophils; PCV  was  27.9%,  albumin  3.7  gm/dl,  and  total  pro- 
tein 6.1  gm/dl.  Abdominal  and  thoracic  CT  scans  showed  ex- 
tensive lymphadenopathy. 

She  had  recurrent  fever  in  the  hospital  with  negative  cul- 
tures, and  on  day  7 became  markedly  dyspneic,  with  progres- 
sive hypotension  and  metabolic  acidosis.  Postmortem  exami- 
nation showed  diffuse  lymphocytic  infiltration  of  the  lung 
parenchyma  and  multiple  small  pulmonary  emboli.  Lymph 
nodes  demonstrated  a malignant  T cell  lymphoma  (Fig.  1). 

Discussion 

AILD  is  an  immunoproliferative  disorder,  a 
hyperimmune  reaction  characterized  by  B cell 
proliferation,  usually  affecting  individuals  over  40 
years  old.  This  patient  had  a typical  presenta- 
tion, with  abrupt  onset  of  fever,  malaise,  and  an- 
orexia, and  with  generalized  lymphadeneopathy, 
hepatosplenomegaly,  and  a maculopapular  rash. 
The  rash  may  be  the  first  sign  of  the  illness.  In 
30%  of  patients  the  illness  follows  a recent  drug 
exposure,  most  often  a beta-lactam  antibiotic.1-2 
This  patient  did  receive  a NSAIA  prior  to  the 
onset  of  her  illness.  The  cause  of  the  uncon- 
trolled immune  activity  in  AILD  is  not  known. 

The  diagnosis  was  based  on  lymph  node  bi- 
opsy, which  demonstrates  the  characteristic  mor- 


phologic triad  of  small  vessel  proliferation,  inter- 
sitial  eosinophilic  deposits  and  a pleomorphic 
proliferation  of  immunoblasts,  lymphocytes,  and 
plasma  cells  (Fig.  1).  It  was  first  described  as  an 
entity  distinct  from  Hodgkin’s  disease  by  Lukes 
and  Tindle  in  1975. 3 

Typical  laboratory  findings  include  anemia,  a 
positive  Coomb’s  test,  and  a polyclonal  hyper- 
gammaglobulinemia seen  in  70%  to  90%  of  cas- 
es. Early  lymphopenia,  hypoalbuminemia,  and 
hypogammaglobulinemia  are  poor  prognostic  in- 


Prepared  by  Margaret  Brennan,  M.D.,  Hugh  J.  Morgan  chief 
medical  resident,  Vanderbilt  Medical  Center;  and  Barry  F.  Tillman, 
M.D.,  chief  medical  resident.  Veterans  Administration  Hospital. 
Nashville. 


Figure  1.  Lymph  node  biopsy:  Nodal  architecture  is  effaced.  There  is 
a pleomorphic  lymphocytic  infiltrate  of  small  and  transformed  lympho- 
cytes with  rare  plasma  cells  and  eosinophils  noted.  Prominent  hyper- 
vascularity is  present. 
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dicators;  these  details  of  her  initial  evaluation  are 
unknown. 

Median  survival  time  is  variable.  With  a com- 
plete remission,  median  survival  time  is  48 
months.  Without  a complete  remission,  median 
survival  time  is  nine  months.  A complete  remis- 
sion following  chemotherapy  may  confer  a long- 
er median  survival  time  than  a spontaneous  re- 
mission.4 Overwhelming  infection  is  the  most 
common  cause  of  death.  This  patient  died  with 
diffuse  lymphocytic  infiltration  of  the  lungs  and 
evidence  of  a T cell  lymphoma;  in  about  20%  of 


patients  the  immunoproliferative  process  will 
progress  to  a high  grade  lymphoma  of  either  B 
or  T cell  type.  A high  grade  B cell  lymphoma  or 
immunoblastic  sarcoma  is  the  most  common. 
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Arthritis  and  an  Endocrine  Abnormality 


Case  Report 

A 56-year-old  white  man  was  admitted  to  the  Nashville 
VA  hospital  complaining  of  decreased  libido,  impotence,  and 
long-standing  arthritis.  His  knees  and  metacarpophalyngeal 
(MCP)  joints  had  been  painful  since  age  20,  and  the  diagno- 
sis of  chondrocalcinosis  of  the  knees  had  been  established 
several  years  earlier.  Examination  showed  normal  visual  fields. 
The  penis  and  both  testicles  were  small  and  atrophic,  but  body 
hair  distribution  was  normal.  There  were  deformities  of  the 
first  two  MCP  joints  bilaterally;  the  synovium  of  both  knees 
was  boggy  and  swollen.  The  liver  measured  15  cm  in  the  mid- 
clavicular  line. 

The  diagnosis  of  hypopituitarism  was  considered.  Serum 
testosterone  was  0.29  ng/ml  (normal  2-11  ng/ml);  luteinizing 
hormone  and  follicle-stimulating  hormone  levels  were  low  and 
failed  to  respond  normally  to  gonadotropin  releasing  hor- 
mone. The  patient  was  euthyroid,  with  thyroid  stimulating 
hormone  (TSH)  responding  normally  to  thyrotropin  releasing 
hormone  (TRH).  Low  T4,  low  FTI,  and  elevated  T3  uptake 
were  explained  by  the  finding  of  a low  thyroxine  binding 
globulin  (TBG)  due  to  liver  disease.  Metyrapone  testing 
showed  normal  ACTH  reserve.  A CT  scan  of  the  head  dem- 
onstrated a normal  pituitary  gland  without  evidence  of  mass- 
es. The  diagnosis  of  selective  pituitary  gonadotropin  deficien- 
cy was  made. 

Hand  films  (Fig.  1)  showed  degenerative  changes  of  the 
second  and  third  MCP  joints,  suggesting  the  diagnosis  of 
hemochromatosis,  which  was  confirmed  by  a serum  iron  of 
179  (jcg/dl,  total  iron  binding  capacity  (TIBC)  179  fxg/dl  (100% 
saturation),  and  a serum  ferritin  of  3,060  ng/ml  (normal  20- 
200  ng/ml).  Liver  function  studies  showed  a serum  glutamic 
oxaloacetic  transaminase  (SGOT)  of  70  U/L  (normal  40  U/L) 
and  alkaline  phosphatase  155  U/L  (normal  30-115  U/L).  Ser- 
um glucose  was  normal;  the  hematocrit  was  44%. 

The  patient  was  treated  with  regular  phlebotomy,  but  six 
months  after  diagnosis  he  was  seen  for  abdominal  pain.  A 
hepatocellular  carcinoma  was  diagnosed  at  exploratory  lapa- 
rotomy; the  patient  died  of  intraoperative  cardiac  arrest. 
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Figure  1.  X-ray  of  hand  showing  degenerative  arthritis  of  the  second 
and  third  metacarpophalangeal  joints. 
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Discussion 

Diabetes  mellitus  and  hypogonadism  are  the 
endocrine  disorders  most  commonly  associated 
with  hemochromatosis.  Hypogonadism,  occur- 
ring in  40%  to  50%  of  these  patients,  is  mani- 
fested by  loss  of  libido,  impotence,  and  testicular 
atrophy.1  Decreased  sexual  function  may  pre- 
cede other  manifestations  of  the  illness.  Selective 
pituitary  failure  from  iron  deposition  causes  the 
hypogonadism  in  most  cases,  though  some  pa- 
tients with  testicular  atrophy  have  high  gonado- 
tropin levels  consistent  with  testicular  failure. 
Other  endocrine  abnormalities,  such  as  Addi- 
son’s disease,  hypoparathyroidism,  and  hypothy- 
roidism, are  rarely  seen  with  hemochromatosis.2 

Arthritis,  especially  of  the  hands,  may  pre- 
cede other  manifestations  of  the  disease.  The 
characteristic  changes  include  prominence  of  the 
second  and  third  MCP  joints.  Hand  x-rays  show 
joint  space  narrowing,  bone  sclerosis,  subchon- 
dral cysts,  and  osteophytes  in  the  MCP  joints. 
The  disease  may  progress  from  the  hands  to  in- 


volve the  weight-bearing  joints  (knees  and  hips). 

Generalized  chondrocalcinosis  is  another  im- 
portant x-ray  clue,  and  is  simultaneously  present 
in  the  majority  of  patients  with  arthropathy  due 
to  hemochromatosis.  Calcium  pyrophosphate 
dihydrate  deposition  in  hyaline  and  fibrocartilage 
is  most  frequently  seen  in  the  MCP  joints  and 
the  knees.  Differentiation  between  pseudogout 
and  the  arthropathy  of  hemochromatosis  must  be 
made  clinically.3’4 

The  characteristic  joint  symptoms  and  radio- 
logic  findings  may  occur  before  other  manifesta- 
tions of  hemochromatosis,  and  can  lead  to  an 
early  diagnosis  of  the  disease.  r S 
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Trauma  Rounds 


Popliteal  Artery  Injury  Associated  With 
Tibial  Fracture  in  a Five  Year  Old 

JOSEPH  B.  COFER,  M.D.;  R.  PHILLIP  BURNS,  M.D.;  and  JOEL  B.  CLEMENTS,  M.D. 


Introduction 

Trauma  is  a major  cause  of  death  and  disabil- 
ity in  children.  In  1973  Grosfeld1  reported  that 
29,000  children  died  and  many  more  were  per- 
manently disabled  due  to  trauma.  Reports  on 
vascular  trauma  in  children  are  infrequent.  Na- 
varre et  al2  reported  a series  of  59  patients  with 
major  vessel  trauma  aged  10  months  through  19 
years  in  whom  there  were  60  arterial  injuries  in 
53  patients,  with  the  popliteal  artery  injured  11% 
of  the  time.  Injury  to  the  popliteal  artery  carries 
a high  degree  of  morbidity,  particularly  if  diag- 
nosed late.3  The  successful  management  of  pop- 
liteal artery  injury  is  predicated  on  careful  ex- 
amination and  a high  index  of  suspicion  whenever 
there  is  evidence  of  significant  blunt  or  penetrat- 
ing trauma  to  the  region  of  the  popliteal  artery. 
This  should  lead  to  early  diagnosis  and  prompt 
therapeutic  intervention  where  indicated. 

Case  Presentation 

A 5-year-old  male  child  was  brought  to  the  T.C.  Thomp- 
son Children’s  Hospital  emergency  room  with  the  sole  com- 
plaint of  left  leg  pain.  Apparently  while  he,  his  sister,  and 
father  were  playfully  wrestling  at  home,  his  father  fell  on  his 
left  leg.  No  other  history  was  contributory,  and  there  was  no 
obvious  evidence  of  child  abuse. 

Blood  pressure  was  135/98  mm  Hg,  pulse  131/min,  respi- 
rations 27/min,  and  oral  temperature  97.9°F.  The  patient 
weighed  34  lb.  Pertinent  physical  findings  were  limited  to  the 
left  leg.  There  was  an  obvious  deformity  in  the  left  proximal 
tibial  area,  with  no  skin  involvement.  Motor  and  sensory  ex- 
amination of  the  left  foot  was  normal.  There  was  a faintly 
palpable  left  posterior  tibial  pulse  which  was  decreased  com- 
pared to  the  right  side,  but  the  dorsalis  pedis  pulse  was  pres- 
ent only  by  Doppler.  X-ray  showed  transverse  fractures  of 
the  proximal  metaphysis  of  both  the  tibia  and  fibula,  with 
posterior  displacement  of  the  distal  tibia  (Fig.  1). 

When  the  patient  was  initially  evaluated  by  the  orthope- 
dic service,  an  injury  to  the  popliteal  artery  in  conjunction 


From  the  Department  of  Surgery,  Chattanooga  Unit,  University 
of  Tennessee  College  of  Medicine. 
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with  the  fracture  was  suspected,  and  the  vascular  surgery 
service  was  consulted.  Prior  to  angiography,  closed  reduction 
of  the  fracture  was  achieved  using  a hematoma  block.  The 
angiogram  demonstrated  a normal  proximal  popliteal  artery 
and  a patent  anterior  tibial  artery,  but  there  was  a 3-cm  seg- 
ment of  thrombosis  of  the  distal  popliteal  artery  with  non- 
filling of  the  posterior  tibial  artery  and  peroneal  artery  cor- 
responding to  the  level  of  the  fracture-dislocation;  arterial  va- 
sospasm was  noted  (Fig.  2). 

Since  good  perfusion  of  the  foot  was  present  with  the 
fracture  reduced,  a course  of  expectant  observation  was  pur- 
sued, and  12  hours  later  the  dorsalis  pedis  and  posterior  tibia 
pulses  were  palpable;  motor  and  sensory  function  remained 
normal.  After  child  abuse  was  excluded,  he  was  discharged 
on  aspirin  for  platelet  inhibition,  with  plans  for  a repeat  ar- 
teriogram in  three  to  four  months. 

Discussion 

Injury  to  the  popliteal  artery  is  frequently  fol- 
lowed by  ischemia  of  the  distal  extremity  due  to 
transection  or  to  thrombosis  at  the  injured  site. 
The  outcome  is  greatly  affected  by  concomitant 
vein,  nerve,  or  musculoskeletal  injury. 

Treatment  principles  have  evolved  over  the 
years  from  ligation  of  the  popliteal  artery,  to  re- 
pair of  the  artery,  to  repair  combined  with  fas- 
ciotomy  where  indicated.4  This  evolution  of 
treatment  has  reduced  amputation  rates  from 
74%  to  28%  to  6%  respectively  in  one  large  re- 
cent series  with  civilian  trauma.4  Snyder5  in  re- 
viewing 100  injuries  demonstrated  a 9%  ampu- 
tation rate  for  penetrating  injuries,  compared  with 
a 24%  amputation  rate  for  blunt  trauma,  the 
generally  higher  incidence  associated  with  blunt 
trauma  perhaps  due  to  the  more  extensive  area 
injured.  More  recenty,  Shah  et  al6  reported  that 
in  30  patients  treated  from  1979-1984,  a 0%  am- 
putation rate  was  achieved  through  early  diag- 
nosis, use  of  bypass  or  interposition  grafts,  and 
liberal  fasciotomy;  4 of  these  30  patients,  how- 
ever, had  a perfused  but  nonfunctional  limb  due 
to  associated  injury. 
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Figure  1.  Lateral  x-ray  of  fracture  site  before  reduction. 


Popliteal  artery  injury  associated  with  long 
bone  fractures  is  uncommon  (0.28%). 7 An  injury 
to  the  popliteal  artery  should  be  suspected  when- 
ever there  is  a distal  femoral  fracture,  proximal 
tibial  fracture,  or  knee  dislocation.3  Injury  to  the 
popliteal  artery  in  children  is  also  uncommon.2 
Anatomic  factors,  such  as  a more  elastic  muscu- 
loskeletal system,  and  relatively  less  exposure  to 
high  energy  trauma  than  with  the  adult  popula- 
tion may  account  for  this  reduced  incidence  of 
injury. 

Overall  management  of  popliteal  artery  injury 
is  based  on  early  diagnosis  and  prompt  revascu- 
larization where  needed.  Numerous  series  have 
documented  that  the  most  important  factor  in 
successful  treatment  is  avoiding  delay  in  diagno- 
sis, or  repair  of  popliteal  occlusion  if  ischemia  is 
present.3610  When  evaluating  a patient  with  blunt 
or  penetrating  trauma  to  the  area  of  the  popliteal 
artery,  one  must  always  be  aware  of  the  possibil- 
ity of  arterial  injury.  A careful  neurovascular  ex- 
amination of  the  extremity  is  required,  and  ap- 
propriate x-rays  should  be  obtained  to  document 
any  fracture  or  dislocation.  If  a pulse  deficit,  dis- 
tal cyanosis,  ischemic  pain,  or  neurological  defi- 


Figure 2.  AP  angiogram  view  of  popliteal  artery. 


cit  is  present  before  or  after  reduction,  then  ar- 
terial injury  should  be  assumed  until  proven 
otherwise. 

Once  popliteal  artery  injury  is  suspected,  a 
decision  for  immediate  surgery,  or  immediate 
angiography  followed  by  surgery,  must  be  made. 
Some  authorities  recommend  arteriography  in  all 
patients  with  below-the-knee  fractures  if  there  is 
the  slightest  sign  of  digital  ischemia.9  Arteriog- 
raphy has  also  been  recommended  for  all  knee 
dislocations3  with  or  without  signs  of  vascular  in- 
jury. An  arbitrary  “safe”  lag  period  between  in- 
jury and  surgery  of  six  hours  has  been  de- 
scribed,11 but  this  is  an  arbitrary  figure,  and  the 
safe  lag  time  is  dependent  on  associated  injuries 
and  the  degree  of  ischemia.  If  time  is  available, 
angiography  can  verify  the  diagnosis  of  arterial 
injury,  and  provide  a “road  map”  for  vascular 
reconstruction.  Angiography  involves  an  inevita- 
ble delay,  and  should  be  undertaken  only  if  it  is 
thought  the  limb  will  remain  viable  after  the  pro- 
cedure.6 

Prior  to  attempting  revascularization,  a deci- 
sion on  primary  amputation  must  be  made.  If 
there  is  obvious  severe  nerve  injury,  or  massive 
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bony  or  soft  tissue  destruction  such  that  there  is 
no  chance  for  a functional  limb,  then  primary 
amputation  should  be  considered.  It  is  our  opin- 
ion, however,  that  this  is  a rare  circumstance;  ar- 
terial injuries  such  as  lacerations  or  occlusions  can 
generally  be  corrected  surgically,  and  if  the  in- 
jured area  is  small,  <1.5  cm,  resection  with  pri- 
mary anastomosis  has  been  advocated.4  More 
commonly,  resection  with  interposition  or  bypass 
grafting  is  used.346-8'1011  In  general,  priority  is 
given  to  arterial  repair,  first  with  subsequent  bony 
stabilization.3510  Some  authors  prefer  bony  sta- 
bilization through  internal  or  external  fixation 
prior  to  vascular  repair  when  the  time  from  in- 
jury is  short  and  there  is  no  impending  limb 
loss.8-9  In  either  case,  angiography  on  completion 
should  be  considered  mandatory,5-10  and  as  im- 
portant as  angiography  before  surgery.  Also, 
nerve  injuries  should  be  identified,  popliteal  vein 
injuries  repaired,  and  appropriate  soft  tissue  de- 
bridement carried  out.  The  contralateral  saphen- 
ous vein  should  be  used  if  vein  graft  is  needed.3 
A high  index  of  suspicion  for  compartment  syn- 
drome development  should  be  maintained,  and 
either  fasciotomy  at  the  time  of  repair  or  follow- 
up with  sequential  compartment  pressure  meas- 
urement should  be  considered.13  Delayed  com- 
plications should  be  kept  in  mind,  including  false 
aneurysms,  atrioventricular  fistula,  thrombosis  of 
the  vessel  following  reconstructive  surgery,  and 
ischemic  muscle  contractures.7 

In  the  case  presented  here,  arterial  injury  was 
immediately  suspected,  and  the  fracture  was  re- 
duced prior  to  angiography.  Arterial  occlusion 
was  demonstrated  on  angiogram,  but  the  patient 
had  no  signs  or  symptoms  of  ischemia,  so  that 
surgery  was  considered  but  deemed  inadvisable. 
There  was  one  patent  vessel  to  the  foot,  and  no 
marked  clinical  signs  of  ischemia. 

It  is  apparent  that  this  case  was  not  managed 
as  generally  advocated  in  the  preceding  text.  We 
believe  that  pediatric  arterial  injuries  may  re- 
quire modification  of  traditional  therapy  because 
of  the  small  size  of  arteries  in  children.  In  addi- 
tion, younger  patients  probably  have  healthier 
collateral  vessels  and  more  efficient  distal  small 
vessels  and  hence  tolerate  an  area  of  total  occlu- 
sion in  a major  artery  better  than  an  adult.  Sur- 
gery might  cause  even  more  injury  to  the  occlud- 
ed vessel,  and  disrupt  collaterals.  Therefore,  if 
distal  ischemia  is  not  present,  observation  may 
be  indicated,  but  follow-up  angiography  is  man- 
datory to  exclude  delayed  complications,  r A 
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Radiology  Case  of  the  Month 


Right  Lower  Quadrant  Pain  and  Tenderness 

JOSEPH  G.  JACKSON,  M.D.  and  STEPHEN  L.  GAMMILL,  M.D. 


A 59-year-old  white  man  came  to  the  emergency  room 
complaining  of  right  lower  quadrant  (RLQ)  pain,  fever,  and 
nausea  and  vomiting  for  24  hours.  Two  weeks  prior  to  ad- 
mission, he  had  received  a course  of  Adriamycin,  Cytoxan 
and  Cis-platinum  for  osseous  metastases  of  a previously  di- 
agnosed neoplasm.  Physical  examination  demonstrated  RLQ 
tenderness  without  definite  rebound  or  mass.  Peak  oral  tem- 
perature 12  hours  after  admission  was  39.4°C  (103°F).  Liver 
function  studies  were  unremarkable  and  the  WBC  count  of 
3,500/cu  mm  had  a normal  differential.  The  remainder  of  the 
physical  and  laboratory  examinations  were  noncontributory. 
Computed  tomography  (CT)  of  the  abdomen  (Fig.  1)  was 
obtained  for  further  evaluation  and  the  patient  subsequently 
underwent  exploratory  laparotomy. 

Please  examine  Fig.  1 and  choose  the  best  diagnosis: 

(1)  Gallstone  ileus 

(2)  Ischemic  bowel  disease 

(3)  Meckel’s  diverticulum 

(4)  Appendiceal  abscess 

Discussion 

Gallstone  ileus  results  when  a large  gallblad- 
der calculus  erodes  through  the  gallbladder  into 
the  adjacent  duodenum  and  becomes  impacted 
in  the  small  bowel,  giving  rise  to  intestinal  ob- 
struction. Due  to  the  abnormal  connection  of  the 
GI  tract  and  biliary  tree  created  by  the  stone,  gas 
is  often  seen  in  the  biliary  system.  The  gallstone 
may  be  partially  calcified,  and  therefore  visible 
on  plain  abdominal  films  or  CT.  In  the  case  at 
hand  there  was  no  gas  in  the  biliary  tree,  and 
bowel  obstruction  was  not  evident.  CT  images 
obtained  higher  in  the  abdomen  of  this  patient 
demonstrated  a normal  gallbladder  without  cal- 
culi. 

Mucosal  and  bowel  wall  abnormalities  are 
often  demonstrated  in  ischemic  bowel  disease  and 
can  often  be  detected  by  CT.  “Thumb  printing” 
or  “scalloping”  of  the  mucosal  folds  represents 
submucosal  hemorrhage  or  edema.  Intramural  gas 
(pneumatosis  intestinalis)  may  develop  in  subse- 
quent bowel  necrosis  and  give  rise  to  portal  vein 
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Figure  1.  CT  scan  of  the  lower  abdomen. 


gas,  which  often  carries  a grave  prognosis.1  Our 
patient  had  no  definite  mucosal  or  bowel  wall 
thickening,  and  there  was  no  pneumatosis  or 
portal  vein  gas. 

Meckel’s  diverticulum  is  a remnant  of  the  vi- 
telline duct  at  its  junction  with  the  distal  ileum. 
The  “rule  of  2’s”  has  been  devised  to  describe 
Meckel’s  diverticula:  they  occur  in  approximately 
2%  of  the  population,  most  are  within  two  feet 
of  the  terminal  ileum,  and  they  measure  approx- 
imately two  inches  in  length.  Over  half  contain 
ectopic  gastric  mucosa  with  the  potential  for  gas- 
tric acid  production.  Many  are  asymptomatic,  but 
presentation  may  include  obstruction,  hemor- 
rhage, ulceration,  or  rupture.  Concretions  may 
form  within  these  diverticula,  and  if  calcified  they 
can  be  demonstrated  on  CT  or  plain  abdominal 
films.  On  the  basis  of  the  CT  examination,  it 
would  be  difficult  to  exclude  Meckel’s  diverticu- 
lum with  calcified  concretions,  but  they  are  rare. 

Acute  appendicitis  is  most  often  a diagnosis 
made  by  clinical  history,  physical  examination, 
and  laboratory  findings.  Not  all  cases  are  typical, 
however,  and  other  methods  must  be  sought  to 
differentiate  it  from  the  plethora  of  other  ab- 


JULY,  1986 


433 


dominal  conditions.  Plain  films  of  the  abdomen 
and  the  barium  enema  have  been  the  diagnostic 
mainstay  for  several  decades,  and  they  still  have 
a major  role  in  diagnosis,  but  for  the  atypical  or 
complicated  case,  CT  may  augment  these  tradi- 
tional methods.  In  our  case,  the  CT  demon- 
strates a RLQ  mass  with  intraluminal  gas  and  a 
dense  central  calcification,  identified  at  surgery 
as  an  appendicolith  within  an  appendiceal  ab- 
scess. The  lack  of  leukocytosis  on  laboratory  ex- 
amination may  have  been  due  to  age  or  recent 
chemotherapy. 

One  out  of  15  people  will  suffer  with  acute 
appendicitis,  25%  of  them  with  rupture  or  ab- 
scess.23 As  many  as  30%  will  have  an  uncertain 
preoperative  diagnosis.4  When  an  appendicolith 
is  seen  in  a patient  with  the  appropriate  history 
and  physical  examination,  it  has  been  estimated 
that  up  to  90%  will  have  acute  appendicitis. 
Nearly  50%  of  patients  with  acute  appendicitis 


will  have  appendicoliths,  and  up  to  half  of  these 
patients  will  have  gangrene  or  perforation.56 

CT  is  not  recommended  in  the  initial  evalua- 
tion of  suspected  acute  appendicitis,  and  it  can 
never  replace  a thorough  history  and  physical  ex- 
amination, but  it  is  a helpful  adjunct  in  the  atyp- 
ical or  complicated  case. 

FINAL  DIAGNOSIS:  Appendiceal  abscess  with 
appendicolith.  r % 
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Common  X-Linked  Disorders 

JOHN  A.  PHILLIPS,  III,  M.D. 


Introduction 

X-linked  disorders  occur  when  the  abnormal 
gene  is  on  the  X chromosome.  Of  the  more  than 
200  known  genetic  disorders  that  have  this  pat- 
tern of  inheritance,  several  are  relatively  com- 
mon. These  are  X-linked  mental  retardation, 
which  includes  fragile  X and  non-fragile  X syn- 
dromes, hemophilia  A and  B,  and  Duchenne 
muscular  dystrophy.  The  identification  of  these 
disorders  can  be  made  easier  by  keeping  in  mind 
the  following  characteristics  of  the  family  history 
and  pedigree  (Fig.  I).1-2 

These  diseases  usually  affect  males  (solid 
squares)  whose  mothers  (circle  with  dots)  are  un- 
affected but  are  carriers  of  the  disorder.  One  half 
of  the  male  progeny  of  a carrier  female  are  af- 
fected, and  one  half  of  the  daughters  are  carriers 
and  one  half  are  noncarriers  (open  circles).  Af- 
fected males  do  not  transmit  the  disorder  to  their 
sons  (open  squares),  but  all  their  daughters  are 
carriers.  Unaffected  males  (open  squares)  do  not 
transmit  the  gene. 

Recognition  of  Common  X-Linked  Disorders 

X-Linked  Mental  Retardation 

Fragile  X Syndrome.  The  fragile  X syndrome 
is  the  second  most  common  chromosome  abnor- 
mality after  trisomy  21  (Down  syndrome)  among 
the  mentally  retarded.  The  fragile  X syndrome  is 
the  most  common  inherited  form  of  mental  re- 
tardation. It  occurs  in  about  1/1000  newborn  male 
children,  3%  to  6%  of  institutionalized  men  with 
mental  retardation,  and  in  about  40%  of  individ- 
uals with  X-linked  mental  retardation. 

Clinical  clues  to  identifying  individuals  with 
fragile  X syndrome  include  mental  retardation 
(75%  have  IQs  of  50-70),  large  ears,  a broad 
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Figure  1.  Characteristic  pedigree  of  an  X-linked  disorder.  Affected 
males  are  indicated  by  solid  squares  and  carrier  females  by  circles 
with  dots. 


nose,  prominent  jaw,  unusual  speech  pattern, 
behavioral  problems,  and  large  testes  after  pu- 
berty. Carriers  can  have  mild  mental  retardation. 
The  clinical  diagnosis  of  fragile  X syndrome  can 
be  confirmed  by  demonstration  of  the  character- 
istic fragile  X chromosome  in  cells  cultured  in 
folic  acid  deficient  medium.1 

Non-Fragile  X Syndrome.  There  are  several  X- 
linked  disorders  other  than  the  fragile  X syn- 
drome that  cause  the  remaining  70%  of  the  cases 
of  X-linked  mental  retardation.  This  group  of 
conditions  occurs  in  about  1.5/1,000  newborn 
male  children. 

Clinically,  the  occurrence  of  unexplained 
mental  retardation,  especially  when  there  are  af- 
fected brothers  or  uncles,  should  alert  one  to  the 
possibility  of  these  disorders.  Some  forms  of  X- 
linked  mental  retardation  have  characteristic 
findings,  such  as  the  Renpenning  syndrome, 
which  is  characterized  by  short  stature,  moderate 
microcephaly,  normal  or  small  ears  and  testes, 
and  normal  chromosomes.  Other  forms  of  X- 
linked  mental  retardation  do  not  have  any  char- 
acteristic associated  anomalies,  and  their  identi- 
fication is  facilitated  by  noting  a compatible  fam- 
ily history. 

For  suspected  cases,  genetic  evaluations,  in- 
cluding chromosomal  studies,  should  be  consid- 
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ered.  Identification  of  these  disorders  is  of  great 
help  in  determining  the  risk  to  female  relatives 
who  may  be  carriers.1 

Hemophilia  A and  B 

Hemophilia  A and  B result  from  deficiencies 
of  clotting  factors  VIII  and  IX,  respectively.  The 
combined  prevalence  of  these  two  disorders  is 
about  1/2,500  males. 

Clinically,  the  occurrence  of  unexplained 
hemorrhage  in  newborns,  often  after  circumci- 
sion, or  of  hemarthroses  in  infancy  are  obvious 
clues.  Other  cases  have  prolonged  oozing  after 
frenulum  or  tongue  lacerations,  intracranial 
hemorrhage,  soft  tissue  hematomas,  or  excessive 
hemorrhage  following  tonsillectomy  or  minor 
surgery.  The  clinical  diagnosis  must  be  con- 
firmed by  coagulation  studies,  which  help  deter- 
mine the  optimal  factor  replacement  regimen. 

Carrier  identification  by  DNA  studies3  and  ge- 
netic counseling  of  relatives  is  available  to  all 
residents  of  Tennessee.  These  services  can  be 
obtained  by  contacting  the  Hemophilia  or  Ge- 
netic Center  at  Vanderbilt  at  322-3891  or  322- 
7601,  respectively. 

Duchenne  Muscular  Dystrophy  (DMD) 

DMD  is  the  most  common  form  of  muscular 
dystrophy,  occurring  in  approximately  1/5,000 
male  individuals. 

Clinically  the  findings  of  delayed  walking, 
pseudohypertrophy  of  the  calves,  and  proximal 
muscle  weakness  are  seen.  While  a family  history 


of  other  affected  male  members  should  be  sought, 
about  one  third  of  cases  occur  as  new  mutations 
with  no  family  history. 

Since  there  are  multiple  types  of  muscular 
dystrophy,  suspected  cases  should  be  evaluated 
with  CPK  and  other  neurodiagnostic  studies  to 
confirm  the  diagnosis. 

Carrier  identification  studies  and  genetic 
counseling  should  be  provided  to  female  rela- 
tives. The  methods  employed  include  CPK  and 
DNA  studies.4  These  services  can  be  obtained  by 
contacting  the  Muscular  Dystrophy  Association 
(MDA)  Clinic  or  Regional  Genetics  Center  in 
your  area. 

Summary 

The  X-linked  disorders  have  a number  of 
characteristic  pedigree  features,  and  can  be  iden- 
tified on  the  basis  of  the  symptoms  and  the  fam- 
ily history.  Services  are  available  through  the 
various  Regional  Genetics  Centers  and  Hemo- 
philia or  MDA  Clinics  to  confirm  the  diagnosis, 
provide  genetic  counseling  for  relatives,  and 
identify  carriers  for  these  various  disorders. 
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Loss  Prevention  Case  of  the  Month 


Operating  Room  Injuries — 
Not  Always  a Slip  of  the  Knife 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 33-year-old  male  employee  of  a lumber  company  was 
injured  while  cutting  down  a tree.  The  tree  fell,  striking  the 
man  across  the  neck  and  shoulders,  causing  immediate  neu- 
rologic impairment.  He  was  taken  to  the  emergency  room, 
where  neurologic  examination  revealed  paraplegia  with  di- 
minished use  of  his  arms;  x-rays  revealed  a fracture  of  the 
sixth  cervical  vertebra.  The  man  was  placed  in  halo-type  skull 
traction  and  evaluated  for  about  five  days.  There  was  no  im- 
provement and  it  was  decided  that  the  patient  should  undergo 
cervical  fusion. 

The  patient  was  taken  to  the  operating  room  and  posi- 
tioned by  the  surgeon  and  the  anesthesiologist  on  the  oper- 
ating table  in  the  prone  position  with  his  head  in  a horseshoe- 
shaped head  rest.  He  was  then  prepared  and  draped  in  the 
usual  manner,  and  the  operation  proceeded  routinely.  Late 
in  the  procedure  the  surgeon  requested  elevation  of  the  head 
rest  to  obtain  adequate  x-ray  visualization  of  the  fusion.  The 
surgeon  held  the  patient’s  head  while  the  anesthesia  team 
raised  the  head  rest.  The  intraoperative  x-rays  were  then  tak- 
en and  it  was  determined  that  the  fusion  was  satisfactory. 

When  the  patient  awakened  from  the  anesthesia,  it  was 
noted  that  he  had  a dilated  right  pupil.  An  ophthalmology 
consultant  diagnosed  retinal  infarction,  probably  secondary 
to  pressure  on  the  eye  during  the  operation. 

In  reviewing  the  records,  it  was  noted  that  the  surgeon 
indicated  in  his  operative  note  that  the  injury  was  probably 
caused  by  pressure  on  the  face  during  the  procedure.  It  was 
determined  that  both  the  surgeon  and  the  anesthesia  team 
were  jointly  liable.  The  case  resulted  in  a large  settlement. 

Loss  Prevention  Comments 

Increasingly,  claims  occur  because  of  injuries 
to  the  patient  arising  out  of  operating  room  sit- 


Dr.  Avery  is  medical  director  of  State  Volunteer  Mutual  Insur- 
ance Company. 


uations  where  the  injury  is  primarily  related  to 
the  patient  position  required  by  the  surgical  pro- 
cedure. The  patient  injury  sustained  is  remote 
from  the  operative  site,  and  usually  results  from 
some  alleged  failure  to  properly  protect  the  pa- 
tient by  either  careful  preparation  before  surgery 
or  adequate  monitoring  during  the  procedure. 

Consider  the  large  loss  sustained  when  an  ace 
bandage  applied  to  a patient’s  leg  was  not 
watched  carefully  enough,  resulting  in  skin  loss 
and  nerve  damage  to  an  extremity.  This  occurred 
during  some  reconstructive  surgery  on  the  breast. 

Consider  also  the  alleged  damage  resulting 
from  improperly  padded  stirrups  during  a vaginal 
operation,  or  ulnar  palsy  said  to  come  from  an 
arm  board  not  being  properly  positioned  during 
chest  surgery  lasting  for  hours. 

The  case  presented  here  is  one  of  serious  pa- 
tient injury  occurring  because  of  positions  re- 
quired during  surgery.  If  the  operating  team  of 
which  you  are  a part  does  not  keep  in  mind  what 
can  happen  in  an  area  remote  from  the  operative 
site,  this  could  happen  to  your  patient  and  to  you. 

We  do  function  as  a “team”  many  times  in 
medicine,  whether  in  the  operating  room  or  not. 
When  we  do,  the  members  of  the  team  need  to 
be  sure  that  all  the  “basics”  are  covered,  so  that 
injuries  of  this  type  can  be  reduced  to  an  abso- 
lute minimum.  r ^ 
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Disability 

Isn't  Only  Physical. 
It's  Financial. 


Your  health  isn't  the  only  casualty  of  unexpected  disability.  Your  income 
suffers  too.  And  financial  headaches  are  the  last  thing  you  need  when  you're 
disabled. 

You  may  not  be  able  to  prevent  a disabling  accident  or  sickness.  But 
you  can  protect  your  financial  security  with  Disability  Income  Insurance. 
It  provides  a steady,  continuing  income  when  you  can't. 

As  a member  of  the  sponsoring  organization,  you  can  apply  for  coverage 
that  can  be  more  economical  than  an  individual  policy.  For  more  informa- 
tion on  Disability  Income  Insurance,  including  costs  and  what  is  and  isn't 
covered,  contact: 


SALES  OFFICE: 

The  TMA  Association  Insurance  Agency,  Inc 
P O Box  1109 

Chattanooga,  Tennessee  37401 

Toll  Free:  1-800-572-7389 
Local  (615)  7 56-2850 


ADMINISTRATION  & CLAIMS  OFFICE: 

Smith,  Reed,  Thompson  & Ellis 

P O Box  1280 

Nashville,  Tennessee  37202 

Phone:  (615)  361-6846 


Commercial  Insurance  Company  of  Newark,  N.J. 

80  Maiden  Lane,  New  York,  N.Y.  10038 
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James  R.  Royal 


To  Reform  a Tort 

“Tort:  (Latin,  tortus)  twisted,  crooked,  distorted.  Law:  any  wrongful  act 
(not  involving  a breach  of  contract)  for  which  a civil  action  will  lie.”  So  says 
an  older  edition  of  Webster.  A newer  edition  substitutes  “can  be  brought” 
for  “will  lie.” 

How  did  our  tort  system  get  so  distorted?  Lawyers!  And  judges,  who  are 
also  lawyers!  Over  the  past  several  years  they  have  been  able  to  change  a 
system  that  we  inherited  from  the  British,  which  was  designed  to  protect  the 
negligently  injured  and  to  set  things  right  with  them.  To  repair  and  restore 
was  the  original  intent.  It  was  never  intended  to  reward  them  or  their  law- 
yers. The  legal  profession  has  found  a bonanza.  It  will  be  difficult  to  change 
back,  but  we  must  try. 

Every  segment  of  our  economy  is  being  assaulted  by  the  proliferation  of 
lawsuits.  Businesses  (such  as  manufacturers,  transportation  systems,  enter- 
tainment facilities,  sports)  and  professionals  (such  as  accountants,  ministers, 
and  even  lawyers)  are  being  sued  more  and  more.  Even  certain  levels  of 
government  are  facing  bankruptcy  because  of  the  ever-increasing  number  of 
lawsuits. 

The  distortion  of  the  concept  of  liability  must  be  corrected  if  we  are  to 
have  an  orderly  society.  Product  and  personal  liability  must  be  strictly  de- 
fined so  that  no  lawyer,  judge  or  jury  can  distort  it.  Excessive  and  unpre- 
dictable damages  must  be  eliminated.  We  must  quit  playing  roulette  when 
damages  are  awarded.  The  high  transaction  costs  must  be  reduced.  The  sys- 
tem consumes  too  much  of  the  money  available.  Court  costs,  lawyers’  fees, 
and  administration  leave  so  little  available  to  restore  the  injured. 

Each  year  new  sources  of  litigation  arise.  New  diseases  such  as  AIDS  are 
discovered,  and  these  can  provide  new  ground  for  the  lawyers  to  plow.  New 
treatments  such  as  lithotripsy  and  angioplasty  will  present  future  problems. 
Practically  every  condition,  therapy,  and  technology  that  is  discovered  ex- 
tends our  responsibility  and  therefore  our  liability. 

The  American  Bar  Association  has  rejected  every  suggestion  the  AMA 
has  offered  to  help  correct  the  terrible  situation  that  exists  in  our  tort  sys- 
tem. They  claim  the  status  quo  is  ideal.  “It  ain’t  broke.”  I say  it’s  broke  and 
desperately  needs  fixing.  The  ABA  is  tough,  with  350,000  members  and 
thousands  more  being  flushed  out  of  law  schools  each  year. 

What  is  to  be  done?  The  AMA  has  proposed  reforms  and  they  have  been 
introduced  in  Congress.  Federal  action  is  unlikely  even  with  the  support  of 
the  present  administration,  unless  several  states  lead  the  way.  Tort  laws  have 
traditionally  been  enacted  at  the  state  level. 

Send  to  Nashville  your  legislators — bakers,  barbers,  clerks,  farmers,  hair 
stylists,  teachers,  truck  drivers,  veterinarians — but  keep  your  lawyers  at 
home.  Your  legislative  committee  and  staff,  supported  by  your  officers  and 
Board  of  Trustees,  will  have  proposals  to  help  alleviate  the  terrible  mess 
we — the  entire  population — are  in.  We  will  work  until  relief  is  obtained  and 
the  tort  system  is  reformed  and  is  again  equitable. 
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Paean  to  a Lady 

Give  me  your  tired,  your  poor. 

Your  huddled  masses  yearning  to  breathe  free. 

The  wretched  refuse  of  your  teeming  shore. 

Send  these,  the  homeless  tempest-tossed,  to  me: 

I lift  up  my  lamp  beside  the  golden  door. 

— Emma  Lazarus 

In  1865  the  French  historian  Edouard  Labou- 
lye  conceived  the  notion  of  commemorating  the 
alliance  of  France  and  the  American  colonies  a 


hundred  years  earlier  with  a statue,  a gift  from 
the  French  people  to  the  people  of  the  United 
States  that  would  show  liberty  enlightening  the 
world.  The  Franco-American  union  was  estab- 
lished in  1875  for  raising  the  necessary  funds,  and 
the  services  of  the  French  sculptor  F.  A.  Bar- 
tholdi were  enlisted.  The  finished  statue  was  dis- 
assembled and  shipped  to  New  York  in  1885,  to 
be  reassembled  on  the  11-pointed  star  that  was  a 
part  of  old  Fort  Leonard  Wood  on  Bedine’s  Is- 
land, now  Liberty  Island,  in  upper  New  York 
Bay. 

There  is  an  old  saying  that  there’s  many  a slip 
twist  the  cup  and  the  lip.  The  brief  account  above 
ignores  the  many  difficulties  that  had  to  be  over- 
come between  the  concept  and  the  fait  accompli, 
the  most  pressing  being  the  late  realization  that 
no  arrangements  had  been  made  for  a suitable 
pedestal  for  the  lady.  Funds  for  this  were  accu- 
mulated from  the  pennies,  nickels,  and  dimes — 
in  those  days  not  a trivial  offering — donated  by 
school  children  across  the  United  States.  Work 
was  finally  completed  in  October  1886,  and  the 
magnificent  statue,  Liberty  Enlightening  the 
World,  became  the  much  loved  lady  who,  as  sim- 
ply the  Statue  of  Liberty,  has  for  a century  now 
welcomed  returning  travelers  and  newly  adopted 
sons  and  daughters  into  her  vast  domain.  The  in- 
scription for  her  pedestal,  written  by  Emma  Laz- 
arus, is  quoted  above.  It  was  prophetic. 

A century  of  standing  in  the  wind  and  rain, 
exacerbated  by  the  rain’s  increasing  acidity, 
played  havoc  with  the  lady’s  copper  skin  and  iron 
skeleton.  Some  years  ago  it  became  unsafe  for 
visitors  to  ascend  into  the  torch;  then  in  1985  it 
was  determined  that  her  structural  integrity  had 
been  so  impaired  that  an  immediate  major  res- 
toration project  was  critical.  Once  again  it  was 
the  American  people  who  came  to  the  rescue  of 
Bartholdi’s  marvelous  work,  to  most  of  us  the 
symbol  of  America.  With  their  dollars,  restora- 
tion has  finally  been  completed,  and  come  July 
4,  1986,  amidst  opulent  fanfare.  Miss  Liberty  will 
once  again  reign  over  the  entry  into  New  York 
Harbor,  into  a world  that  is  now  no  longer  the 
new  one,  and  one  that  some  say  is  not  so  inviting 
anymore.  Perhaps  not. 

Perhaps,  though,  those  naysayers  are  wrong. 
Anyone  connected  with  training  programs  can  tell 
you  how  difficult  it  is  for  trainees  from  elsewhere 
to  tear  themselves  away  once  their  term  is  up. 
Perhaps  the  world  does  no  longer  beat  a path  to 
our  door,  but  enough  of  its  people  do  that  the 
face  of  the  crowd  is  continuously  evolving.  The 
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huddled  masses,  the  homeless  tempest-tossed,  are 
still  out  there,  and  still  yearning  to  breathe  free. 
For  countless  thousands  the  haven  of  their  dreams 
is  still  the  United  States. 

I have  visited  many  very  nice  places,  and  oth- 
ers not  so  nice,  beyond  the  golden  door.  Each 
experience  only  makes  me  feel  more  blessed  to 
live  on  this  side  of  it.  The  first  time  I ever  looked 
from  afar  into  the  eyes  of  Miss  Liberty  was  on 
my  return  from  Europe  after  World  War  IT  I 
could  have  kissed  her.  I still  could. 

J.B.T 


Memory  Freshener — 

A Word  to  the  Unwise 

We  doctors  in  Tennessee  are  fortunate  in  lots 
of  ways — in  fact  just  living  in  Tennessee  is  in  it- 
self a stroke  of  good  fortune  that  some  of  us  were 
born  with  and  others  acquired  through  choice. 
What  I have  in  mind  right  now,  though,  is  a bit 
more  specific.  The  old  hands  among  you  can  doze 
off  while  I fill  in  the  pups. 

There  was  a day  not  so  many  years  ago  when 
the  physicians  and  surgeons  in  our  fair  state  were 
blissfully  going  their  daily  rounds,  content  and 
safe  in  the  knowledge  that,  though  litigation 
flourished  all  about,  they  were  more  than  ade- 
quately protected  under  their  professional  liabil- 
ity insurance  policies  written  by  a number  of  car- 
riers. such  as  Shelby  Mutual,  which  carried  the 
TMA  group  policy,  or  St.  Paul  Fire  and  Marine. 
One  morning  they  were  covered,  and  by  after- 
noon they  weren't.  Their  experience,  the  carriers 
said — all  of  them — made  it  uneconomical  for 
them  to  continue  writing  professional  liability  in- 
surance, so,  not  being  eleemosynary  operations, 
they  quit.  Just  like  that. 

T will  not  bore  you  by  describing  the  distress 
and  anxiety  in  the  profession  during  subsequent 
weeks  as  the  leadership  scrambled  around  look- 
ing for  ways  to  protect  the  membership  (a  word 
to  you  nonmembers:  you  are  protected  today 
through  the  efforts  of  the  members;  you  have 
either  short  memories  or  ingratitude).  Neither  will 
I impose  upon  you  a recounting  of  the  steps  we 
went  through  in  forming  the  highly  successful 
phvsician-owned  professional  liability  insurance 


company — the  State  Volunteer  Mutual  Insur- 
ance Company  (SVMIC).  Suffice  it  to  say,  you 
are  today  more  than  adequately  covered — TMA 
member  or  not. 

After  the  smoke  cleared,  and  the  professional 
liability  situation  settled  down,  due  again  to  ef- 
forts of  your  leadership  in  persuading  the  legis- 
lature to  enact  a two-year  statute  of  limitations 
for  all  damages  except  in  the  pediatric  age  group, 
other  carriers  reentered  the  marketplace  in  Ten- 
nessee, attempting  to  lure  away  SVMIC  clients, 
as  well  as  seduce  new  practitioners,  with  the  bait 
of  lower  rates. 

Why  do  I go  through  all  this  again?  I quote 
from  AM  News,  April  25,  1986,  “St.  Paul  Fire 
and  Marine  Insurance  Co.  of  St.  Paul,  Minn.,  and 
CNA  Insurance,  based  in  Chicago,  will  cease 
writing  policies  June  1 for  all  West  Virginia 
professionals.  . . . Some  1,200  West  Virginia 
physicians  will  be  scrambling  for  professional  li- 
ability insurance  . . . unless  the  two  carriers  pull- 
ing out  of  the  state  over  tort  reform  legislation 
reverse  their  decisions.”  That  sounds  mighty  fa- 
miliar to  some  of  us.  For  those  of  you  who  have 
said.  "Well,  that  was  before.  Things  are  better 
now.  They  wouldn't  do  that  today,”  I can  only 
say,  they  did.  Not  here,  to  be  sure,  but  to  coin 
an  original  phrase,  where  there’s  smoke,  there's 
fire. 

They  did  it  once;  they  can  do  it  again.  Not- 
withstanding protestations  by  their  agents  that 
they  are  there  to  help  you,  insurance  companies 
do  not  differ  in  their  objectives  from  any  other 
company.  They  are  in  business  to  make  money. 
Businesses  are  always  searching  for  economies  to 
effect,  and  the  obvious  one  is  closing  down  un- 
profitable operations. 

It  can  happen  here.  It  did  once;  it  can  again. 
If  SVMIC  is  your  carrier,  it  is  your  company.  You 
and  your  colleagues  own  it.  St.  Paul  is  not;  you 
don't.  He  that  hath  ears  to  hear,  let  him  hear. 

J.B.T. 


Weeping  and  Wailing  and 
Gnashing  of  Teeth 

With  Independence  Day  coming  up  (it  will 
have  passed  by  the  time  you  receive  this  issue  of 
the  Journal ),  and  the  bicentennial  of  the  ratifi- 
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cation  of  the  U.S.  Constitution  just  around  the 
corner,  it  might  not  be  inappropriate  to  examine 
some  of  the  knotty  problems  we  have  been  left 
with  by  both.  Actually,  most  of  these  derive  not 
so  much  from  the  Constitution  itself  as  from  the 
first  ten  amendments,  tacked  on  as  enabling  leg- 
islation, commonly  known  as  the  Bill  of  Rights. 
Two  of  our  perennial  problems  derive  in  fact  from 
the  First  Amendment:  matters  of  freedom  of 
speech  and  the  press,  and  freedom  of  religion, 
and  its  corollary,  the  separation  of  church  and 
state.  Both  of  these  are  being  continuously  re- 
defined by  both  public  opinion  and  the  courts, 
usually  with  pendulum  swings  to  extremes  that 
require  consequent  readjustment.  They  keep  the 
lawyers  and  judges  in  grocery  money — not  to  say 
opulence. 

The  thorniest  constitutional  problems 
throughout  our  short  (relatively)  history  have 
been,  and  are,  in  the  area  of  individual  rights. 
First  public  opinion  (or  at  least  part  of  the  pub- 
lic), then  the  President,  and  finally  the  Consti- 
tution defined  the  black  man  as  a human  being, 
equal  to  the  white  before  the  law  as  well  as  be- 
fore God,  and  therefore  deserving  of  equal  treat- 
ment. Then  it  bestowed  upon  the  female  of  the 
species  equality  in  the  form  of  the  right  to  vote. 
Passing  laws  is  one  thing,  implementing  them 
quite  another;  the  consummation  of  either, 
therefore,  is  not  yet. 

Of  most  pressing  import  to  the  medical 
profession  is  an  individual  rights  battle  being  car- 
ried on  between  women  and  unborn  offspring, 
their  own  and  those  of  others.  Having  failed  to 
extract  from  the  scientific  community  a precise 
definition — or  at  least  one  they  could  live  with — 
as  to  when  human  life  begins,  the  courts  have 
had  to  develop  their  own.  It  has  always  seemed 
pretty  obvious  to  me  that  since  the  sperm  is  alive 
and  the  ovum  is  alive,  as  soon  as  the  two  get 
together  conception  occurs  and  a new  life  begins. 
This  has  not  been  acceptable  socially,  however, 
since  it  presents  a sticky  wicket,  raising  as  it  does 
the  question  of  whether  in  terminating  a preg- 
nancy one  is  thereby  ending  a human  life,  or 
more  bluntly,  killing  a human  being,  or  simply 
wasting  a bit  of  useless,  indeed  intrusive,  tissue. 
Egged  on  by  women’s  rights  groups  (no  pun  in- 
tended), the  courts  have  gone  through  a lot  of 
mental  gymnastics  to  come  up  with  a socially  ac- 
ceptable definition.  Obviously,  none  is  possible, 
since  both  the  pro-life  and  the  pro-choice  groups 
are  equally  intransigent. 

The  question  of  the  appropriateness  of  or  the 
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necessity  or  indications  for  abortion  aside,  the 
courts,  by  using  an  arbitrary,  and  therefore  spe- 
cious, definition  of  the  beginning  of  life,  suffer  a 
considerable  loss  of  credibility.  I can  understand 
that  they  do  not  wish  to  be  labeled  “hit-men,” 
but  the  honest  approach  would  be  the  one  that 
they  take  toward  capital  punishment — that  there 
are  certain  conditions  under  which  human  life  is 
forfeit,  one  of  them  being  the  continued  good 
mental  health  of  the  prospective  but  reluctant 
mother. 

Since  one  can  by  proper  manipulation  use  the 
Bible  to  defend  almost  any  position  one  wishes 
to  take  on  any  issue  at  all,  I have  chosen  to  con- 
fine my  discussion  to  the  constitutional  question 
as  to  the  rights  of  the  individual,  and  leave  reli- 
gious convictions  insofar  as  possible  out  of  it. 
Whenever  an  abortion  is  desired,  whether  it  is 
done  or  not  done  the  rights  of  one  individual  are 
given  precedence  over  those  of  another.  That  is 
why,  of  course,  the  courts  have  chosen  to  view 
life  as  not  beginning  until  the  fetus  breathes  in 
the  fresh  air  of  the  world,  a patent  snare  and  a 
delusion. 

Caught  squarely  in  the  middle  in  this  highly 
winless  situation  is  the  medical  profession,  spe- 
cifically the  obstetrician-gynecologists.  They  are 
being  vilified  and  harassed  at  every  turn.  An  ex- 
ample of  that  harassment  is  printed  in  this  issue 
of  the  Journal  as  a Special  Item.  Printed  with  the 
form  letter  he  received  is  the  answer  to  it  by  An- 
gus Crook,  M.D.,  president  of  the  Nashville  So- 
ciety of  Obstetricians  and  Gynecologists.  It  is  one 
of  the  most  thoughtful  and  lucid,  not  to  say  mov- 
ing, presentations  of  the  dilemma  faced  by  his 
specialty  that  I have  seen  anywhere. 

As  Dr.  Crook  points  out,  abortion  is  a tragedy 
and  a failure.  It  is  certainly  true  that  many  abor- 
tions are  likely  performed  where  other  alterna- 
tives might  have  been  successful,  thereby  pre- 
serving a life.  On  the  other  hand,  there  are  still 
some  of  us  left  around  who  have  attempted  un- 
successfully to  treat,  and  others  of  us  who  have 
conducted  postmortem  examinations  on,  the  vic- 
tims of  self-induced  abortions,  or  criminal  abor- 
tions performed  by  unskilled  individuals.  It  is  at 
least  as  dreadful  a sight  as  the  macerated,  mor- 
sellated  fetus.  The  observation  that  those  unfor- 
tunate women  brought  it  on  themselves,  though 
doubtless  often  true,  is  at  best  uncharitable. 
Those  who  invoke  the  name  of  Jesus  Christ  in 
such  matters  should  on  that  occasion  be  careful 
to  examine  their  own  hearts  for  purity  of  motive 
and  lack  of  sin — or  whatever  euphemism  they 
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choose  to  use  for  sin,  since  the  word  is  so  un- 
popular these  days. 

There  is  too  little  compassion  in  the  world,  and 
much  of  that  little  is  misapplied.  The  abortion 
problem  is  cause  for  weeping,  and  not  gnashing 
of  teeth;  the  answer  is  usually  distressingly  being 
sought  the  other  way  around. 

J.B.T. 


Shape  Up  or  Ship  Out 

I'd  rather  hear  a tenor  singing  flat. 

— Professor  'enry  'iggins 
My  Fair  Lady 

The  other  day  the  engine  in  the  Delta  missile 
carrying  a hurricane-spotting  weather  satellite 
shut  down  early,  so  the  mission  had  to  be  abort- 
ed and  the  whole  package  destroyed.  It  remind- 
ed me  of  the  time  not  long  ago  when  I was  ex- 
pressing dismay  over  an  experience  I had  had  in 
a local  business  establishment.  My  wife  observed 
that  I wasn’t  exposed  much  to  the  work  force,  or 
I would  not  have  expected  much  of  anything  bet- 
ter. She’s  right,  of  course.  I do  lead  a sheltered 
existence  in  an  environment  in  which  excellence 
is  both  expected  and  demanded,  and  therefore 
usually  attained.  Despite  contrary  influences  that 
occasionally  creep  in,  sometimes  giving  occasion 
for  consternation,  and  despite  the  public  percep- 
tion, due  to  those  sometimes  well-publicized 
though  mercifully  rare  occasions,  that  it  is  not, 
medicine  in  this  country  thus  far  remains  a high 
quality  operation.  The  technical  personnel  I work 
with  every  day  are  highly  professional  individu- 
als; they  take  pride  in  their  work,  and  are  dis- 
tressed when,  as  according  to  Parkinson’s  Law 
they  will  even  if  they  can’t  possibly,  things  go 
wrong.  That  commitment  to  excellence  was  once 
expected  in  all  areas  of  life.  It’s  not  anymore. 
Hence  the  Challenger  disaster,  or  the  loss  of  the 
weather  satellite,  or  a lot  of  other  debacles  lately 
that  you  could  think  of. 

I recognize,  of  course,  as  implied  in  what  I 
already  said,  that  misapprehensions  can  derive 
from  even  a few  misadventures,  or  for  that  mat- 
ter just  one,  if  they  receive  sufficient  exposure. 
Even  though  our  space  program,  for  instance,  has 
been  highly  successful,  despite  some  recent  set- 
backs, the  more  one  examines  Challenger’s  early 
demise,  the  more  one  finds  that  someone  screwed 


up,  and  not  just  one,  but  several  in  a series. 
Flying  on  commercial  airliners  is  still  quite  safe, 
notwithstanding  occasional  accidents,  and  not  to 
mention  terrorist  acts;  those  are  still  widely  sep- 
arated events,  and  the  accidents  are  almost  al- 
ways traceable  to  human  error — more  often  than 
not  to  negligence  by  somebody. 

A lot  of  our  problems  are  a result  of  toler- 
ance. We  were  so  exhorted  in  the  1950s  to  be 
tolerant  of  racial  differences,  that  tolerance  has 
come  to  be  widely  hailed  as  a cardinal  virtue.  We 
should  be  forgiving  of  the  weaknesses  of  others, 
of  course,  but  being  tolerant  should  not  be 
equated  with  being  empty-headed;  tolerance  too 
widely  applied  can  result  in  a sufficient  loss  of 
compulsiveness  for  an  O-ring  to  fail  in  flight,  for 
example.  One  should  not  send  a boy  to  do  a 
man’s  job,  but  on  the  other  hand,  if  one  sends  a 
man,  one  is  entitled  to  expect  that  he  will  not  do 
a boy’s  job.  He  sometimes  does,  and  if  it  is  tol- 
erated, he  will  likely  do  it  again.  And  so  it  goes. 

Inattention  to  detail — that  is  the  key.  Just  plain 
slovenly  workmanship,  and  not  deliberate  sabo- 
tage. The  results,  though,  are  the  same.  It  de- 
rives from  the  mindset  that  says,  “So  long  as  it 
doesn't  show.”  A tenor’s  singing  flat  shows  suf- 
ficiently that  soon  he  will  not  get  a lot  of  expo- 
sure. Professor  Higgins  was  correct  about  our 
imprecision  in  language;  maybe  that  imprecision 
is  as  symptomatic  as  anything  of  the  otiosity  that 
plagues  humanity.  It  does  show,  and  it  is  nothing 
new — at  least  for  Americans. 

Henry  Clay  remarked  that  he  would  rather  be 
right  than  be  president.  Such  an  ambition  today 
would  certainly  be  reversed,  since  being  right  no 
longer  seems  to  matter — so  long  as  it  doesn’t 
show — or  sometimes  even  if  it  does,  if  one  can 
get  away  with  it. 

Inattention  to  detail.  It  is  as  bad  as  knowing 
for  certain  things  that  aren't  so.  Both  result  in 
misfire.  A hundred  years  ago  if  somebody  forgot 
to  feed  the  horse  at  bedtime,  it  could  still  pull 
the  wagon  to  market  next  morning.  Ignore  tem- 
perature tolerances  on  a rubber  O-ring  today, 
though,  and  it  costs  you  lots.  Misinterpret  a blip 
on  the  early  warning  radar,  and  it  might  get  your 
World  War  III. 

Though  it  is  fine  for  our  interpersonal  rela- 
tionships, there  is  little  room  for  tolerance  in  the 
highly  complex  high  technology  of  today’s  soci- 
ety. I predict  it  will  not  be  terrorism  or  belliger- 
ence that  will  do  us  in.  It  will  be  inattention  to 
detail.  Just  watch. 

J.B.T. 
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P.S. 

Nobody  is  really  sure  yet,  so  far  as  we  have 
been  told,  why  the  Russian  nuclear  power  plant 
at  Chernobyl  exploded,  resulting  in  a meltdown 
of  the  reactor’s  uranium  core  and  contaminating 
much  of  Europe  with  radioactive  fallout.  There 
apparently  were  both  an  element  of  carelessness 
and  also  consequences  of  deliberate  cost-saving 
choices  by  the  Soviet  Union,  which  provided  di- 
minished protection  from  such  accidents.  That 
disaster  has  led  to  a reevaluation  of  our  own  nu- 
clear security  procedures,  and  they  have  been 
found  dreadfully  wanting.  Disaster  drills,  it  ap- 
pears, are  seldom  carried  out,  and  when  they  are, 
they  are  a comedy  of  errors. 

Though  the  Soviet  authorities  delayed  an- 
nouncement of  the  accident  for  36  hours,  while 
deadly  radiation  was  being  spewed  into  the  at- 
mosphere, once  it  was  announced  36,000  people 
were  evacuated  from  Chernobyl  in  three  hours. 
On  the  other  hand,  towns  in  the  vicinity  of  our 
own  nuclear  reactors  have  largely  pretended  that 
the  reactors  do  not  exist,  as  the  authorities  do 
not  wish  to  be  bothered  with  structuring  evacua- 
tion plans.  After  all,  it  can’t  happen  here.  The 
authorities  simply  do  not  understand  the  situa- 
tion. Maybe  the  Chernobyl  disaster  will  get  their 
attention. 

Perhaps  the  only  thing  worse  than  inattention 
to  detail  is  compulsive  attention  to  somebody 
else’s — particularly  when,  as  often  happens,  it  is 
outside  one’s  area  of  competence — in  short, 
meddlesomeness.  Meddlesomeness  is  endemic 
among  the  decision-makers  in  our  present  soci- 
ety, particularly  in  the  bureaucracy.  It  caused  the 
premature  launch  of  Challenger.  It  likely  ex- 
plains why  the  evacuation  plans  mentioned  above 
are  nonexistent  or  chaotic.  It  is  the  bane  of  med- 
icine. 

Whenever  cost-effectiveness  becomes  a para- 
mount consideration,  niceties  are  among  the  ear- 
ly casualties.  Though  we  do  need  to  be  certain 
that  whatever  we  do  for  our  patients  is  done  in  a 
timely  manner  and  as  economically  as  possible, 
good  medical  care  is  sometimes  neither  econom- 
ical nor  timely.  Those  deleted  niceties  may  be 
critical.  This  difference  cannot  be  fully  appreci- 
ated by  individuals  not  thoroughly  familiar  with 
the  system,  with  a familiarity  bred  by  having  la- 
bored long  within  it.  Casual  acquaintance  will  not 
do.  Individuals  caring  for  patients  are  being 
forced  by  such  meddlesome  outsiders  from  the 
bureaucracy  into  a world  of  cost-effectiveness  that 
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will  ultimately  erode  the  precision  required  for 
the  best  medical  care,  and  like  Challenger’s  crew, 
someone  will  pay.  That  someone  will  be  the  pub- 
lic. The  doctor  whose  attention  is  fixed  on  speed 
and  economy  cannot  at  the  same  time  be  atten- 
tive to  his  patient’s  needs.  One  cannot  at  the  same 
time  serve  God  and  mammon 

More  mischief  is  done  by  the  ignorant  well- 
meaning  than  is  ever  done  by  the  malicious.  Their 
attention  to  our  detail  is  disastrous. 

J.B  r. 
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Joseph  W.  Johnson,  age  75.  Died  May  2,  1986.  Grad- 
uate of  Harvard  Medical  School.  Member  of  Chatta- 
nooga-Hamilton  County  Medical  Society. 

Wendell  L.  Whlttemore,  age  70.  Died  May  6,  1986. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Memphis-Shelby  County  Medical 
Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Dennis  Paul  Estep,  M D.,  Fort  Oglethorpe.  GA 
Don  Jule  Jeaewski,  M.D.,  Fort  Oglethrope,  GA 
James  Alan  Loyd,  M.D.,  Signal  Mountain 
Marian  G.  May,  M.D.,  Hixson 
John  Wells  McCravey,  M.D.,  New  York,  NY 
David  Lawrence  Neal,  M.D.,  Chattanooga 
James  M.  Reynolds,  M.D.,  Hixson 
George  Bruce  Thow,  M D.,  Chattanooga 
Clyde  D.  Waters,  Jr.,  M D , South  Pittsburg 
Thomas  Darrell  Weldon,  M.D.,  Hixson 
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KNOXVILLE  ACADEMY  OF  MEDICINE 

James  M.  Hays,  Jr.,  M.D.,  Knoxville 
Joe  S.  Smith,  M.D.,  Knoxville 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

Haresh  H.  Khatri,  M.  D. , Lawrenceburg 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Donald  S.  Emerson,  M.D.,  Memphis 
Richard  E.  McLendon,  M.D.,  Memphis 
David  B.  Pruitt,  M.D.,  Memphis 
Grady  L.  Saxton,  Sr,  M.D.,  Memphis 
Martha  N.  Taylor,  M.D.,  Memphis 

(Students) 

Thomas  G.  Bannister,  Memphis 
Sam  R.  Bastian,  Memphis 
John  F.  Browder,  Memphis 
Russ  C.  Cantrell,  Memphis 
C.  Lee  Ferrell,  Memphis 
Thomas  W.  Greig,  Memphis 
Robert  L.  Knox,  Jr.,  memphis 
Alfred  H.  Rogers,  Memphis 
Hugh  B.  Scott,  Memphis 
Susan  G.  Taylor,  Memphis 
Bryan  L.  Woods,  Memphis 

McMINN  COUNTY  MEDICAL  SOCIETY 

Robert  G.  Hewgley,  Jr.,  M.D.,  Athens 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Donnie  Culpepper,  M.D.,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

John  W.  Duncan,  M.D.,  Franklin 


pcr/onol  new/ 


Tulio  E.  Bertorini,  M.D.,  Memphis,  has  been  elected 
to  Fellowship  in  the  American  College  of  Physicians. 

Paul  M.  Douthitt,  M.D.,  Springfield,  has  been  elected 
to  Fellowship  in  the  American  Academy  of  Pediatrics. 

Richard  Gillespie,  M.D.,  Knoxville,  has  been  elected 
to  the  board  of  directors  of  the  Federated  Ambulatory 
Surgery  Association,  a national  association  with  over 
160  freestanding  ambulatory  surgery  centers  and  600 
doctors,  nurses  and  health  administrators  in  its  mem- 
bership. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Forty-six  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
April  1986. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  recipi- 
ents will  be  published  as  they  are  received  from 
AMA. 

William  E.  Bennett,  M.D.,  Harriman 
William  A.  Bryant,  M.D.,  Woodbury 
Kenneth  W.  Carr,  M.D.,  Martin 
Elijah  G.  Cline,  Jr.,  M.D.,  La  Follette 
Doris  P.  Courington,  M.D.,  Memphis 
Buckley  K.  Dempsey,  M.D.,  Germantown 
John  S.  Derryberry,  M.D.,  Shelbyville 
Arnold  M.  Drake,  M.D.,  Memphis 
Nicholas-John  Economides,  M.D.,  Memphis 
Andrew  S.  Edgar,  Sr.,  M.D.,  Nashville 
Harold  G.  Farley,  M.D.,  Memphis 
Robert  M.  Glasgow,  M.D.,  Bristol 
Floyd  B.  Goffin,  M.D.,  Johnson  City 
Melvin  L.  Goldin,  M.D.,  Memphis 
Hugh  E.  Green,  M .D.,  Carthage 
Charles  D.  Haney,  M.D.,  Pulaski 
Carl  W.  Huff,  M.D.,  Martin 
Ronald  W.  Hunter,  M.D.,  Kingsport 
Fred  A.  Hurst,  M.D.,  Knoxville 
Charles  W.  Kimsey,  M.D.,  Chattanooga 
John  M.  Kington,  M.D.,  Memphis 
Ethem  Y.  Kuzucu,  M.D.,  Chattanooga 
John  R.  Lindermuth,  M.D.,  Memphis 
Lawrence  D.  Lubow,  M.D.,  Nashville 
William  E.  McGhee,  M.D.,  Knoxville 
Robert  C.  Murray,  Jr.,  M.D.,  Nashville 
Thomas  J.  O'Donnell,  M.D.,  Dyersburg 
Stanley  M.  Patterson,  M.D.,  Memphis 
David  G.  Petty,  M.D.,  Carthage 
James  S.  Powers,  M.D.,  Nashville 
Morris  W.  Ray,  M.D.,  Memphis 
Margret  W.  Rhinehart,  M.D.,  Spencer 
Solomon  A.  Rosenblum,  M.D.,  Nashville 
Michael  B.  Seshul,  M.D.,  Nashville 
Lee  C.  Sheppard,  Jr.,  M.D.,  Jackson 
Jerome  S.  Siegel,  M.D.,  Memphis 
Harold  P.  Smith,  M.D.,  Nashville 
Janet  E.  Snoddy,  M.D.,  Cleveland 
William  L.  Stafford,  M.D.,  Jellico 
Medha  Suwanawongse,  M.D.,  Madison 
Gary  D.  Swanson,  M.D.,  Nashville 
Miriam  B.  Tedder,  M.D.,  Harriman 
Robert  T.  Tucker,  Jr.,  M.D.,  Jackson 
Otis  S.  Warr,  M.D.,  Memphis 
Pramod  B.  Wasudev,  M.D.,  Nashville 
Clarence  C.  Woodcock,  Jr.,  M.D.,  Nashville 
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announcement/ 
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Aug.  7-10 

Aug.  10-14 
Aug.  17-21 

Aug.  23-24 

Sept.  3-5 
Sept.  11-13 

Sept.  12-18 

Sept.  13-20 

Sept.  13-20 


CALENDAR  OF  MEETINGS 

NATIONAL 

International  Doctors  in  Alcoholics  Anony- 
mous— Sheraton  Harbor  Island,  East  Hotel, 
San  Diego 

Twin  Meetings  in  Forensic  Science  and 
Medicine — Wichita,  Kan. 

American  Society  for  Pharmacology  and 
Experimental  Therapeutics — Univ.  of 
Maryland,  Baltimore 

Chinese  American  Medical  Society — Vista 
International,  New  York 
American  Paraplegia  Society — Las  Vegas 
American  Academy  of  Otolaryngic  Aller- 
gy— Marriott,  San  Antonio,  Tex. 

American  College  of  Radiology — Omni  In- 
ternational, Baltimore 
International  Society  of  Bicycling  Sports- 
medicine — Friday  Harbor,  Sun  Juan  Is- 
lands, Wash. 

World  Congress  of  Cardiology  (sponsored  by 


Sept.  14-18 
Sept.  14-19 
Sept.  15-17 
Sept.  15-18 

Sept.  16-19 
Sept.  17-20 
Sept.  22-26 
Sept.  23-28 
Sept.  25-28 

Sept.  25-28 

Sept.  28-Oct.  2 
Sept.  29-Oct.  6 


Int’l  Society  and  Federation  of  Cardiology 
and  the  AHA) — Convention  Center,  Wash- 
ington, D.C. 

American  Academy  of  Otolaryngology-Head 
and  Neck  Surgery — San  Antonio,  Tex. 
Congress  on  Neurological  Surgeons — New 
Orleans 

American  College  of  Nutrition — 4-H  Cen- 
ter, Washington,  D.C. 

American  College  of  Emergency  Physi- 
cians— Georgia  World  Congress  Center, 
Atlanta 

American  Institute  of  Ultrasound  in  Medi- 
cine— Las  Vegas 

American  Society  of  Bariatric  Physicians — 
Colorado  Springs,  Colo. 

American  College  of  Chest  Physicians — Hil- 
ton, San  Francisco 

Society  for  Clinical  and  Experimental  Hyp- 
nosis— Americana  Hotel,  Chicago 
American  Association  of  Electromyography 
and  Electrodiagnosis — Marriott  Copley  Pla- 
za, Boston 

American  Society  of  Internal  Medicine — 
Sheraton,  Seattle 

International  Health  Society — Las  Vegas 
American  Academy  of  Family  Physicians — 
Hilton,  Washington,  D.C. 


CUT  the  COST  of  your  workers’  compensation 
insurance  with  the  Dodson  Plan! 

15%  advance  discount  applies 
PLUS  dividends  averaging  23.5% 

A service  approved  by  Tennessee  Medical 
Association  since  1978 

With  Dodson,  you  also  benefit  these  ways: 

• Yearly  dividend  paid  as  earned  at  year-end, 
based  on  cost  of  claims  from  all  insured. 

• Quick,  efficient  claim  handling,  often 
completed  within  48  hours. 

• New,  no-charge  payment  plans. 

Write  us  or  call  toll-free  for  full  details: 

Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 
P.O.  Box  559,  Kansas  City,  MO  64141  800-821-3760 
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JOIN 

THE 
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his  Group  Insurance 
Plan  is  Designed 
Specifically  for  the 
Needs  of  Physicians 
3nd  Their  Employees 
at  Better  than 
Competitive  Rates. 


How  it  Works 


The  Official  TMA 
$1,000,000  Medical 
Insurance  Plan. 


The  Benefi 

• Special  Out-Patie 
Surgical  Benefit: 

• Special  Out-Patie 
Accidental  Injury 
Benefit: 

• Special  Out-Patie 
Pre-Admission  Tes 
Benefit: 

• Special  Maternity 
Benefit: 

• Special  Mental  a 
Nervous/Alcohol  < 
Drug  Abuse  Bene 

ADMINISTERED  BY: 

The  TMA  Associatior 

Insurance  Agency,  I 

P.O.  Box  1109 

Chattanooga,  Tennessee  3740 

Call  Toll-Free  (TN  Residents 

1-800-572-7389 

Non-Tennessee  residents 

0-615-756-2850 

(Call  Collect) 


Underwritten  by 
Blue  Cross/Blue  Shield  of  Mere 


Ttm 


continuing  medical 
gducolion  opportunities1 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  1 credit  toward  the 
AM  A Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 

IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY 
Clinical  Training  Program 

Opportunities  for  advanced  clinical  education  for  physi- 
cians in  family  practice  and  in  various  subspecialties  have  been 
developed  by  the  School  of  Medicine  and  the  Division  of 
Continuing  Education  of  Vanderbilt  University.  The  practic- 
ing physician,  with  the  guidance  of  the  participating  depart- 
ment chairman,  can  plan  an  individualized  program  of  one  to 
four  weeks  to  meet  recognized  needs  and  interests.  The  ex- 
perience will  include  contact  with  patients,  discussion  with 
clinical  and  academic  faculty,  conferences,  ward  rounds, 
learning  individual  procedures,  observing  new  surgical  tech- 
niques, and  access  to  excellent  library  resources.  Experience 
in  more  than  one  discipline  may  be  included. 

Eligibility:  All  licensed  physicians  are  eligible.  Credit:  AM  A 
Physician’s  Recognition  Award  (Category  1)  and  AAFP 
Continuing  Education  Accreditation.  Application:  For  infor- 
mation and  application  contact  Continuing  Medical  Educa- 
tion, Vanderbilt  School  of  Medicine,  CCC-5316  MCN,  Nash- 
ville, TN  37232,  Tel.  (615)  322-4030. 


Continuing  Education  Schedule 


Aug.  13-15 
Sept.  18-19 
Sept.  20-21 

Sept.  26 
Oct.  10-11 
Oct.  10-12 

Oct.  21-24 

Oct.  23-25 
Dec.  5-6 


Dec.  6-7 


Annual  Blood  Banking  Conference 
Advances  in  Laboratory  Medicine 
Vascular  Disease:  Management  Strategies  in 
’86 

Physicians  Office  Laboratory  Testing 
Bones  and  Groans 

Pulmonary  Diseases:  Critical  Care  Medi- 
cine— Destin,  Fla. 

Computers  in  Anesthesia  VII — Grand  Can- 
yon, Ariz. 

Medical  Alumni  Reunion 
High  Risk  Obstetrics  Seminar  and  the  Ev- 
erett M.  Clayton-John  Zelenik  Memorial 
Lecture 

Update  in  Anesthesiology 


For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  School  of  Medicine,  CCC-5326  MCN, 
Nashville,  TN  37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 


Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  the  following  services 
and  departments  in  the  medical  school  to  allow  practicing 
physicians  to  participate  in  that  service’s  activities  for  a peri- 
od of  one  to  four  weeks.  This  program  provides  an  opportu- 
nity for  physicians  to  study  in  depth  for  a specified  period. 
The  schedule  of  activities  is  individualized  in  response  to  the 
physician’s  request  by  the  participating  department.  The  ex- 
perience includes  conferences,  ward  rounds,  audiovisual  ma- 
terials and  contact  with  patients,  residents  and  faculty. 


Participating  Departments 


Anesthesiology  . . 
Family  Practice . . 
Internal  Medicine 
Cardiology . . 


Chest  Diseases 

Dermatology 

Gastroenterology 

Hematology/Oncology  .... 
Neurology 

Obstetrics  and  Gynecology  . 

Ophthalmology 

Orthopedics 

Pathology 

Pediatrics 

Surgery 

General 

Neurological 

Thoracic  and  Cardiovascular 
Urology 


....  Mireille  Lecorps, 
....  John  Arradondo, 

John  Thomas, 

Joseph  Hinds. 
Paul  Alexander. 
. . .Joseph  M.  Stinson. 
Paul  A.  Talley. 
Thomas  W Johnson. 
Ludwald  O.  P.  Perry, 
Buntwal  M.  Somayaji, 
....  Robert  S.  Hardy. 
Calvin  L.  Calhoun.  Sr.. 

Gregory  Samaras, 
. . Henry  W.  Foster. 
. . Axel  C.  Hansen, 
. . Wallace  T.  Dooley, 
Patrick  Lecorps. 
. . Sheldon  Epstein. 
Festus  O Adebonojo. 

. . . Louis  J Bernard, 
. . . Charles  E.  Brown. 

Ira  D Thompson, 
Harvey  Butler, 


M.D. 

M.D. 

M.D. 

M.D. 

M.D. 

M.D. 

M.D. 

M.D 

M.D. 

M.D. 

M.D. 

M.D. 

M.D. 

M.D. 

M.D 

M.D. 

M.D. 

M.D 

M.D 

M.D. 

M.D. 

M.D. 

M.D. 


Application:  Henry  Moses,  Ph.D.,  Director,  Continuing  Ed- 
ucation, Meharry  Medical  College,  1005  D.B.  Todd  Avenue 
North,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


UNIVERSITY  OF  TENNESSEE 
Continuing  Education  Schedule 


Memphis 


Sept.  11-12 

Otolaryngology  Head  and  Neck  Surgery 
Laser  Workshop 

Sept.  12-13 

Medicine  Alumni  Weekend 

Sept.  18-19 

Neurosurgery  Laser  Workshop 

Sept.  25-26 

18th  Annual  Memphis  Conference  on  the 
Mother,  Fetus  and  Newborn 

Oct.  3 

Child  Abuse  and  Neglect 

Oct.  6-8 

Verstandig  Distinguished  Visiting 

Professorship 

Oct.  9-10 

Neurosurgery  Laser  Workshop 

Oct.  9-11 

Family  Practice  Update — Nashville 

Oct.  12-15 

Pathology  Tutorial  Endometrium,  Woods 
Hole,  Mass. 

Oct.  23-24 

Intra-Abdominal  Gynecologic  Laser 
Workshop 

Oct.  25-26 

Clinical  Allergy  for  the  Primary  Care 
Physician 

Oct.  28-30 

Harwell  Wilson  Distinguished  Visiting 
Professorship 

Nov.  8-15 

Advances  in  Medicine — Hawaii 

Nov.  21-22 

Clinical  Hypnosis 
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Knoxville 


Sept.  25-27 


Oct.  2-4 
Oct.  24-25 


Aug.  14-16 


Impact  of  New  Imaging  Modalities  on  Di- 
agnosis and  Treatment  of  Trauma  and  Cat- 
astrophic Medical  Problems — Orlando,  Fla. 
2nd  Annual  Regional  Vascular  Conference 
Cancer  Concepts — Gatlinburg 

Chattanooga 

Infectious  Diseases — Williamsburg,  Va. 


For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office 
of  Continuing  Medical  Education,  University  of  Tennessee 
College  of  Medicine,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)  528-5547. 


VA  MEDICAL  CENTER— MURFREESBORO 

Sept.  25  The  Neurological  Patient:  Mental  Health  Is- 

sues— VA  Medical  Center.  Murfreesboro 
Sept.  26  The  Medical  and  Surgical  Patient:  Mental 

Health  Issues — VA  Medical  Center,  Mur- 
freesboro 

For  information  contact  Dr.  Andrew  Phay,  Conference 
Committee  Chairman,  Psychology  Service  (116B),  Alvin  C. 
York  VA  Medical  Center.  Murfreesboro,  TN  37130. 


EAST  TENNESSEE  STATE  UNIVERSITY 


Aug. 

9-10 

Southwest  Virginia  Pediatric  Conference — 
Abingdon,  Va. 

Sept, 

, 23 

New  Antibiotics  and  New  Ways  of  Using  Old 
Drugs,  Thomas  W.  Green  Memorial  Lec- 
ture— Bristol,  Va. 

Sept. 

. 25 

Symposium  on  Computerized  Information 
Management 

Sept. 

25-26 

Nephrology 

Oct. 

8 

Ann  Mortell  Memorial  Lectureship 

Oct. 

25-26 

Management  of  Obstetrical  and  Gynecolog- 
ical Emergencies 

For  information  contact  Ramona  Miller,  Ph.D.,  Program 
Coordinator,  Office  of  CME,  Quillen-Dishner  College  of 
Medicine,  Box  19660A,  Johnson  City,  TN  37614,  Tel.  (615) 
929-6204. 


IN  SURROUNDING  STATES 

UNIVERSITY  OF  LOUISVILLE 

Oct.  9-10  20th  Annual  Newborn  Symposium — Kosair 

Children's  Hospital  Auditorium,  Louisville 

For  information  contact  Pat  Gregg,  Admin.  Coord.,  De- 
partment of  Pediatrics,  University  of  Louisville  School  of 
Medicine,  Louisville,  KY  40292,  Tel.  (502)  562-8826. 


EASTERN  VIRGINIA  MEDICAL  SCHOOL 

Oct.  17  Selected  Topics  in  Pediatrics — Norfolk  Va. 

For  information  contact  Jean  E.  Shelton,  M.D.,  Chil- 
dren's Hospital  of  the  King's  Daughters,  800  W.  Olney  Road. 
Norfolk.  VA  23507,  Tel.  (804)  628-7179. 


OF  SPECIAL  INTEREST 


BOWMAN  GRAY 

Courses  in  Ultrasound 

Sept.  11-13  Doppler  Echocardiography  Seminar — Innis- 

brook  Resort  and  Golf  Club  Conference 
Center,  Tarpon  Springs,  Fla. 

Oct.  6-Nov.  7 Courses  in  Diagnostic  Ultrasound  (weekly 
courses  in  physics,  neurosonology,  arterial 
and  venous  Doppler  of  the  extremities, 
echocardiography,  obstetrics  and  general; 
participants  can  come  for  all  six  weeks  or 
the  week  of  their  specialty) — Winston-Sal- 
em, N.C. 

For  information  contact  Dr.  Frederick  W.  Kremkau,  Di- 
rector, Center  for  Medical  Ultrasound,  Bowman  Gray  School 
of  Medicine,  300  S.  Hawthorne  Road.  Winston-Salem.  NC 
27103.  Tel.  (919)  748-4505. 


CENTERS  FOR  DISEASE  CONTROL 

Sept.  14-19  4th  Annual  Institute  on  Critical  Issues  in 
Health  Laboratory  Practice:  Managing  the 
Quality  of  Laboratory  Test  Results  in  a 
Changing  Health  Care  Environment — Spring 
Hill  Conference  Center,  Wayzata,  Minn. 

For  information  contact  Miss  Betty  V.  Addison,  Institute 
Logistics  Coordinator,  Laboratory  Program  Office,  Centers 
for  Disease  Control,  24  Executive  Park,  Atlanta,  GA  30329. 


KNOXVILLE  ACADEMY  OF  MEDICINE 

Nov.  21-23  KAM  ED  86  Postgraduate  Medical  Program 
(Tennessee-Kentucky  football  weekend) — 
Holiday  Inn  World’s  Fair,  Knoxville. 

For  information  contact  Donald  G.  Catron,  M.D.,  Course 
Chairman,  Knoxville  Academy  of  Medicine,  422  W.  Cum- 
berland Ave.,  Knoxville,  TN  37902,  Tel.  (615)  524-4676. 


AMERICAN  SOCIETY  FOR  PARENTERAL 
& ENTERAL  NUTRITION 

Sept.  11-12  Nutrition  Support:  Impact  of  Cost  Contain- 
ment— Hyatt  Regency,  Cincinnati,  Ohio. 

For  information  contact  Kelly  G.  Tilton,  ASPEN,  8605 
Cameron  St.,  Suite  500,  Silver  Spring,  MD  20910,  Tel.  (301) 
587-6315. 
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Highlights  of  the  TMA  Board  of  Trustees  Meetings 

April  9 and  April  12,  1986 

The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  second  quarter  meetings  in  Nashville  on  April  9 and  12,  1986. 


Election  Results  and 
Committee  Appointments 

Auxiliary  Teen  Health 
Program  Fund  Request 

Resolution  of 
Commendation 


SVMIC  Report 


IMPACT  Report 


Mid-South  Foundation 
for  Medical  Care 

Board  Positions 
on  Resolutions 

Financial  Statements 

Endorsement  of 
Dr.  Chapman 

Tennessee  Association 
for  Home  Health 


Recognition  of  Retiring 
Board  Members 


Board  Leadership 


IPA  Task  Force 


THE  BOARD: 

(See  complete  listing  of  election  results  and  committee  appointments  published 
in  the  June  issue  of  the  Journal.) 

Approved  a request  by  the  TMA  Auxiliary  for  an  appropriation  of  $4,000  for 
a TMAA-sponsored  Teen  Health  Workshop  planned  for  the  fall  in  Memphis. 

Presented  to  Mr.  Bill  Ellis  of  Smith,  Reed,  Thompson  & Ellis  a resolution  of 
commendation  in  appreciation  for  his  21  years  of  service  to  TMA  as  adminis- 
trator of  TMA-sponsored  insurance  plans. 

Received  a report  from  Dr.  Malcolm  R.  Lewis  on  a planned  premium  increase 
of  12.3%  by  SVMIC  in  1986,  the  smallest  increase  in  the  company’s  history. 
Dr.  Lewis  noted  the  resignation  of  Dr.  Kelly  Avery  from  the  SVMIC  staff.  A 
proposal  has  been  submitted  to  the  Tennessee  Dental  Association  for  profes- 
sional liability  coverage  for  dentists. 

Received  a report  from  TMA  Staff  Attorney  Jack  Fosbinder  that  IMPACT 
has  received  AMPAC’s  first  place  Sustaining  Membership  Award. 

Voted  to  send  a letter  to  the  Health  Care  Financing  Administration  in  support 
of  the  Mid-South  Foundation  as  the  PRO  for  Tennessee. 

Voted  to  adopt  positions  on  each  resolution  submitted  to  the  TMA  House  of 
Delegates. 

Received  and  approved  the  first  quarter  financial  statement. 

Voted  to  send  a letter  of  endorsement  for  Dr.  John  Chapman's  candidacy  for 
a position  on  the  AMA  Council  on  Medical  Education. 

Received  two  resolutions  submitted  to  TMA  by  the  Tennessee  Association  for 
Home  Health.  One  resolution  calls  for  TAHH  to  form  an  interprofessional 
committee  to  work  with  TMA.  The  second  resolution  calls  for  physicians  to 
approve  only  those  home  health  services  which  are  medically  indicated;  to  ap- 
prove home  health  services  only  to  those  patients  to  whom  the  physician  pro- 
vides care;  and  recognizes  the  physician  as  the  primary  determinant  of  home 
health  care  services. 

Recognized  Drs.  John  R.  Nelson,  Jr.,  Hugh  Francis,  Jr.,  Thurman  L.  Pedigo, 
Thomas  K.  Ballard,  and  William  F.  Buchner  for  their  service  to  TMA  as  mem- 
bers of  the  Board  of  Trustees. 

Elected  Drs.  Arden  J.  Butler,  Jr.,  chairman  of  the  Board  of  Trustees;  Paul  R. 
Stumb,  vice-chairman;  Jack  Butterworth,  Jr.,  secretary-treasurer;  and  Mr.  L. 
Hadley  Williams,  assistant  secretary-treasurer. 

Appointed  Dr.  Thurman  L.  Pedigo,  McMinnville,  chairman  of  the  IPA  Imple- 
mentation Task  Force.  
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Central  Pontine  Myelinolysis — 
A Preventable  Condition 

Two  Case  Reports  and  Review  of  the  Literature 


CARL  DA  CUNHA,  M.D.;  TULIO  E.  BERTORINI,  M.D.; 
JESSE  LAWRENCE,  M.D.;  and  JOHN  M.  WITHERINGTON,  M.D. 


Introduction 

Central  pontine  myelinolysis  (CPM)  is  a rare 
condition  of  unknown  etiology,  occurring  mostly 
in  alcoholics;  it  is  characterized  by  the  rapid  de- 
velopment of  a progressive  paralysis  and  coma 
associated  with  characteristic  pathological  changes 
in  the  pons,1  and  has  been  reported  in  associa- 
tion with  diabetic  ketoacidosis,2  uremia,3  cirrho- 
sis of  the  liver,4  psychogenic  water  drinking,5  in- 
appropriate antidiuretic  hormone  secretion,6 
leukemias,7  and  craniopharyngioma.8 

Whereas  most  cases  of  CPM  in  the  past  were 
diagnosed  postmortem,  more  recently  several 
have  been  identified  during  life.  Some  cases  have 
even  survived,9  most  likely  due  to  increased 
awareness  of  the  condition  and  the  use  of  CT 
scanning.  Although  CPM  has  no  specific  treat- 
ment per  se,  its  association  with  hyponatremia 
and  the  rapid  correction  of  this  electrolyte  im- 
balance was  well  established  by  Norenberg,  mak- 
ing CPM  a potentially  treatable  and  preventable 
condition.10 


From  the  Division  of  Allergy/Immunology,  Department  of  Medi- 
cine (Dr.  da  Cunha),  and  the  Department  of  Neurology  (Drs.  Berto- 
rini  and  Lawrence),  University  of  Tennessee — Memphis;  Baptist 
Memorial  Hospital  (Dr.  Lawrence);  and  Methodist  Central  Hospital 
(Drs.  Bertorini  and  Witherington),  Memphis. 

Reprint  requests  to  220  S.  Claybrook,  Suite  503,  Memphis,  TN 
38104  (Dr.  Bertorini). 


Though  CPM  has  been  reported  primarily  in 
the  neurological  literature,  primary  physicians  and 
internists  handle  most  cases  of  electrolyte  imbal- 
ance, so  those  physicians  need  to  be  aware  of 
this  potentially  fatal  disease  and  its  possible  pre- 
vention. 

We  present  here  two  new  cases  of  CPM  diag- 
nosed during  life,  and  a review  of  the  literature. 

Case  Reports 

Case  1.  A 46-year-old  man  with  a 20-year  history  of  heavy 
alcohol  intake  was  admitted  to  the  hospital  with  generalized 
seizures  following  two  weeks  of  binge  drinking,  during  which 
he  consumed  approximately  15  cans  of  beer  a day,  with  no 
other  significant  food  intake.  Prior  to  admission  he  vomited 
coffee-ground  material  and  had  melanotic  stools. 

Past  medical  history  included  cholecystectomy,  appendec- 
tomy, and  multiple  previous  admissions  for  delirium  tremens. 
He  had  smoked  one  pack  of  cigarettes  a day  for  20  years. 
Except  for  alcohol,  there  had  been  no  drug  exposure. 

Physical  examination  revealed  a slightly  obese  white  man 
who  was  stuporous  and  diaphoretic.  Vital  signs  showed  tem- 
perature 98°F,  pulse  92/min,  respirations  24/min,  and  blood 
pressure  140/60  mm  Hg.  General  physical  examination  was 
unremarkable.  The  patient  responded  to  pain  and  to  loud 
commands,  reflexes  were  symmetrical,  and  there  were  no 
pathological  reflexes.  Cranial  nerves  were  intact. 

Admission  sodium  was  100  mEq/L,  chloride  50  mEq/L, 
and  BUN  14  mg/dl.  Serum  osmolality  was  232  mOsm/kg;  po- 
tassium 2.4  mEq/L;  CO:  30  mEq/L;  and  glucose  261  mg/dl. 
Total  white  blood  cell  count  was  18,600/cu  mm  with  normal 
differential.  Urinalysis  showed  specific  gravity  1.014;  other- 
wise normal.  Hematocrit  was  normal.  CT  scan  of  the  head 
was  normal. 
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Immediately  after  admission,  the  patient  received  500  cc 
of  3%  saline  solution  at  55  cc/hr,  followed  by  normal  saline 
solution  at  100  cc/hr  for  24  hours,  after  which  he  showed 
d improvement  in  mental  status,  responded  to  com- 
mands. and  appeared  more  alert.  There  were  no  focal  neu- 
rological findings,  and  he  had  no  more  seizures.  On  the  fol- 
lowing day,  serum  sodium  was  134  mEq/L. 

On  the  third  day  after  admission,  the  patient  suddenly 
became  obtunded  and  was  transferred  back  to  the  intensive 
care  unit,  where  he  appeared  lethargic,  without  spontaneous 
movement  in  any  extremity.  He  lay  in  bed  with  his  eyes  open 
and  in  midposition.  Pupils  were  3 mm,  equal,  and  reactive  to 
light;  the  discs  were  flat,  and  doll’s  head  responses  were  pres- 
ent. The  face  was  symmetrical,  and  corneal  reflexes  were  also 
present.  The  jaw  jerk  was  increased,  and  the  tongue  was  in 
midposition.  Gag  reflex  was  mildly  increased,  and  breathing 
was  somewhat  shallow.  The  arms  were  semi-flexed,  but  flex- 
ion did  not  increase  with  painful  stimuli;  thus  the  patient  did 
not  show  any  decerebrate  or  decorticate  posturing,  but  he  did 
show  increased  muscle  tone  and  generalized  hyperreflexia, 
and  Babinski  signs  were  present.  Serum  sodium  at  that  time 
was  136  mEq/L;  other  blood  chemistry  tests,  and  CBC  and 
spinal  fluid  studies  were  normal.  Lower  cuts  of  the  posterior 
fossa  on  CT  scan  showed  evidence  of  an  area  of  demyelina- 
tion  in  the  central  and  anterior  pons  (Fig.  1),  though  brain 
stem-evoked  responses  were  normal  (Fig.  2).  Somatosensory- 
evoked  responses  could  not  be  seen  due  to  prominent  muscle 
artifact.  An  EEG  showed  mild  generalized  slowing. 

The  patient  continued  in  this  state  for  several  weeks,  and 
then  slowly  demonstrated  mild  improvement.  At  the  time  of 
his  transfer  to  a nursing  home,  he  was  responding  to  some 
commands  but  remained  quadriplegic. 

Case.  2.  A 39-year-old  man  had  a long  history  of  alcohol 
abuse  and  history  of  seizures  without  evidence  of  prolonged 
anoxia.  Eight  days  before  admission  to  another  hospital  he 
became  stuporous  and  developed  a tonic-clonic  seizure.  His 
only  abnormal  findings  on  admission  were  sodium  107  mEq/ 
L and  potassium  3.2  mEq/L,  which  were  rapidly  corrected 
with  infusion  of  normal  saline  solution.  He  became  clinically 
normal  until  three  days  after  admission,  when  he  suddenly 
became  worse,  and  was  unable  to  walk  or  talk.  He  was  treat- 
ed then  with  intravenous  thiamine;  CT  scan  was  normal.  He 
was  transferred  at  that  point  to  our  institution. 

On  admission  the  patient  was  afebrile  and  vital  signs 
showed  pulse  88/min,  respirations  20/min,  and  blood  pressure 
160/100  mm  Hg.  He  was  an  emaciated  middle-aged  man  lying 
supine,  alert  and  able  to  respond  to  simple  commands,  but 
aphonic.  His  right  upper  extremity  was  flexed  and  motion- 
less; he  was  very  hypertonic  and  had  generalized  weakness. 
There  was  evidence  of  hyperreflexia,  and  Babinski  signs  were 
present  bilaterally.  Serum  sodium  was  135  mEq/L,  potassium 
2.6  mEq/L,  and  chloride  98  mEq/L. 

Over  a period  of  two  days,  his  condition  worsened,  pro- 
gressing to  spastic  paralysis  of  all  four  extremities;  at  times 
he  appeared  alert,  but  at  other  times  he  was  not  only  para- 
lyzed, but  did  not  respond  to  commands  or  demonstrate 
awareness  of  his  surroundings.  He  had  full  eye  movements 
and  normal  doll’s  eye  response,  with  pupils  4 mm,  equal,  and 
responsive.  His  face  was  symmetrical.  Reflexes  were  mark- 
edly increased,  and  Babinski  signs  were  present  bilaterally. 
No  decorticate  or  decerebrate  posturing  was  evident.  EEG 
and  brain  stem-evoked  responses  were  normal.  CT  scan  with 
lower  cuts  of  the  posterior  fossa  revealed  a radiolucent  area 
in  the  central  pons  (Fig.  3).  Cerebrospinal  fluid  analysis  was 
normal  except  for  a protein  of  74  mg/dl. 

The  patient  progressed  slowly  to  the  point  where  he  ap- 
peared able  to  follow  simple  commands  with  eye  movements, 
but  though  he  seemed  grossly  aware  of  his  surroundings  most 
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Figure  1.  (Case  1)  Evidence  of  demyelination  in  the  central  and  an- 
terior pons  on  lower  cuts  of  posterior  fossa  at  CT. 


Figure  2.  (Case  1)  Brain  stem-evoked  responses  with  stimulation  of 
both  ears  (top,  right;  bottom,  left)  showed  normal  appearing  latencies 
for  our  laboratory. 


of  the  time,  he  remained  paralyzed  and  spastic.  He  had  been 
in  this  condition  for  two  weeks  when  he  was  transferred  to  a 
nursing  home. 

Discussion 

CPM  was  initially  described  by  Adams,  Vic- 
tor, and  Mancall11  as  accompanying  alcoholism 
and  malnutrition  and  characterized  by  rapidly 
progressive  quadriparesis  with  dysphagia  and 
dysarthria.12  There  is  evidence  of  demyelination 
at  the  base  of  the  pons,  accompanied  by  edema 
and  relative  preservation  of  axons,  but  unlike 
multiple  sclerosis,  there  is  most  typically  no  evi- 
dence of  inflammation  or  perivascular  demyeli- 
nation. The  lesions  are  sometimes  very  small,  but 
may  develop  into  generalized  demyelination  of 
the  pons.  Similar  findings  may  be  present  in  oth- 
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er  areas  of  the  central  nervous  system.13 

The  two  cases  presented  here  are  rather  char- 
acteristic of  CPM,  both  patients  manifesting  a 
rapidly  progressive  paralysis  with  coma  in  hypo- 
natremic  alcoholics.  Although  these  patients  sur- 
vived without  histologic  proof  of  the  diagnosis, 
CT  findings  seem  to  correspond  to  the  lesion  de- 
scribed at  autopsy  of  nonsurvivors.14  It  is  unlikely 
that  the  findings  were  caused  by  other  condi- 
tions, as  these  patients  demonstrated  no  evi- 
dence of  vascular  disease,  and  the  location  of  the 
lesions  would  be  unusual  for  pontine  infarction. 
The  lack  of  evidence  of  prolonged  anoxia,  and 
the  EEG  findings  which  were  normal  in  one  pa- 
tient and  showed  only  mild  slowing  in  the  other, 
are  against  anoxic  encephalopathy,  and  the  ab- 
sence of  white  matter  disease  in  the  hemispheres 
on  CT  scan  is  against  an  anoxic  leukoencephalo- 
pathy.15  Furthermore,  the  patient  had  no  history 
or  evidence  of  other  demyelinating  disease. 

In  1977  Wiederholt  et  al16  reported  abnormal 
brain  stem-evoked  responses,  and  proposed  this 
as  a useful  diagnostic  test  in  CPM.  Our  findings 
of  normal  brain  stem-evoked  responses  in  both 
patients,  on  the  other  hand,  indicated  that  the 
lesions  were  not  large  and  did  not  involve  the 
trapezoid  bodies  or  auditory  pathways,  indicat- 
ing that  this  is  not  a reliable  diagnostic  test  in 
this  condition. 

The  association  of  CPM  with  chronic  alcohol- 
ism is  striking,  and  suggests  that  the  disease  could 
be  due  to  some  toxic  effect  of  alcohol.  The  oc- 


Figure  3.  (Case  2)  Radiolucent  area  in  the  central  pons  seen  on  low- 
er cuts  of  posterior  fossa  on  CT. 


currence  of  CPM  in  association  with  a variety  of 
other  conditions,  however,  suggests  additional 
causative  factors17;  its  association  with  malnutri- 
tion suggests  that  this  plays  a role,  and  it  is  pos- 
sible that  thiamine  deficiency  produces  endothe- 
lial damage  predisposing  patients  to  the 
characteristic  pontine  edema  seen  in  this  condi- 
tion.18 In  addition,  some  authors  have  reported 
cases  in  which  none  of  these  conditions  was  pres- 
ent.19 

A number  of  factors  probably  operate  to  make 
alcoholics  susceptible  to  CPM.  Osmotic  varia- 
tions could  cause  changes  in  the  cerebral 
endothelium20;  for  example,  thiamine  deficiency 
could  cause  depletion  of  adenosine  triphosphate 
(ATP),21  which  might  affect  the  transport  of 
electrolytes  in  the  cell  membranes,  producing  en- 
dothelial damage  and  making  cells  more  vulner- 
able to  osmotic  change.22  From  an  ultrastructural 
point  of  view,  an  increase  in  the  Na:K  ratio  sug- 
gests that  edema  is  an  important  factor  in  this 
disease.23 

Other  factors  in  the  development  of  CPM  pos- 
tulated by  investigators  include  abnormal  venous 
drainage  in  the  pons24  and  continued  removal  of 
myelin  via  normal  removal  stage  of  the  myelin 
turnover  mechanism,25  as  well  as  possible  in- 
creased susceptibility  of  pontine  oligodendro- 
cytes to  injury.26 

Of  great  interest  is  the  hyponatremia  that  many 
patients  with  CPM  have,  suggesting  this  electro- 
lyte imbalance  as  a causative  factor.27  Most  im- 
portantly, the  disease  seems  to  develop  in  pa- 
tients in  whom  the  hyponatremia  has  been  rapidly 
corrected,  particularly  if  hypernatremia  results.28 
In  favor  of  the  theory  that  this  plays  an  etiologi- 
cal role  is  the  development  of  similar  lesions  in 
animals  that  have  been  made  hyponatremic  and 
their  electrolyte  imbalance  rapidly  corrected.2930 
Others  also  have  emphasized  the  danger  of  hy- 
ponatremia and  its  correction  to  normonatremic 
or  hypernatremic  levels.31 

It  has  been  postulated  that  the  osmotic  abnor- 
malities created  by  the  changes  in  electrolyte  bal- 
ance affect  primarily  the  pons,  due  to  the  grid 
distribution  of  its  nerve  fibers.10 

On  more  practical  grounds,  the  patients  pre- 
sented here  illustrate  first  that  CPM  can  be  di- 
agnosed in  vivo,  and,  in  this  regard,  special  low 
cuts  performed  at  CT  scanning  can  demonstrate 
lucency  in  the  pons,32  which  may  be  missed  on 
conventional  studies  done  to  rule  out  other  caus- 
es of  mental  deterioration  in  alcoholics,  such  as 
subdural  hematoma;  the  lucid  areas  are  also 
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demonstrated  with  magnetic  resonance  imag- 
ing,33 which  might  be  a more  sensitive  test  for  the 
diagnosis  of  this  condition.  Secondly,  hyponatre- 
mia should  be  corrected  with  caution,  and  over- 
treatment should  be  avoided  since  correction  of 
the  imbalance  to  a milder  level  of  hyponatremia 
seems  adequate  and  incurs  less  risk.34  Further- 
more, thiamine  supplementation  should  always  be 
provided,  especially  in  an  alcoholic  patient.  Fi- 
nally, physicians  caring  for  patients  with  acute 
electrolyte  imbalance  should  be  aware  of  this 
entity,  its  means  of  diagnosis,  and  its  possible 
prevention. 
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Candida  Myocarditis  in  a Patient 
With  Chronic  Active  Hepatitis 
And  Macronodular  Cirrhosis 

J.  CAMERON  HALL,  M.D.  and  LARRY  I.  GILTMAN,  M.D. 


Candida  is  a well-recognized  opportunistic 
pathogen,  and  complications  from  its  infections 
are  becoming  more  frequent  as  the  result  of 
widespread  use  of  potent  antibiotics,  immuno- 
suppressive and  antineoplastic  drugs.1  In  system- 
ic candidiasis,  vascular  invasion  may  occur,  and 
intraparenchymal  lesions  often  involve  the  kid- 
ney, brain,  heart,  gastrointestinal  tract,  and  lung. 
Endocarditis,  myocarditis,  and  pericarditis  may 
result  from  involvement  of  the  heart  by  Candida. 
These  entities  are  virtually  always  associated  with 
multiple  therapeutic  interventions.2  While  Candi- 
da endocarditis  secondary  to  the  use  of  prosthet- 
ic heart  valves  has  received  the  most  attention, 
Candida  myocarditis  without  valvulitis  has  re- 
ceived little  attention.3  Yet,  recent  studies  of  the 
distribution  of  postmortem  lesions  in  systemic 
candidiasis,  especially  in  the  myocardium,  signal 
the  need  for  heightened  appreciation  that  this  ia- 
trogenic disease  might  contribute  to  the  patient's 
demise.35  Candida  myocarditis  is  difficult  to  di- 
agnose clinically,  and  is  frequently  fatal;  in  fact, 
the  disease  may  first  be  discovered  at  autopsy.2 

Three  recent  studies2’35  analyzing  definitive 
Candida  myocarditis  cases  gleaned  from  a large 
number  of  complete  autopsy  protocols  have 
served  to  elucidate  more  clearly  the  clinical  set- 
tings, underlying  conditions,  pathologic  findings, 
and  consequences  of  Candida  myocarditis.  Walsh 
et  al2  at  the  Johns  Hopkins  Hospital  found  51 
cases  of  histologically  confirmed  fungal  infection 
of  the  heart  from  all  the  autopsy  cases  performed 
from  1889  through  1977;  all  51  cases  occurred 
since  1954.  Thirty-one  patients  had  myocarditis 
without  endocardial  or  pericardial  involvement, 
more  than  70%  having  received  a prolonged 
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(more  than  ten  days)  course  of  antibiotic  thera- 
py. Other  therapeutic  interventions  included  gas- 
trointestinal surgery,  prolonged  placement  of  in- 
travenous catheters,  administration  of  multiple 
(three  or  more)  antibiotics,  and  corticosteroids. 
Seventy-one  percent  of  these  cases  were  caused 
by  Candida.  Some  of  the  underlying  conditions 
included  malignancy,  prematurity,  sepsis,  and 
pneumonia. 

Two  other  studies  highlight  the  fact  that  inva- 
sion of  the  heart  by  Candida  significantly  com- 
plicates the  clinical  course  in  systemic  candidi- 
asis. Parker5  identified  41  patients  with  systemic 
candidiasis  out  of  8,975  consecutive  complete  au- 
topsy reports  from  two  disparate  medical  cen- 
ters— the  University  of  Kentucky  and  the  Uni- 
versity of  Miami-Jackson  Memorial  Hospitals.  Of 
these  41  patients,  20  had  cardiac  candidiasis,  and 
18  of  the  20  had  myocardial  candidiasis.  All  20 
patients  had  some  recognizable  underlying  pre- 
disposing factor — 16  cases  had  bacterial  sepsis, 
treated  with  appropriate  antibiotics;  other  factors 
included  malignancy,  hepatic  cirrhosis,  and  dia- 
betes mellitus.  Every  patient  with  cardiac  candi- 
diasis, in  addition,  had  Candida  infection  else- 
where. Parker5  pointed  out  that  widespread  focal 
microabscesses  in  the  myocardium  portend  po- 
tentially lethal  complications,  such  as  arrhyth- 
mias with  heart  failure. 

Franklin  et  al3  suggested  that  major  conduc- 
tion disturbances  and  clinically  significant  ar- 
rhythmias may  result  from  Candida  myocarditis. 
They  identified  50  cases  of  systemic  candidiasis 
from  all  autopsy  protocols  performed  at  the  Uni- 
versity of  Michigan  Medical  Center  from  1959  to 
1974.  Of  the  50  cases,  31  had  myocardial  candi- 
diasis. This  analysis  was  spurred  by  a case  in  that 
institution  of  complete  atrioventricular  block  due 
to  an  abscess  of  the  interventricular  septum 
caused  by  Candida  albicans .6  Most  of  the  31  pa- 
tients had  been  chronically  ill  for  several  months 
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before  the  terminal  illness,  more  than  half  being 
immunologically  compromised  by  either  the  pri- 
mary disease  or  the  therapy  for  it.  Sixty-one  per- 
cent received  either  corticosteroids  or  antineo- 
plastic agents,  or  both;  87%  received  one  or  more 
antibiotic  agents  before  recovery  of  Candida.  Al- 
most all  had  multiple  indwelling  intravenous 
catheters  at  the  time  of  death.  Underlying  con- 
ditions included  malignancy,  postabdominal 
operation,  body  burn,  neonatal  disease,  post- 
thoracotomy, enterocolitis,  protein-losing  enter- 
opathy, disseminated  lupus  erythematosus,  amy- 
loidosis, multiple  sclerosis,  cirrhosis,  hemophilia, 
and  diabetes  mellitus/renal  transplantation. 

We  describe  a patient  with  chronic  active  hep- 
atitis and  cirrhosis,  whose  clinical  course  was 
complicated  by  Gram-negative  sepsis,  peritoni- 
tis, and  progressive  hepatic  and  renal  failure. 
Postmortem  demonstration  of  systemic  candidi- 
asis with  vascular  invasion  and  infection  of  the 


Figure  1.  Low  power  view  of  bronchopneumonia  in  upper  lobe  of  left 
lung  demonstrating  marked  septal  widening  and  intraalveolar  ampho- 
philic exudate  characteristic  of  Pneumocystis  carinii  (hematoxylin  and 
eosin,  XI 00). 
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myocardium,  esophagus,  lung,  and  adrenal  glands 
suggested  that  this  was  likely  a major  contribu- 
tory factor  to  death.  The  death  rate  in  patients 
with  Candida  septicemia  with  systemic  candidiasis 
approaches  100%. 3 Although  systemic  candidi- 
asis was  not  detected  during  the  antemortem  pe- 
riod, as  is  often  the  case,2’57  the  failure  to  iden- 
tify Candida  by  routine  cultures  does  not  exclude 
systemic  candidiasis.4 

Case  Report 

A 42-year-old  white  woman  with  a known  history  of  au- 
toimmune chronic  active  hepatitis  diagnosed  in  January  1968 
was  admitted  to  the  William  F.  Bowld  Hospital  in  April  1985 
for  evaluation  as  the  possible  recipient  of  a liver  transplant. 
The  patient’s  clinical  course  had  been  relatively  stable  over 
many  years,  the  most  predominant  physical  complaints  being 
constant  pruritis  and  frequent  pedal  edema  and  ascites.  She 
had  suffered  one  episode  of  hepatic  coma  in  1979,  and  avas- 
cular necrosis  of  the  left  femoral  head  as  a result  of  chronic 
corticosteroid  therapy.  Non-A,  non-B  hepatitis,  heralded  by 
extreme  weakness,  dizziness,  and  nausea,  was  diagnosed  in 
February  1985;  these  symptoms  had  continued  unabated  until 
the  present  hospitalization. 

On  admission,  the  patient  was  icteric;  her  vital  signs  were 
within  normal  limits,  and  she  exhibited  clear  lungs,  a II/VI 
systolic  blowing  murmur  at  the  lower  left  sternal  border,  mild 


Figure  2.  Intravascular  nodule  of  pseudohyphal  and  yeast  forms  of 
Candida  sp,  upper  lobe  of  left  lung  (Gomori  methenamine  silver,  X200). 
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ascites,  bilateral  nonpitting  pedal  edema,  and  intact  neuro- 
logical functions.  Initial  liver  function  tests  showed  a total 
bilirubin  of  12.6  mg/dl,  direct  bilirubin  7.0  mg/dl,  alkaline 
phosphatase  230  U/L,  and  AST  118  U/L.  Following  two  ul- 
trasonograms on  days  2 and  3 that  were  technically  unsatis- 
factory for  demonstrating  the  portal  venous  system,  on  day  6 
abdominal  angiography  showed  a portal  vein  that  was  patent, 
yet  markedly  diminished  in  size  beyond  the  origin  of  the  cor- 
onary vein.  The  clinicians  had  concluded  by  day  13  that  the 
patient  was  not  an  acceptable  risk  for  liver  transplantation, 
and  they  planned  continued  corticosteroid  and  azothioprine 
(Imuran)  therapy,  imminent  discharge,  and  reevaluation  in 
three  months. 

On  day  16,  slight  increases  in  BUN  and  creatinine  and  a 
progressively  worsening  anemia  were  noted,  requiring  trans- 
fusion of  one  unit  of  packed  cells,  and  effecting  a delay  in 
the  discharge.  Depression,  nausea,  abdominal  pain,  pleuritic 
chest  pain,  nonproductive  cough  and  mild  fever  occurred  on 
the  following  day.  The  chest  x-ray  showed  a large  right  pleur- 
al effusion,  and  thoracentesis  yielded  two  liters  of  turbid  fluid 
which,  on  routine  culture,  revealed  Escherichia  coli.  Wors- 
ening neutropenia  and  progressive  renal  failure,  along  with 
asterixis  and  rising  liver  functions  (total  bilirubin  21.2  and 
direct  bilirubin  8.4)  on  days  18  and  19  left  the  patient  arous- 
able  only  to  pain.  Abdominal  paracentesis  on  day  20  suggest- 
ed peritonitis,  and  significant  upper  gastrointestinal  bleeding 
and  rising  bilirubin  levels  (total  32.4,  direct  11.8)  signaled  a 
further  deterioration  of  mental  status.  Severe  neutropenia, 
progressive  renal  and  hepatic  failure,  and  sepsis  over- 
whelmed the  patient  despite  broad  spectrum  antibiotic  ther- 
apy, and  she  died  on  day  23. 


Autopsy  disclosed  significant  pathologic  alterations  in 
several  organs.  The  right  pleural  cavity  contained  one  liter  of 
turbid  fluid,  and  both  lungs  were  impressively  heavy;  the  cut 
surface  of  the  right  lung  was  dark  red,  bulging,  and  some- 
what granular,  and  readily  exuded  serosanguineous  fluid. 
Definite  consolidation  was  noted  in  the  right  middle  and  low- 
er lobes,  and  the  tracheal  and  bronchial  mucosal  surfaces 
showed  severe  congestion.  No  gross  abnormalities  of  the 
myocardium  or  endocardium  were  seen.  The  675-gm  liver  was 
shrunken  and  markedly  fibrotic,  the  capsule  diffusely  dis- 
rupted by  firm,  fibrotic  nodules  measuring  from  0.25  to  1.4 
cm  in  diameter.  Sectioning  revealed  diffuse,  moderate  cho- 
lestasis and  complete  distortion  of  the  lobular  architecture  by 
the  fibrotic  bands,  most  of  the  nodules  being  larger  than  0.3 
cm  in  diameter.  A fibrous  band  on  the  intimal  surface  of  the 
portal  vein  beyond  the  origin  of  the  coronary  vein  moderate- 
ly reduced  its  caliber.  There  was  splenomegaly  of  520  gm, 
and  the  pancreas  showed  extensive  hemorrhagic  and  fat  ne- 
crosis, with  the  main  pancreatic  duct  focally  distended  and 
filled  with  necrotic  debris.  Both  kidneys  revealed  diffuse, 
marked  congestion.  Osteoporosis  of  the  lumbar  vertebrae  was 
readily  apparent. 

Microscopic  examination  of  lung  sections  showed  multi- 
focal areas  of  pneumonia  in  the  left  upper  lobe  and  the  right 
middle  and  lower  lobes,  the  alveolar  spaces  being  filled  by 
amphophilic,  foamy,  amorphous  material  with  scattered 
clumps  of  neutrophils  and  hemosiderin-laden  macrophages 
(Fig.  1).  The  alveolar  septa  were  markedly  widened  by  ede- 
ma and  congestion.  Gram  and  Gomori  methenamine  silver 
(GMS)  staining  revealed,  respectively,  Gram-negative  bacilli 
and  cyst  forms  of  Pneumocystis  carinii  within  the  alveoli.  In 


Figure  3.  Low  (A)  and  high  power  (B)  views  of  myocardial  nodules  of  pseudohyphal  and  yeast  forms  of  Candida  sp.  Note  the  paucity  of 
inflammatory  response  in  this  patient  due  to  the  immunosuppressive  nature  of  her  therapy  (Gomori  methenamine  silver — A,  X40;  B,  X450). 
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addition,  both  stains  demonstrated  an  intravascular  nodule  of 
filamentous  and  yeast  forms  of  Candida  in  a subpleural  focus 
in  the  left  upper  lobe  (Fig.  2).  Sections  of  the  heart  stained 
with  PAS  and  GMS  revealed  nodules  of  candidal  organisms 
surrounded  by  minimal  inflammation  in  the  myocardium  (Fig. 
3).  Similar  nodules  were  seen  in  the  adrenal  cortex  and  with- 
in ulcerations  of  the  distal  esophagus.  Liver  sections  demon- 
strated the  typical  histopathologic  changes  of  macronodular 
cirrhosis  (Fig.  4).  The  kidneys  revealed  marked  vacuolation 
of  the  tubular  epithelial  cells,  and  diffuse,  severe  congestion. 
Bone  and  bone  marrow  sections  showed  marked  osteoporosis 
and  a hypocellular  marrow  with  relative  erythroid  hyperpla- 
sia and  megakaryocytopenia.  The  terminal  events  were  con- 
sidered to  be  P.  carinii  pneumonia,  disseminated  candidiasis, 
and  hemorrhagic,  focally  necrotizing  pancreatitis. 

Comment 

The  reported  incidence  of  myocardial  abscess 
found  postmortem  ranges  from  0.2%8  to  0.45%, 7 
an  incidence  not  appreciably  altered  by  the  intro- 
duction of  antibiotics.  A definite  change  in  the 
spectrum  of  microorganisms  causing  myocardial 
abscess  has  occurred,  however.  Earlier  series  de- 
scribe a predominance  of  Staphylococcus , Pneu- 
mococcus, and  Streptococcus ,8  whereas  more  re- 
cent series  hail  a predominance  of  fungi  and 
Gram-negative  organisms.3’7  Candidal  involve- 
ment of  the  heart  is  frequently  noted  at  postmor- 
tem examination  in  patients  with  systemic  candi- 
diasis.9 It  is  significant  that  Candida  myocarditis 
was  not  described  in  more  than  1,400  cases  of 
myocarditis  examined  by  Gore  and  Saphir8  in  the 
era  before  the  extensive  utilization  of  antibiotics, 
immunosuppressive  agents,  and  antineoplastic 
drugs.  Among  patients  with  systemic  candidiasis, 
the  frequency  of  myocarditis  varies  from  48%4  to 
more  than  60%. 3 

Myocarditis  with  valvulitis  can  therefore  occur 
in  any  patient  with  systemic  candidiasis,  and 
should  be  strongly  considered  when  a patient  with 
positive  culture  for  Candida  has  suggestive  EKG 
changes — a major  intraventricular  or  atrioventri- 
cular conduction  defect,  new  QRS  changes,  or 
an  arrhythmia.3  Although  our  case  does  not  ex- 
hibit positive  antemortem  or  postmortem  cul- 
tures for  Candida,  we  emphasize  that  any  im- 
munocompromised patient  can  be  infected  by 
Candida  when  bearing  the  brunt  of  numerous 
therapeutic  interventions.  To  recognize  this  ia- 
trogenic problem,  a diligent  antemortem  search 
should  be  made  for  Candida  in  sputum,  urine, 
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Figure  4.  Low  power  view  of  macronodular  cirrhosis  showing  rege- 
nerative nodules  (hematoxylin  and  eosin,  XI 00). 


blood,  bone  marrow,  or  cerebrospinal  fluid  so  as 
to  possibly  forestall  this  potentially  lethal  infec- 
tion.5 r 
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(Resident  Physician ) 

A 59-year-old  white  man  complained  of  generalized 
weakness  and  easy  fatigability  after  only  minimal  exertion 
around  his  home,  and  dizziness  occasionally  on  standing.  Both 
symptoms  began  early  in  1985  and  were  worse  in  the  late 
morning  but  somewhat  better  each  afternoon.  He  denied  any 
pain  in  the  chest,  shortness  of  breath,  syncope,  or  neurolog- 
ical symptoms. 

Following  a myocardial  infarction  in  1981,  a coronary  ar- 
tery bypass  was  inserted.  He  had  atrial  fibrillation  immedi- 
ately after  the  operation,  and  ventricular  arrhythmias  oc- 
curred one  month  later,  which  were  treated  with  quinidine. 
Holter  monitoring  after  one  year  was  consistent  with  sick  sin- 
us syndrome.  Cataract  surgery  with  lens  implants  was  done 
in  1983. 

Medications  at  the  time  of  admission  w'ere  isosorbide  din- 
itrate 20  mg  orally  twice  a day,  quinidine  sulfate  400  mg  or- 
ally four  times  a day,  sulfinpyrazone  200  mg  orally  four  times 
a day,  and  nifedipine  20  mg  orally  three  times  a day. 

He  had  smoked  a pack  of  cigarettes  per  day  for  30  or 
more  years,  but  quit  approximately  one  year  before  admis- 
sion. He  imbibed  alcoholic  beverages  socially.  There  was  no 
diabetes,  hypertension,  or  any  form  of  heart  disease  in  his 
immediate  family. 

He  was  afebrile.  The  pulse  rate  was  60/min,  and  irregular. 
The  systemic  arterial  blood  pressure  was  124/78  mm  Hg, 
without  change  on  tilt.  Respirations  were  16/min,  and  regu- 
lar. He  was  a well-developed,  well-nourished  white  man  in 
no  distress.  The  heartbeat  was  irregular  but  showed  no  other 
abnormalities.  The  remainder  of  the  examination  was  nega- 
tive. 

A SMAC-12,  urinalysis,  and  complete  blood  count  were 
normal.  A thoracic  roentgenogram  showed  some  cardiome- 
galy  but  the  lung  fields  were  clear.  The  electrocardiogram 
displayed  left  axis  deviation,  sinus  bradycardia,  and  an  occa- 
sional premature  ventricular  complex. 

Initial  telemetry  revealed  predominantly  a sinus  bradycar- 
dia. A quinidine  blood  level  at  the  time  was  therapeutic 
(3  ng/ml).  Thyroid  function  tests  were  within  normal  limits. 
A 24-hour  ambulatory  electrocardiographic  recording  showed 
sinus  bradycardia  with  a low  rate  of  38/min.  Quinidine  dos- 
age was  decreased  from  400  mg  to  200  mg  four  times  a day 
in  hopes  of  increasing  the  sinus  rate  but  this  resulted  in  no 
change  in  rhythm  or  symptoms.  A treadmill  exercise  test  dis- 
closed an  inability  of  the  heart  to  accelerate  normally  in  re- 
sponse to  exercise.  These  findings  in  conjunction  with  the 
symptoms  were  regarded  as  consistent  with  the  sick  sinus 
syndrome.  Prosthetic  cardiac  pacing  appeared  to  be  the  ther- 
apy of  choice. 

Programmed  electrophysiologic  stimulation  (PES)  of  the 
heart,  undertaken  to  determine  the  condition  of  the  conduct- 
ing system,  showed  significant  nodal  and  infranodal  delay 
(Table  1),  which  precluded  the  use  of  an  atrial  pacemaker. 


From  the  Department  of  Medicine,  University  of  Tennessee  Col- 
lege of  Medicine,  951  Court  Ave.,  Memphis,  TN  38163. 


TABLE  1 

ELECTROPHYSIOLOGIC  STUDY  OF  THE  CONDUCTION  SYSTEM* 


RR  (msec) 

Rate 

AH  (msec) 

HV  (msec) 

Normal 

55-130 

30-55 

1255  (NSR) 

48 

120 

85 

690 

87 

205 

75 

555 

108 

240 

75 

515 

117 

265 

75 

460 

130 

360 

100 

SNRT:  690  msec  (87/min):  1680  msec. 


'Note  the  abnormally  long  HV  interval  (His-Purkinje  interval)  at  a slow  heart  rate 
(48/min)  and  prolongation  of  it  and  the  AH  interval  with  a fast  heart  rate  (130/min). 
The  sinus  node  recovery  time  (SNRT)  at  a heart  rate  of  87/min  was  normal  (1680 
msec).  RR,  cycle  length;  AH,  atrial-His  bundle  interval;  HV,  His  bundle-ventricle 
interval. 

Consequently,  implantation  of  an  Activitrax  (Medtronics.  Inc.) 
VVI  pacemaker  was  performed,  a pacer  unique  in  that  it 
contains  a crystal  capable  of  sensing  body  activity  which  in 
turn  accelerates  its  rate  of  discharge  to  the  heart.  With  it  the 
patient’s  symptoms  improved.  He  was  discharged  four  days 
after  implantation  of  the  pacemaker. 

Final  diagnosis;  Sick  sinus  syndrome;  incomplete  atrio- 
ventricular (AV)  nodal  and  His-Purkinje  system  block. 

JAMES  G.  PORTERFIELD,  M.D. 

(Clinical  Instructor  in  Medicine ) 

Fig.  1 is  an  example  of  how  a pacemaker,  in- 
vestigational until  recently,  improved  a patient’s 
response  to  exercise.  I am  going  to  talk  about 
pacemakers  in  general  before  we  discuss  the  par- 
ticular type  of  device  this  patient  received. 

Any  time  we  discuss  pacemakers  we  refer  to 
the  different  types  available  by  a three  letter  code 
such  as  VVI,  DDD,  and  others,  based  on  the 
recommendations  of  the  Intersociety  Commis- 
sion on  Heart  Disease.1  The  first  letter  indicates 
what  chamber  is  paced  (A-atrium,  V-ventricle, 
D-both).  The  second  letter  indicates  the  sensing 
chamber.  The  third  letter  indicates  the  response 
to  what  is  sensed  (I-inhibited,  T-triggered).  A 
VVI  pacemaker,  for  example,  paces  a ventricle, 
senses  in  a ventricle,  and  is  inhibited  by  electrical 
activity  in  the  ventricle.  It  has  a single  electrode 
positioned  in  the  right  ventricular  apex  and  is 
connected  to  a stimulating  device  (represented  by 
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Time  (Minutes) 

Figure  1.  Graph  to  illustrate  a 39%  increase  in  heart  rate  and  a 92%  increase  in  the  duration 
of  exercise  made  possible  in  a 60-year-old  patient  with  a motion-sensitive  pacemaker  (Activi- 
trax,  triangles)  compared  to  a pacemaker  unresponsive  to  motion  (solid  circles).  The  slight 
initial  rise  in  rate  with  the  latter  was  the  result  of  a brief  overide  of  the  pacemaker  by  the  intrinsic 
heart  rate.  BR,  basal  pacemaker  rate;  MR,  programmed  maximum  rate  of  Activitrax  pacer; 
RR,  rate  responsiveness  of  pacemaker  (programmed);  AT,  actively  threshold  of  pacemaker 
(programmed). 


the  asterisk  in  Fig.  2)  and  to  a sensing  electrical 
circuit  (represented  by  the  open  circle).  The  more 
sophisticated  device  with  which  we  are  becoming 
familiar  is  the  DDD  pacemaker  (Fig.  3).  These 
instruments  pace  both  the  right  atrium  and  right 
ventricle  in  sequence,  sense  in  both  of  these 
chambers,  and  both  inhibit  and  trigger  what  they 
sense.  Maybe  a more  appropriate  nomenclature 
for  the  DDD  would  be  DDy-  since  the  atrial 
sensor  triggers  the  ventricular  output  and  inhibits 
the  atrial  output,  but  the  ventricle  inhibits  only 
the  ventricular  output  if  electrical  activity  is 
sensed.  To  show  its  configuration,  as  before, 
there  is  an  asterisk  (pacing)  within  a circle  (sen- 
sing) in  both  the  atrium  and  the  ventricle  (Fig. 
3).  The  power  pack  must  be  connected  to  a dual 


lead  system  with  one  electrode  in  the  right  atrial 
appendage  and  the  other  in  the  right  ventricle. 
The  DDD  pacemaker  is  one  of  the  “smartest” 
pacemakers,  the  most  physiologic.  The  electro- 
cardiogram in  Fig.  4 shows  how  a DDD  pace- 
maker works.  A natural  P wave  (first  complex) 
was  sensed  which  inhibited  the  atrial  pace- 
maker’s output.  There  was  the  usual  AV  delay, 
as  shown  in  the  natural  PR  interval,  which  was 
shorter  than  what  the  pacemaker  was  pro- 
grammed to  provide  so  that  QRS  was  a response 
to  the  natural  P wave.  In  the  next  complex  the 
wave  of  sinoatrial  origin  was  too  late  to  be  sensed 
as  programmed.  The  pacemaker  came  into  ac- 
tion with  an  atrial  spike,  which  induced  an  atrial 
P wave  followed  by  a normally  conducted  QRS 


Ventricular  Demand 
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DDD 
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Figure  2.  Sensing  (open  circles)  and  pacing  (asterisks)  configuration 
of  a VVI  pacemaker. 


Figure  3.  Sensing  (open  circles)  and  pacing  (asterisks)  configuration 
of  a DDD  pacemaker. 
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complex.  This  recurred  for  a total  of  three  beats. 
In  the  fifth  complex  a normal  P wave  was  early 
enough  to  prevent  an  atrial  pacer  spike  but  was 
not  conducted  rapidly  enough  into  the  ventricle 
(PR  interval  longer  than  the  normal  PR)  so  that 
a ventricular  spike  occurred  and  a QRS  complex 
was  artificially  induced.  At  the  end  of  the  strip 
there  was  a long  pause  with  an  atrial  pacing  spike 
inducing  an  atrial  depolarization  but  with  slow 
AV  conduction,  so  that  a ventricular  spike  in- 
duced ventricular  depolarization,  the  aberrant 
QRS.  With  the  DDD  pacemaker,  then,  there  are 
multiple  options — no  pacing  at  all,  pacing  only 
the  atrium,  pacing  only  the  ventricle,  or  pacing 
both  chambers  depending  on  what  is  appropriate 
at  any  given  time  in  the  basic  dysrhythmia.  The 
DDD  prosthesis  induces  the  normal  sequence  of 
chamber  contraction  more  precisely  than  any 
other  pacemaker  devised  to  date. 

History  of  Prosthetic  Cardiac  Pacing 

The  first  pacemaker  was  implanted  in  Sweden2 
in  1958,  followed  a few  weeks  later  in  the  United 
States  by  what  is  now  called  a VOO  pacemaker. 
It  had  a fixed  rate  of  pacing  and  was  unable  to 
sense  any  electrical  activity  in  the  heart.  Work 
was  done  as  early  as  1962  on  an  atrial  synchro- 
nous pacemaker,  but  it  really  wasn't  until  1981 
that  a multiprogrammable  universal  pacemaker 
of  the  DDD  type  was  produced.  Table  2 gives 
the  history  of  pacing  in  the  world  but  I think  we 
are  ready  to  add,  as  of  1986,  another  generation, 
namely  those  pacemakers  that  change  rate  in  re- 
sponse to  physical  activity  and  possibly  other 
physiologic  parameters. 

Why  has  it  taken  more  than  a quarter  of  a 
century  to  develop  the  DDD  and  more  sophisti- 
cated pacers?  One  of  the  main  reasons  was  the 
problem  of  sensing  small  voltages  (e.g.,  the  P 
wave).  Intracardiac  voltages  of  the  P wave  are 
on  the  order  of  1 to  2.5  mV  but  the  QRS  com- 
plexes may  be  as  high  as  18  to  25  mV.  Initially 
only  epicardial  electrodes  were  available  for  atri- 


Figure  4.  An  electrocardiographic  strip  to  illustrate  the  multiple  opera- 
tions of  which  the  DDD  pacemaker  is  capable.  Complex  1,  intrinsic 
(natural)  atrial,  AV,  and  ventricular  sequence;  complexes  2-4,  paced 
atrium  with  normal  AV  conduction  and  ventricular  response;  complexes 
5-7,  normal  atrial  activity  but  prolonged  PR  interval  with  ventricular 
pacemaker  "escape”;  complex  8,  combined  atrial  and  ventricular  se- 
quential pacing. 


TABLE  2 
HISTORY  OF  PACING 

1958  First  pacemaker  implant 

1962  Atrial  synchronous  pacemaker 

1965  Ventricular  demand  pacemaker 

1969  Atrioventricular  sequential  pacemaker 

1972  Programmable  ventricular  demand  pacemaker 

1977  Multiprogrammable  ventricular  demand  pacemaker 

1977  Atrial  synchronous  ventricular  demand  pacemaker 

1977  Universal  pacemakers 

1981  Multiprogrammable  universal  pacemaker 


al  implantation  and  they  had  a high  failure  rate. 
They  tended  to  fracture  and  malfunction  in  other 
ways,  and  the  early  batteries  used  with  them  had 
a short,  unpredictable  life.  It  just  didn’t  seem 
worth  the  effort  to  design  and  construct  a more 
complex  system.  With  the  development  of  better 
circuitry  and  the  creation  of  the  computer  micro- 
chip, however,  it  became  possible  to  build  sys- 
tems that  could  sense  low  voltage  P waves.  Fur- 
ther, development  of  the  lithium-iodide  battery, 
with  a life  in  the  range  of  10  to  12  years,  helped 
to  renew  interest  in  double-chamber  sensing  and 
pacing. 

Choice  of  a Pacemaker 

On  choosing  a pacemaker  today,  the  first 
question  to  ask  is  whether  the  patient  needs  a 
DDD  type,  the  most  sophisticated  and  most  ex- 
pensive prosthetic  pacemaker  available  until  re- 
cently. Over  the  last  few  years  there  has  been 
much  controversy  over  who  should  receive  a 
DDD  pacemaker,  a DVI  pacemaker,  or  no  pace- 
maker at  all.  The  American  College  of  Cardiol- 
ogy and  the  American  Heart  Association  have 
together  formulated  some  broad  guidelines  rela- 
tive to  selection.3  On  the  class  I indications  for 
DDD  pacing  there  is  universal  agreement;  AV 
pacing  is  indicated  for  patients  who  need  AV 
synchrony  and  in  whom  the  pacer  can  track  the 
sinus  node.  Stated  another  way,  it  is  for  patients 
with  some  form  of  intrinsic  AV  conduction  dis- 
ease but  who  have  a functioning  sinus  node. 

Class  II  category  includes  patients  who  are  in 
a gray  zone  but  about  whom  there  is  a 50%  or 
60%  agreement  among  cardiologists.  Patients  who 
have  complete  heart  block  and  a sick  sinus  syn- 
drome may  fall  into  this  category  but  it  depends 
upon  whether  they  are  symptomatic.  Tachyar- 
rhythmia can  sometimes  be  controlled  by  AV 
pacing.  This  is  difficult  to  prove  but  it  does  oc- 
cur. We  recently  had  a patient  who  had  recur- 
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rent  episodes  of  atrial  flutter.  An  investigational 
antitachycardia  pacemaker  was  considered  but  a 
DDD  pacemaker  alleviated  the  episodes  of  atrial 

flutter. 

In  the  class  III  category,  where  no  one  thinks 
;t  is  appropriate  to  implant  a DDD  pacemaker, 
despite  the  rare  success  noted  above,  are  pa- 
tients who  have  recurrent  episodes  of  supraven- 
tricular arrhythmia,  such  as  atrial  fibrillation  or 
atrial  flutter,  or  who  have  an  inadequate  atrial 
complex,  as,  for  example,  with  a silent  giant  right 
atrium. 

A schematic  for  looking  at  indications  for 
pacemakers  is  shown  in  Table  3.  Patients  who 
have  AV  block  that  is  congenital,  complete,  and 
symptomatic  may  benefit  from  a DDD  pace- 
maker. Symptoms  are  most  important.  We  rarely 
implant  a pacemaker  to  save  a patient’s  life  but 
rather  to  improve  the  quality  of  life,  i.e.,  to  di- 
minish symptoms.  Patients  who  have  acquired 
complete  AV  block,  with  or  without  symptoms, 
generally  are  considered  to  have  an  indication  for 
permanent  pacing  provided  no  underlying  cause 
is  present  that  can  be  easily  solved,  such  as  by 
the  elimination  of  beta-adrenergic  receptor 
blocking  drugs,  digitalis,  or  type  1A  antiar- 
rhythmic  drugs.  Permanent  complete  heart  block 
after  valvular  or  congenital  heart  surgery  with  in- 

TABLE  3 

INDICATIONS  FOR  THE  DDD  PACEMAKER 

' Congenital— only  with 
symptoms 

4 Acquired— with  or  without 
symptoms 

Surgical— with  or  without 
, symptoms 

{Type  1— only  with  symptoms 
Type  2— with  or  without 
symptoms 

Normal  H-V — with  symptoms 

/ Prolonged  H V— with  symptom* 

\ Distal  to  His— when  occurs  at 
^ atrial  rates  less  than  130  ppm 

{Newly  Acquired  BBB— with  transient  complete 

block 

Second  Degree  A V Block— persistent  Type  2 
Complete  A-V  Block 

SICK  SINUS  SYNDROME— only  with  symptoms,  due  to  SSS 

HYPERSENSITIVE  CAROTID  SINUS  SYNDROME-only 
with  symptoms,  due  to  this  syndrome 

BRADY-TACHY  SYNDROME— only  with  symptoms,  due  to 
this  syndrome 

BRADYCARDIA— only  with  symptoms,  due  to  bradycardia 
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advertent  transection  of  the  AV  bundle  would  be 
an  indication  for  a dual  chamber  pacemaker. 
Going  down  the  list,  symptoms  become  more  im- 
portant in  deciding  the  need  for  a pacemaker. 

Unfortunately,  55%  of  the  patients  with  bra- 
dycardia have  sinus  node  dysfunction.4  That 
means  they  are  unable  to  accelerate  their  sinus 
rate  in  response  to  exercise  or  to  physiologic 
stress.  There  is  no  point  in  using  a DDD  pace- 
maker in  such  patients  since  sensing  a slow  si- 
noatrial rate  is  of  no  benefit.  The  DVI  pace- 
maker is  preferred;  it  paces  both  the  upper  and 
lower  chambers  but  senses  only  in  the  ventricle 
because  there  is  no  intrinsic  sinus  response  to 
physiologic  exercise  or  stress.  The  majority  of 
patients  who  need  pacemakers  really  don’t  ben- 
efit from  DDD  pacing.  We  are  trying  to  improve 
their  exercise  capability  by  increasing  heart  rate 
and  thus  cardiac  output  when  engaged  in  physi- 
cal activities.  Cardiac  output  is  equal  to  the  heart 
rate  times  the  stroke  volume.  Stroke  volume  is 
relatively  fixed  in  disease,  so  that  cardiac  output 
can  be  changed  principally  by  increasing  the  heart 
rate. 

AV  synchrony,  a sequential  synchronization  of 
atrial  and  ventricular  contraction  as  a unified 
pumping  mechanism,  is  responsible  for  about 
20%  of  the  cardiac  output.  The  stroke  volume  is 
responsible  for  approximately  50%  of  an  in- 
creased cardiac  output  with  exercise  in  normal 
hearts.  A faster  heart  rate  can  be  responsible  for 
up  to  a 300%  increase  in  cardiac  output.5  Of  the 
three  parameters  that  are  most  important  in  de- 
termining cardiac  output,  heart  rate  is  clearly  the 
leader.  If  a resting  heart  rate,  for  example,  of 
50/min  is  increased  to  150/min,  with  the  stroke 
volume  staying  constant,  there  will  be  a 300% 
increase  in  the  cardiac  output.  Another  interest- 
ing phenomenon  is  that  with  increasing  heart  rate, 
the  benefit  of  AV  synchrony  tends  to  diminish 
because  diastolic  filling  time  diminishes  at  faster 
heart  rates. 

Fig.  5 gives  a detailed  representation  of  the 
role  of  the  three  variables.  End-diastolic  volume 
is  represented  by  a dashed  line.  As  the  heart  rate 
increases  the  end-diastolic  volume  remains  fairly 
constant  up  to  a rate  of  about  150/min  above 
which  it  diminishes.  The  stroke  volume,  which  is 
the  difference  between  the  end-diastolic  and  the 
end-systolic  volumes  (shaded  area)  begins  to  in- 
crease once  a rate  of  80/min  is  reached,  continu- 
ing to  increase  up  to  about  150/min.  After  that, 
even  though  the  end-systolic  volume  continues  to 
diminish,  the  stroke  volume  begins  to  fall  off 
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slightly  as  the  end-diastolic  volume  becomes 
smaller.  If  cardiac  output  is  added  to  the  graph, 
as  represented  by  the  heavy  solid  black  line  in 
the  figure,  it  can  be  seen  that  as  heart  rate  in- 
creases, cardiac  output  increases  gradually  until 
a rate  of  150/min  is  reached.  Then,  even  though 
the  stroke  volume  begins  to  diminish  due  to  a 
decreasing  end-diastolic  volume,  the  cardiac  out- 
put continues  to  rise,  though  slower  as  a solely 
rate-dependent  phenomenon. 

The  Variable  Rate  Pacemaker 

A pacemaker’s  rate  of  stimulation  can  be 
modulated  by  feedback  from  certain  physiologic 
parameters  that  occur  in  the  body  with  exercise. 
Some  of  those  used  for  rate  adjustment  have  in- 
cluded pH  and  02  saturation  of  the  blood,  right 
ventricular  volume,  central  venous  temperature, 
the  QT  interval,  the  respiratory  rate,  and  the 
amount  of  muscular  activity.  I will  touch  on  some 
of  the  major  studies  that  have  looked  at  these 
different  rate-associated  parameters. 

Camillie6  has  led  in  the  area  of  pH  evaluation. 
Back  in  the  1970s  he  was  interested  in  changes 
in  the  blood  pH  with  exercise  and  how  these  re- 
lated to  heart  rate.  The  blood  pH  starts  to  de- 
crease about  15  seconds  after  the  start  of  exer- 
cise, and  reaches  a minimum  after  75  seconds. 
He  has  been  using  an  iridium-iridium  oxide  sen- 
sor, which  has  a potential  across  it  of  —56  mV 
per  pH  unit.  He  programmed  an  external  device 
to  be  at  normal  pH  with  a heart  rate  of  71/min; 
with  a pH  decrease  of  .06  the  pacer  rate  would 


be  100/min.  He  implanted  seven  of  these  elec- 
trodes; over  two  years  four  were  still  functional 
but  three  failed.  There  are  some  problems  with 
the  electrode  that  haven’t  been  worked  out  yet. 
Those  that  functioned  and  changed  the  rate  of 
discharge  of  the  pacemaker  in  response  to  activ- 
ity-induced change  in  pH  demonstrated  an  in- 
crease in  the  patient’s  exercise  tolerance  of  45%, 
against  only  11%  when  the  patient  was  exercised 
with  the  pacer  programmed  to  the  VVI  mode. 

Wirtzfeld  and  colleagues7  have  been  interest- 
ed in  using  the  decrease  in  oxygen  saturation  of 
the  blood  with  exercise  to  regulate  the  pacing 
rate.  Oxygen  saturation  begins  to  decrease  im- 
mediately with  exercise  and  reaches  a minimum 
in  about  60  seconds.  The  problem  with  oxygen 
saturation  is  that  there  is  a non-linear  relation- 
ship between  its  decrease  and  the  resultant  in- 
crease in  heart  rate.  The  sensor  is  an  optical  de- 
vice designed  with  a light-emitting  diode  (LED) 
implanted  inside  the  electrode.  The  electrode  is 
put  into  the  right  ventricle;  light  is  emitted  in 
bursts  through  a transparent  window  on  the  side 
of  the  electrode  and  bounces  off  the  red  cells  back 
to  the  sensor  implanted  on  the  side  of  the  elec- 
trode. Changes  in  refractivities  based  on  Beer’s 
law  reflect  changes  in  02  saturation.  The  cham- 
ber must  remain  very  clear,  and  the  LED  must 
continuously  emit  the  same  amount  of  light  re- 
gardless of  battery  drain.  There  are  problems  in 
designing  an  electrode  that  will  work  long  term, 
although  the  sensitivity  of  those  available  is  such 
as  to  detect  0.3%  change  in  oxygen  saturation. 
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Figure  5.  Cardiac  output  (solid  black  line)  as  affected  by  stroke  volume  (stippled  area)  and  heart  rate 
(abscissa).  EDV,  end-diastolic  volume;  ESV,  end-systolic  volume;  SV,  stroke  volume;  CO,  cardiac  output; 
PPM,  pulses  per  minute.  The  graph  illustrates  the  effect  on  cardiac  output  of  increasing  heart  rate  from  80 
ppm  (rate  A)  to  150  ppm  (rate  B)  and  beyond. 
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A pacing/sensing  electrode  of  this  type  adequate 
for  use  in  a human  subject  has  not  yet  been  de- 
signed. 

Another  interesting  area  is  the  potential  use 
of  body  temperature  for  rate  control  of  a pace- 
maker in  response  to  exercise.  In  1976,  Csapo8 
was  looking  at  this  possibility,  and  several  others 
have  studied  it.  Laczkovics9  has  implanted  some 
of  these  temperature-sensing  pacemakers  as  tem- 
porary devices.  Body  heat  production  increases 
with  exercise.  At  rest,  the  skeletal  muscles  con- 
tribute only  about  18%  of  the  total  body  heat 
generated.  With  exercise  this  increases  to  as  high 
as  73%;  it  might  be  expected  that  central  venous 
temperature  would  rise,  but  in  fact  exercise  at  a 
rate  of  3 km/hr  decreases  the  central  venous  tem- 
perature for  the  first  20  seconds  as  cool  blood  in 
the  peripheral  muscle  mass  is  initially  flushed 
back  into  the  central  circulation.  Only  after  those 
first  20  seconds  of  exercise  is  there  a gradual  rise. 
With  more  vigorous  exercise  (6  km/hr),  how- 
ever, temperature  of  the  central  venous  blood 
decreases  only  transiently,  then  steadily  rises  to 
37.6°C  (baseline  37.0°C).  Accordingly,  an  exter- 
nal device  with  a temporary  lead  was  pro- 
grammed so  that  at  37°C  it  would  pace  the  pa- 
tient at  a rate  of  97/min  and  at  37.5°C  at  120/ 
min.  If  patients  are  going  to  be  doing  reasonable 
amounts  of  exercise,  this  may  be  a good  sensor 
to  use;  on  the  other  hand,  if  patients  are  bedrid- 
den or  can  barely  walk  across  the  room  more  than 
a few  times  a day,  this  sensor  is  inadequate  be- 
cause the  change  in  the  central  venous  tempera- 


ture is  absent  or  too  small  to  trigger  changes  in 
the  pacing  rate. 

Another  rate-indicating  parameter  that  has 
been  evaluated  is  the  QT  interval.  The  relation 
of  the  QT  interval  to  rate  was  first  reported  by 
Bazett  in  1920. 10  Rickards  and  his  associates11  got 
interested  in  this  and  took  a group  of  normal 
subjects  and  measured  the  change  in  the  QT  in- 
tervals with  exercise.  On  plotting  rate  versus  QT 
interval,  he  came  up  with  a slope  and  an  inter- 
cept to  define  an  equation.  Basically  there  was  a 
2 msec  decrease  in  the  QT  interval  for  every  beat 
per  minute  increase  in  heart  rate.  He  then  stud- 
ied a group  of  patients  with  AV  block  and  fixed 
ventricular  rate  to  see  what  happened  to  the  QT 
interval  during  exercise.  Based  upon  the  two 
plots,  he  found  that  approximately  1 msec  of  the 
decrease  in  QT  is  due  purely  to  heart  rate,  and 
1 msec  is  due  to  humoral  effects,  probably  cir- 
culating catecholamines.  Unfortunately,  beta-re- 
ceptor blocking  drugs  and  other  antiarrhythmic 
drugs,  especially  amiodarone,  can  affect  the  QT 
interval.  Patients  needing  pacemakers  are  often 
taking  some  kind  of  cardiac  drug  as  well,  which 
limits  the  usefulness  of  the  QT  interval  as  a rate- 
responsive  sensor.  Nevertheless,  Rickards’  group 
did  implant  three  programmable  VVI  pace- 
makers with  a QT  interval  sensor.12  They  found 
that  with  a fixed  rate  VVI  pacer,  the  cardiac  out- 
put with  exercise  increased  by  62%  over  baseline 
values  (obtained  with  the  pacemaker  turned  off). 
With  the  QT  sensing  pacemaker  turned  on,  ex- 
ercise increased  the  cardiac  output  by  125%.  Thus 


Bicycle  Tennis 


Activity  Regulating 


15:00 


18:00 


Sleep 


21:00 


24:00 


3:00 


Bicycle 


6:00  9:00 

Figure  6.  Response  to  various  types  of  exercise  of  an  activity-responsive  pacemaker  (dotted  line)  com- 
pared to  the  response  of  the  sinoatrial  node  (solid  line)  in  a normal  58-year-old  male  subject.  The 
pacemaker  response  was  obtained  by  attaching  the  activity  sensor  to  the  subject's  body  externally  and 
recording  its  rate  output  on  one  channel  of  a Holter  monitor.  The  other  channel  recorded  the  subject’s 
intrinsic  heart  rate  simultaneously. 
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there  is  some  promise  to  using  the  QT  interval 
as  a rate  sensor  but  it  has  major  problems  mainly 
associated  with  drugs  the  patient  may  be  taking. 
These  pacers  will  probably  have  to  be  highly  pro- 
grammable devices  in  order  to  overcome  the 
problems  noted. 

Respiratory  rate,  of  course,  increases  with  ex- 
ercise. Rossi  and  colleagues13  in  Italy  have  done 
most  of  the  work  in  this  area.  They  found  that 
with  exercise  in  75  healthy  subjects  there  was  a 
three-phase  change  in  respiratory  rate.  Immedi- 
ately after  the  start  there  was  an  abrupt  increase. 
Then  there  was  a more  gradual  phase  of  further 
increasing  rate  lasting  IV2  to  2 minutes  until  last- 
ly, a relatively  fixed  plateau  was  reached.  They 
implanted  29  pacemakers  with  a subcutaneous 
auxiliary  lead  (usually  over  the  right  anterior 
thorax).  Changes  in  impedance  were  measured 
across  that  lead  as  the  patient  breathed.  The 
rhythmic  changes  in  impedance  were  translated 
into  changes  in  respiratory  rate  and  subsequently 
into  changes  in  heart  rate  for  the  pacemaker. 
Among  the  29  patients,  19  had  ventricular  and  3 
had  atrial  intracardiac  pacing  electrodes.  They 
found  that  cardiac  output  with  exercise  increased 
by  about  125%  over  controls  (no  pacing)  with 
the  respiratory  sensors  on.  A simple  VVI  mode 
of  pacing  produced  a 50%  increase  in  cardiac 
output  with  exercise.  They  found  also  an  in- 
creased time  to  development  of  an  anaerobic 
threshold  with  exercise  and  use  of  the  respiration 
sensor. 

The  Activity-Sensing  Pacemaker 

The  pacemaker  that  was  implanted  in  the  pa- 
tient presented  today  senses  body  motion  and 


translates  that  into  pacing  rate.  It  is  logical  to 
conclude  that  when  sitting  down  with  little  phys- 
ical activity  the  amount  of  body  vibration  is  low. 
With  medium  activity,  such  as  walking,  there  is 
a greater  amount  of  vibration  throughout  the 
body  that  can  be  sensed.  Increasing  physical  ac- 
tivity creates  more  vibrations.  A pacemaker  with 
the  capability  of  sensing  body  vibration,  translat- 
ing it  into  heart  beats  per  minute,  and  transmit- 
ting that  rate  to  the  patient’s  heart  via  a right 
ventricular  pacing  electrode  would  provide  pac- 
ing rates  as  a function  of  body  activity.  This,  in 
fact,  is  the  way  the  motion-sensitive  pacemaker 
works.  Its  sensitivity  can  be  increased  to  detect 
small  changes  in  activity  or  decreased  to  respond 
only  to  levels  of  peak  activity.  The  pacemaker 
used  in  today’s  patient  has  three  different  sensi- 
tivity levels  that  can  be  selected.14 

Studies  initially  were  done  on  normal  human 
subjects  by  strapping  the  motion  sensor  to  the 
chest  wall,  adding  a Holter  monitor,  then  having 
them  perform  all  ordinary  physical  activity  (Fig. 
6).  The  intrinsic  heart  rate  is  represented  by  the 
solid  line  and  the  activity-regulated  heart  rate 
(what  the  pacemaker  would  have  been  delivering 
to  the  patient  in  response  to  the  body  motion  it 
sensed)  is  the  dotted  line.  There  is  a good  cor- 
relation throughout  the  24  hours  between  the  two. 

Physically,  it  is  a very  small  pacemaker  that 
looks  just  like  any  other  VVI  device.  It  has  an 
activity  sensor  in  the  pulse  generator  itself  so  no 
additional  leads  are  required.  The  activity  sensor 
is  really  a piezo-electric  crystal  affixed  to  the  back 
of  the  power-pack  container.  The  container  is 
implanted  in  the  body  with  the  piezo-electric 
sensor  against  the  pectoralis  major  muscle.  The 


SENSOR 


RESPONSE  CURVES 


£=40 


Translates 
Mechanical 
Pressure  Waves 
Into  Electrical 
Signals 


THRESHOLD 

Low 

. Medium 
High 


BPM 


Activity 


Determines 
Pacing  Rate 
for  Given 
Level  of 
Exercise 


RATE  LIMITS 


High:1  50 
125 
100 
Low:  80 
70 
60 


Filters 

Environmental 

Signals 


Determines 
Minimum  and 
Maximum 
Rates 


Figure  7.  The  sensing,  filtering,  and  response  characteristics  of  an  activity-responsive  pacemaker.  The 
response  to  the  sensor  and  the  limits  of  pacing  rate  can  be  programmed. 
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piezo-electric  cell  (Fig.  7)  is  programmed  to 
gradually  increase  the  signal  for  change  in  heart 
rate  to  the  pacer  in  response  to  the  activity  it 
senses.  There  is  about  a 10-second  lag  before  the 
heart  rate  signal  increases.  The  motion  sensor  also 
gradually  reduces  its  rate  as  exercise  is  stopped, 
taking  45  seconds  for  it  to  return  to  baseline  af- 
ter activity  has  ceased.  The  rate  of  increase  of 
heart  beats  with  motion  can  also  be  programmed 
from  a relatively  slow  to  a relatively  fast  in- 
crease. There  are  ten  different  programmable  rate 
levels  of  increase  in  heart  rate  in  response  to  ac- 
tivity. In  the  newer  models,  the  ceiling  on  rate 
can  be  programmed  to  150/min.  Thus  we  can  now 
program  not  only  the  rate  of  rise  of  heart  rate 
but  its  maximal  level  at  peak  physical  activity. 
Parenthetically,  we  can  also  program  this  pace- 
maker as  a nonactivity-sensing  DVI. 

Fig.  8 is  an  example  of  changes  in  heart  rate 
of  a patient  who  exercised  on  the  treadmill  with 
the  activity-sensor  turned  on.  At  rest  her  paced 
heart  rate  was  slow;  when  she  stood  up,  her  paced 
heart  rate  increased  just  as  a normal  subject’s 
would.  With  exercise  there  was  a further  in- 
crease in  paced  heart  rate  until  it  reached  a peak 
of  145/min.  After  exercise,  there  was  a gradual 
decay  in  heart  rate  back  to  baseline. 

For  comparison,  Fig.  9 is  the  tolerance  curve 
of  a patient  who  exercised  (Naughton  protocol) 
with  a pacemaker  programmed  only  to  its  VVI 
mode.  He  reached  fatigue  early  (solid  circles, 


stage  4).  With  the  activity  responsive  device  he 
was  able  to  exercise  longer  (triangles,  stage  5)  by 
increasing  his  heart  rate  and  presumably  cardiac 
output. 

Another  example  of  activity-responsive  pacing 
is  shown  in  Fig.  10.  The  Holter  monitor  record 
of  a patient  with  an  activity-sensing  pacemaker  is 
shown.  As  he  went  through  the  day,  the  heart 
rate  waxed  and  waned,  depending  on  his  activity; 
asleep,  the  heart  rate  returned  to  the  baseline, 
while  with  walking,  eating,  housework,  or  driv- 
ing a car,  the  heart  rate  changed  depending  on 
what  motion  the  pacemaker  sensed. 

We  now  have  studied  20  patients  with  this 
pacemaker  implanted.  The  electrode  in  the  ma- 
jority is  in  the  right  ventricle,  but  if  His-bundle 
studies  confirm  normal  AV  conduction,  several 
have  been  implanted  in  the  right  atrium.  We  have 
invariably  found  at  least  one  functional  class  of 
improvement  (Fig.  11)  between  the  pre-implant 
and  post-implant  symptoms  that  the  patient  has 
in  terms  of  exercise  tolerance.  Using  the  Naugh- 
ton protocol15  all  have  been  able  to  improve  ex- 
ercise capacity  in  terms  of  time  to  termination 
(P<. 01). 

There  have  been  no  problems  so  far  with  the 
device.  We  have  been  able  to  program  appropri- 
ate responsiveness  into  the  pacemaker  so  that  it 
will  have  a low  rate  of  discharge  at  rest  and  in- 
crease with  minimal  amounts  of  exercise.  There 
have  been  some  patients  who  have  improved  their 
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Figure  8.  Comparison  of  the  effects  of  exercise  (solid  line)  in  a 49-year-old  female  patient  of 
an  ordinary  VVI  pacemaker  (triangles)  and  a motion-responsive  pacemaker  of  the  same 
configuration  (VVI-Act,  solid  circles).  The  latter  made  possible  a 103%  increase  in  heart  rate 
and  a 167%  increase  in  tolerable  time  of  exercise. 
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Figure  9.  Increase  in  exercise  tolerance  from  Naughton  protocol  stage  4 to  stage  5 by  an  activity- 
responsive  VVI  (solid  triangles)  compared  to  an  ordinary  VVI  (solid  circles)  and  to  pre-implantation  re- 
sponse (solid  squares). 


intrinsic  rate  with  this  type  of  pacing.  Several  pa- 
tients whom  we  exercised  prior  to  implant  could 
not  accelerate  the  sinus  node  appropriately;  with 
exercise,  they  started  to  have  a normal  function- 
ing sinus  node  after  the  pacemaker  had  been  im- 
planted for  a time.  We  don’t  know  why  that  oc- 
curred. 


Another  report  of  this  same  pacemaker  was 
published  in  Pace . 16  A smaller  number  of  pa- 
tients were  studied,  but  the  cardiac  index  with 
the  activity  mode  pacemaker  was  increased  by 
52%.  The  authors  also  found  that  activity-sens- 
ing improved  the  time  to  anaerobic  threshold  over 
non-sensing  VVI  pacing. 


Rate 

(ppm) 


Figure  10.  Graph  to  show  the  effects  of  various  activities  on  heart  rate  in  a patient  with  an  Activitrax  pacemaker.  The 
effects  of  riding  in  a car  are  to  be  noted.  Ordinate,  heart  rate;  abscissa,  time  of  day. 
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Figure  11.  Effect  of  implantation  of  an  activity-responsive  pacemaker 
on  functional  class  of  eight  patients  (N.Y.  Heart  Association  Criteria, 
1964  Edition). 


Summary 

Several  different  physiologic  parameters  to 
which  a prosthetic  pacemaker  could  respond  to 
change  pacing  rate  have  been  and  are  being  eval- 
uated by  different  investigators.  The  response  to 
temperature  is  slow,  but  the  reliability  of  the 
sensor  is  high  because  it  is  easy  to  build  an  elec- 
trode that  senses  temperature  changes,  but,  as 
pointed  out,  there  must  be  quite  a bit  of  activity 
before  there  is  a sustained  increase  in  central 
venous  temperature.  The  QT  interval  responds 
relatively  quickly  to  exercise,  and  may  be  one  of 
the  fastest;  unfortunately  its  usefulness  seems  to 
be  limited,  because  the  QT  interval  is  affected  by 
medications. 

Respiratory  rate  is  changed  quickly  by  exer- 
cise, but  the  specificity  of  the  method  is  only 
moderate,  because  parameters  other  than 
breathing  can  change  the  impedance  sensed  by 
the  system;  for  example,  hyperventilation  or  body 
motion  can  affect  the  impedance  sensor.  Al- 
though the  sensor  has  high  reliability,  this  pacer 
requires  an  extra  lead  implanted  subcutaneously 
in  the  right  chest  wall.  Though  oxygen  saturation 
responds  quickly  to  exercise,  the  system  itself  is 
a little  slow  to  respond  and  the  sensor  has  a low 
reliability.  The  pH  of  the  blood  is  changed 
promptly  by  effort,  but  the  sensor  is  not  reliable6; 
of  seven  implanted,  four  were  not  working  by  the 
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end  of  two  years,  inadequate  in  vivo  longevity 
being  the  major  problem.  Body  motion  requires 
no  intermediary  for  detection,  and  sensor  relia- 
bility is  very  high,  but  the  system  can  be  fooled. 
Vibration  while  riding  in  an  auto  on  a bumpy 
road  will  increase  the  heart  rate,  as  will  other 
applied  forces  that  cause  the  body  to  vibrate.  We 
have  thus  far  always  been  able  to  program  the 
sensitivity  of  the  activity  sensor  in  such  a way, 
however,  that  the  system  causes  no  problems  for 
the  individual  patient. 

Although  we  have  come  a long  way  since  1958, 
and  now  understand  DDD  pacing  fairly  well,  to- 
day I think  we  are  about  to  enter  a whole  new 
phase  of  pacemaker  technology.  There  are  now 
pacemakers  that  can  change  pacing  rates  in  re- 
sponse to  changing  physiologic  demands,  oper- 
ating by  sensing  a variety  of  physiologic  param- 
eters that  reflect  those  changing  demands.  They 
hold  promise  of  a bigger  impact  on  cardiac  out- 
put and  sense  of  well-being  for  the  patient  than 
the  DDD  pacemaker  has  been  able  to  give  us 
because  the  majority  of  patients  we  consider  for 
pacemakers  have  malfunctioning  sinus  nodes  that 
don’t  respond  appropriately  to  exercise. 

The  motion-sensitive  pacemaker  has  just  come 
on  the  market.  It’s  a single  lead  implant,  as  are 
most  of  the  variable  rate  pacemakers.  The  cost  is 
probably  going  to  be  less  than  the  DDD  pace- 
maker, an  attractive  feature  in  today’s  climate  of 
DRGs. 
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Trauma  Rounds 


Penetrating  Carotid  Artery  Injuries 

GEORGE  BURRUSS,  M.D.;  EUGENE  C.  MANGIANTE,  M.D.;  and 
TIMOTHY  C.  FABIAN,  M.D. 


It  has  been  over  400  years  since  Ambroise  Pare 
successfully  treated  a patient  with  profuse  hem- 
orrhage secondary  to  a lacerated  left  common 
carotid  artery.1  The  patient  survived  his  injury  but 
with  a fixed  neurologic  deficit.  Penetrating  neck 
trauma  with  injury  to  the  extracranial  cerebro- 
vasculature  continues  to  be  a challenging  exer- 
cise in  both  the  preoperative  and  postoperative 
period.  Most  life-threatening  situations,  such  as 
hemorrhage  and  airway  obstruction,  can  be  man- 
aged with  a reasonable  degree  of  success.  Today, 
just  as  in  Pare’s  patient,  judicious  surgical  man- 
agement revolves  around  the  initial  neurologic 
status,  maintenance  of  optimal  cerebral  perfu- 
sion and  the  decision  not  only  whether  or  not  to 
revascularize,  but  also  which  technique  to  use. 

Report  of  a Case 

A 19-year-old  man  was  brought  to  the  Presley  Trauma 
Center  after  being  shot  in  the  left  neck  with  an  unknown 
caliber  handgun.  His  blood  pressure  was  100/60  mm  Hg,  pulse 
100/min,  and  respirations  unlabored  at  14/min.  The  entrance 
wound  was  in  the  midline  over  the  thyroid  cartilage,  and  the 
exit  wound  in  the  left  posterior  triangle.  The  trachea  was  de- 
viated to  the  right,  his  voice  slightly  hoarse,  and  a large  he- 
matoma filled  the  left  side  of  the  neck.  The  neurologic  ex- 
amination was  normal.  Fluid  resuscitation  was  begun  and  he 
was  electively  intubated.  A small  amount  of  blood  was  visible 
in  the  hypopharynx,  and  the  nasogastric  tube  also  returned 
blood. 

Immediate  surgical  exploration  was  undertaken  through  a 
left  neck  incision.  A complete  transection  of  the  left  common 
carotid  was  found  and  repaired  with  a segment  of  Gortex 
graft  over  a carotid  shunt.  Further  exploration  revealed  a mi- 
nor injury  of  the  thyroid  cartilage  and  a tangential  penetra- 
tion of  the  cervical  esophagus.  The  esophageal  injury  was  de- 
brided  and  closed  with  3-0  absorbable  suture.  No  drains  were 
placed.  The  patient  awoke  neurologically  intact  and  made  an 
uneventful  recovery. 

Discussion 

The  clinical  approach  to  penetrating  neck 
trauma  with  suspected  vascular  injury  is  deter- 
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mined  by  the  patient’s  initial  hemodynamic  and 
respiratory  status.  A major  tenet  in  the  manage- 
ment of  all  trauma  victims  is  immediate  control 
of  the  airway  and  restoration  of  the  intravascular 
volume.  The  simple  presence  of  a penetrating 
wound  in  proximity  to  the  carotid  should  suggest 
the  diagnosis.  Tangential  wounds  may  be  sealed 
by  a thrombus,  and  with  injuries  by  large  caliber 
or  high  velocity  projectiles  the  possibility  of  inti- 
mal  disruption  should  be  suspected.  In  addition, 
a normal  neurologic  examination  or  the  presence 
or  absence  of  distal  carotid  pulsation  is  not  reli- 
able in  the  diagnosis  of  carotid  artery  injury. 

Concomitant  tracheal  injury  or  external 
compression  of  the  airway  by  an  expanding  he- 
matoma may  impede  air  exchange.  Intubation  of 
the  trachea  should  be  accomplished  as  soon  as 
possible  when  a moderate  to  large  hematoma  oc- 
cupies the  neck.  Control  of  external  hemorrhage 
is  best  obtained  by  digital  pressure.  The  rapid  in- 
sertion of  large  bore  venous  catheters  for  volume 
restoration  is  crucial,  and  when  upper  extremity 
veins  are  not  accessible,  the  femoral  vein  cathe- 
ter may  be  advantageous.  The  possibility  of  as- 
sociated thoracic  outlet  venous  injuries  may  pre- 
clude upper  extremity  venous  access.  In  the 
hemodynamically  unstable  patient  or  in  patients 
with  potential  airway  difficulties,  diagnostic  pro- 
cedures should  be  minimized  in  lieu  of  operative 
intervention.  A complete  neurologic  examina- 
tion should  be  performed  and  documented  since 
findings  often  dictate  the  surgical  procedure  un- 
dertaken. In  stable  patients  with  injuries  above 
the  mandible  or  near  the  clavicle,  arteriography 
is  clearly  indicated.2  3 

Exposure  of  the  carotid  artery  in  the  neck  is 
best  accomplished  through  an  anterior  sterno- 
cleidomastoid muscle  incision.  Control  of  the  ca- 
rotid proximal  and  distal  to  the  injury  must  be 
secured  before  entering  the  hematoma.  With  in- 
juries low  in  the  neck,  clavicular  resection  or  me- 
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dian  sternotomy  may  be  required  for  proximal 
control.4  In  addition,  the  lower  extremities  should 
be  prepared  and  draped  for  acquisition  of  the  sa- 
phenous vein  if  needed. 

The  degree  of  vessel  injury  and  the  type  of 
missile  dictate  the  method  used  in  the  repair  of 
carotid  artery  injuries.  Lateral  repair  is  accept- 
able in  some  stab  wounds.  Due  to  more  exten- 
sive vessel  injury,  gunshot  wounds  are  best  man- 
aged by  excision  of  the  traumatized  vessel 
followed  by  end-to-end  anastomosis  or  an  inter- 
position graft,  the  latter  best  accomplished  using 
a reversed  segment  of  the  greater  saphenous  vein 
or  a prosthetic  Gortex  graft.  It  has  been  found 
that  the  Gortex  graft  functions  well  in  the  neck, 
is  resistant  to  infection,  and  is  readily  available.5 
Vascular  continuity  may  be  also  be  restored  in 
internal  carotid  injuries  at  the  level  of  the  bifur- 
cation by  transposing  the  external  carotid  artery. 

It  is  unclear  whether  a shunt  should  be  used 
at  the  time  of  repair  to  maintain  cerebral  perfu- 
sion. Due  to  the  abundant  collateral  circulation 
in  most  patients  and  a communicating  circle  of 
Willis  in  85%  of  patients,  a shunt  is  not  usually 
required  in  patients  with  atherosclerotic  stenosis 
of  the  carotid.  In  carotid  artery  trauma  neither 
of  these  factors  is  a certainty,  and  therefore  a 
carotid  shunt,  such  as  a Pruitt-Inahara,  is  fre- 
quently utilized.  In  all  likelihood,  patients  who 
have  sustained  a complete  interruption  of  carotid 
flow  without  a preoperative  neurologic  deficit 
may  be  revascularized  without  a shunt.  The  pres- 
ence of  bright  red  retrograde  arterial  flow  from 
the  distal  end  of  the  carotid  injury  probably  in- 
dicates adequate  collateral  flow,  but  this  is  very 
subjective.6  Distal  carotid  mean  arterial  pressure 
in  excess  of  60  mm  Hg  indicates  that  collateral 
circulation  is  adequate,  but  the  procedure  may 
be  time-consuming  and  tedious,  and  therefore  the 
empirical  use  of  the  shunt  is  advantageous. 


Finally,  the  adverse  effects  of  revasculariza- 
tion must  be  considered  in  some  patients.  Cer- 
tainly, neurologically  intact  patients  are  best 
treated  with  repair  and  restoration  of  flow.  At 
the  opposite  end  of  the  spectrum,  patients  in 
coma  preoperatively  carry  a uniformly  high  mor- 
bidity and  mortality  whatever  the  procedure. 

If  revascularization  is  performed  in  the  coma- 
tose patient,  the  probable  conversion  of  anemic 
infarct  to  a hemorrhagic  infarct  is  a distinct  pos- 
sibility. Therefore,  in  this  instance,  and  without 
prograde  flow,  ligation  of  the  carotid  artery  may 
be  the  safest  procedure.  Liekweg  and  Greenfield6 
have  found  that  in  patients  with  all  grades  of 
neurologic  deficit  short  of  coma,  primary  vascu- 
lar repair  is  superior  to  ligation  in  terms  of  mor- 
bidity and  mortality. 

It  has  been  our  policy  to  explore  all  neck 
wounds  that  violate  the  platysma  muscle,  and  to 
therefore  accept  a high  negative  exploration  rate 
in  exchange  for  a reduction  in  the  devastating 
costs  of  a missed  injury.  Patients  with  neck  he- 
matomas are  intubated  early,  and  a femoral  vein 
catheter  is  inserted.  An  intraluminal  shunt  is 
routinely  employed  when  possible,  and  lateral 
arterial  repair  is  infrequently  utilized.  An  end-to- 
end  anastomosis  or  interposition  Gortex  graft  has 
yielded  good  results.  At  present,  all  injuries  are 
revascularized  unless  the  patient  is  in  coma  and 
without  prograde  carotid  flow,  in  which  case  ca- 
rotid ligation  is  performed.  r / 

REFERENCES 

1.  Watson  WL,  Silverstone  SM:  Ligation  of  the  common  carotid  artery  in 
cancer  of  the  head  and  neck.  Ann  Surg  109:1-27,  1939. 

2.  Thai  ER,  Snyder  WH  III,  Hays  RJ,  et  al:  Management  of  carotid  artery 
injuries.  Surgery  76:955-962,  1974. 

3.  Roon  AJ,  Christensen  N:  Evaluation  and  treatment  of  penetrating  cervical 
injuries.  J Trauma  19:391-397.  1979. 

4.  Pate  JW,  Cassini  M:  Penetrating  wounds  of  the  neck:  Explore  or  not?  Am 
Surg  46:38-43,  1980. 

5.  Brown  MF,  Graham  JM,  Feliciano  DV,  et  al:  Carotid  artery  injuries.  Am 
J Surg  144:748-753,  1982. 

6.  Liekwig  WJ  Jr,  Greenfield  LJ:  Management  of  penetrating  carotid  artery 
injury.  Ann  Surg  188:587-592,  1978. 


TENNESSEE  MEDICAL  ASSOCIATION 

1 52ND  ANNUAL  MEETING 
April  8-11/  1987 

Hyatt  Regency  Hotel,  Knoxville,  Tennessee 


AUGUST  1986 


493 


Radiology  Case  of  the  Month 


k Beaded  Biliary  Tree 

EAPEN  THOMAS,  M.D.  and  SANKAR  LAKSHMAN,  M.D. 


Case  Report 

A 37-year-old  white  man  was  seen  in  consultation  for  fur- 
ther evaluation  of  intermittent  itching  and  abnormal  liver 
function  for  about  four  years.  His  chemistry  profile  showed 
total  bilirubin  0.7  mg/dl,  alkaline  phosphatase  538  U/L,  SGPT 
192  U/L,  SGOT  150  U/L  and  GGT  386  U/L.  Hematologic 
tests  were  normal,  and  serologic  tests  such  as  LE  cells,  ANA, 
and  antimitochondrial  antibody  were  negative.  Bilirubin  was 
present  in  the  urine.  Physical  examination  was  nonspecific, 
and  an  oral  cholecystogram  and  sonography  were  negative. 
He  denied  intravenous  drug  abuse,  and  ingestion  or  exposure 
to  hepatotoxic  agents  or  drugs.  There  was  no  weight  loss  or 
abdominal  pain.  On  detailed  questioning  he  mentioned  that 
he  had  been  passing  several  loose  stools  with  mucous  and 
small  amounts  of  fresh  blood  for  about  two  weeks.  An  en- 
doscopic retrograde  cholangiogram  (ERC)  was  performed 
(Fig.  1).  What  is  your  diagnosis? 

Discussion 

Direct  radiographic  visualization  of  the  biliary 
tree  is  essential  to  confirm  the  diagnosis  of  pri- 
mary sclerosing  cholangitis  (PSC).  Between  the 
two  methods  available,  ERC  is  preferable  to  per- 
cutaneous transhepatic  cholangiography  (PTC) 
because  the  intrahepatic  ducts  are  sclerosed  and 
narrowed  in  this  condition.1  Diffuse  involvement 
of  the  biliary  tree,  both  intrahepatic  and  extra- 
hepatic,  with  short  and  annular  strictures  with  in- 
tervening normal  or  slightly  dilated  segments,  is 
diagnostic.12 

The  pancreatic  duct,  when  seen,  may  be  ab- 
normal in  a small  number  of  patients.  The 
changes  resemble  those  of  chronic  pancreatitis 
with  diffuse  narrowing  of  the  main  duct  with 
multiple  short  strictures  and  mildly  ectatic  inter- 
vening segments.  Similar  abnormalities  of  the 
cystic  duct  and  gallbladder  may  also  be  found.2 

Other  diagnostic  procedures  such  as  ultraso- 
nography, computed  tomography,  and  intrave- 
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Figure  1.  Endoscopic  retrograde  cholangiogram. 


nous  cholangiography  are  of  limited  value  in 
confirming  a diagnosis  of  PSC.1 

PSC  is  associated  with  a number  of  condi- 
tions, many  of  which  are  considered  autoimmune 
diseases.1  These  include  inflammatory  bowel  dis- 
ease (IBD),  pancreatitis,  sicca  syndrome,  retro- 
peritoneal and  mediastinal  fibrosis,  sarcoidosis, 
Riedel’s  thyroiditis,  pseudotumor  of  the  orbit, 
histiocytosis  and  Peyronie’s  disease,  angioimmu- 
noblastic  lymphadenopathy,  Weber-Christian 
disease,  rheumatoid  arthritis,  and  immune  defi- 
ciency syndrome.  IBD  is  the  most  commonly  as- 
sociated condition,  with  chronic  ulcerative  colitis 
(CUC)  predominating.  Generally  the  diagnosis  of 
CUC  precedes  diagnosis  of  PSC.  The  reverse  can 
however  occur.  PSC  can  also  occur  years  after 
proctocolectomy  for  CUC. 

On  further  workup  of  his  blood-tinged  diar- 
rhea, our  patient  had  classic  colonoscopic  and 
histologic  features  of  CUC  with  subacute  activi- 
ty- 

PSC  may  have  associated  complications.1  With 
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increasing  obstruction  due  to  progressive  nar- 
rowing, chronic  cholestasis  will  occur,  which  may 
progress  to  liver  failure,  with  ascites,  steator- 
rhea, fat-soluble  vitamin  deficiencies,  and  mani- 
festations of  portal  hypertension  such  as  variceal 
bleeding.  With  advanced  disease  steatorrhea  is 
common.  A second  complication  of  PSC  is  bili- 
ary lithiasis,  found  in  up  to  a quarter  of  these 
patients;  most  are  asymptomatic.  Predominance 
of  pigmented  stones  containing  calcium  may  in- 
dicate that  it  is  the  result  of  ascending  cholangi- 
tis. Carcinoma  of  the  bile  duct  is  a third  compli- 
cation, which  appears  to  occur  in  long-standing 
cases.  These  are  predominantly  extrahepatic  in 
location,  and  thus  PSC  may  be  considered  a pre- 
malignant  condition. 

The  etiology  of  PSC  remains  unknown.  Portal 
bacteremia  does  not  appear  to  be  a major  factor. 
The  possibility  of  an  autoimmune  cause  re- 
mains.1 

There  is  no  current  medical  therapy  of  estab- 
lished efficacy;  immunosuppressive  drugs  and  an- 
tibiotic therapy  have  been  tried.  Bile  acid  bind- 
ing agents  such  as  cholestyramine  are  of 


symptomatic  benefit  for  pruritis.  Fat-soluble  vi- 
tamin deficiencies  should  be  looked  for  and  cor- 
rected. The  role  of  surgery  in  the  treatment  of 
PSC  is  unclear;  with  end-stage  disease,  hepatic 
transplantation  may  be  considered.1 

Answer 

ERC  reveals  segmented  narrowing  of  intrahe- 
patic  and  extrahepatic  ducts  mainly  on  the  left 
side.  There  is  a beaded  appearance  to  these  ducts 
due  to  short,  annular  strictures  with  intervening 
normal  or  slightly  dilated  segments.  This  appear- 
ance is  also  evident  in  the  cystic  duct,  with  min- 
imal narrowing  of  the  common  bile  duct.  The 
gallbladder  is  unremarkable.  These  changes  are 
characteristic  of  primary  sclerosing  cholangitis.12 
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EKG  of  the  Month 


W.  BARTON  CAMPBELL,  M.D. 


A 53-year-old  man  was  admitted  to  St.  Thomas  Hospital 
for  evaluation  of  angina  pectoris.  He  had  an  anterior  my- 
ocardial infarction  in  1983  complicated  by  cardiac  arrest,  car- 
diac failure,  and  pericarditis.  Subsequent  catheterization  dis- 
closed a tight  proximal  anterior  descending  coronary  artery, 
and  successful  balloon  angioplasty  of  this  stenosis  was  carried 
out  in  1984.  Coronary  arteriography  disclosed  a good  long- 
term result  from  his  previous  balloon  angioplasty.  The  left 
ventricular  apex  was  akinetic  and  the  anterior  wall  hypoki- 
netic, with  an  injection  fraction  of  0.3.  There  was  no  signifi- 
cant coronary  arterial  stenosis.  His  admission  electrocardi- 
ogram is  shown  in  Fig.  1. 


This  tracing  shows  sinus  rhythm  at  a rate  of  93/min.  The 
PR  interval  is  normal  at  0.17  seconds.  Q waves  are  present 
in  III  and  aVF  as  well  as  in  leads  V,  through  V4.  These  changes 
are  compatible  with  his  apical  myocardial  infarction.  There 
are  minor  ST-T  waves  changes  with  slight  “sagging”  of  the 
ST  segments  in  I,  aVL,  and  J point  depression  in  V6  and 
aVF.  In  addition  the  J points  are  slightly  elevated  with  up- 
ward sloping  ST  segments  in  leads  V)  through  V4. 

One  day  later,  in  a second  tracing  (Fig.  2)  P waves  are 
strikingly  inverted  in  leads  II,  III  and  aVF  but  continue  to 
have  a PR  interval  in  the  normal  range  of  0.17  seconds.  Q 
waves  remain  in  III  and  aVF  and  are  now  present  in  lead  II. 
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Discussion 

P waves  are  normally  upright  in  leads  II,  III 
and  aVF,  as  the  impulse  spreads  downward  away 
from  the  sinus  node  which  is  located  in  the  su- 
perior right  atrium.  Inverted  P waves  in  inferior 
leads  result  when  atrial  depolarization  is  cephal- 
ad,  suggesting  the  origin  of  the  impulse  to  be  in 
the  floor  of  the  atrium.  This  finding,  with  a nor- 
mal PR  interval,  is  diagnostic  of  ectopic  atrial 
rhythm  or  junctional  rhythm  with  junctional-atri- 
al delay.1 

Scrutiny  of  lead  II  in  the  second  tracing  shows 
it  to  be  the  reciprocal  (mirror  image)  of  lead  II 
in  the  first  tracing.  This  key  observation  allows 
the  deduction  that  left  leg  and  right  arm  leads 
have  inadvertently  been  reversed  at  the  time  of 
the  second  tracing;  this  lead  reversal  results  in 
the  low  voltage  inverted  P wave  seen  in  lead  I of 
Fig.  2.  The  Q wave  in  leads  III  and  aVF  is  not 
significantly  changed  as  these  forces  are  directed 
superiorly  away  from  the  left  leg  lead  just  as  they 
are  directed  leftward  away  from  the  right  arm 
lead  (Fig.  3). 

The  electrocardiogram  was  repeated  with  de- 
liberate right  arm-left  leg  lead  reversal  (Fig.  4), 
resulting  in  a pattern  identical  to  that  seen  in  Fig. 
2. 


LEG 

Figure  3 

IMPRESSION:  Left  leg-right  arm  lead  reversal, 
resulting  in  pattern  of  pseudoectopic  atrial 
rhythm.  r ^ 
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Geriatric  Medicine 


Osteoporosis 

RONALD  C.  HAMDY,  MBChB,  DM,  MRCP  (UK) 


Throughout  life,  bone  tissue  is  constantly  re- 
sorbed and  reformed,  both  processes  mediated 
by  cells  and  controlled  by  a number  of  hor- 
mones. In  normal  adults,  the  rates  of  bone  re- 
sorption and  formation  are  equal,  the  total  bone 
mass  remaining  constant.  In  growing  children 
bone  formation  exceeds  resorption,  and  the  bone 
mass  increases.  In  old  age,  on  the  other  hand, 
when  bone  resorption  exceeds  formation,  the 
bone  mass  tends  to  decrease  and  osteoporosis 
develops.  As  bone  loss  progresses,  the  bones  be- 
come mechanically  inefficient  and  fragile,  and 
may  fracture  following  minimal  trauma. 

Fractures  are  the  most  common  complications 
of  osteoporosis.  Particularly  at  risk  are  the  lower 
ends  of  the  radius  and  ulna  and  the  femoral  neck. 
It  has  been  estimated  that  whereas  about  7%  of 
the  female  white  population  aged  60  years  would 
have  sustained  a fracture,  by  the  age  of  80  years 
the  prevalence  of  fractures  would  have  risen  to 
about  25%. 1 

The  vertebrae  are  also  affected  by  osteoporo- 
sis. As  the  bone  mass  decreases  they  become  ra- 
diologically  more  translucent  (ghost  vertebrae), 
then  as  they  become  mechanically  weak,  the  in- 
tervertebral disc  invaginates  into  the  adjacent 
vertebrae  (“Schmorl’s  nodules”);  later,  as  the 
process  continues,  the  invagination  of  the  verte- 
brae by  the  intervertebral  disc  becomes  more 
pronounced,  and  the  vertebrae  appear  bicon- 
cave, finally  becoming  wedged  or  collapsing 
completely.  At  that  time,  the  patient  usually  de- 
velops sudden  severe  back  pain,  which  often  in- 
terferes with  daily  activities.  Although  patients 


From  the  Division  of  Geriatric  Medicine,  Veterans  Administra- 
tion Medical  Center,  and  the  Department  of  Internal  Medicine,  Quil- 
len-Dishner  College  of  Medicine,  East  Tennessee  State  University, 
Johnson  City. 

Presented  at  the  Fall  Geriatrics  Symposium  of  the  Tennessee 
Medical  Association  Geriatrics  Committee,  Knoxville,  Sept.  27-29, 
1985. 

Reprint  requests  to  Department  of  Internal  Medicine,  Quillen- 
Dishner  College  of  Medicine,  P.O.  Box  21160A,  Johnson  City,  TN 
37614  (Dr.  Hamdy). 

498 


may  sometimes  associate  the  onset  of  pain  with 
lifting  or  pushing  heavy  weights,  the  pain  usually 
starts  spontaneously,  without  definite  preciptat- 
ing,  aggravating,  or  relieving  factors. 

The  pain  is  often  relieved  spontaneously  with- 
in four  to  six  weeks  until  another  vertebra  col- 
lapses. Clinical  examination  may  reveal  localized 
tenderness  to  deep  pressure  along  the  vertebra 
that  has  collapsed,  and  there  is  often  associated 
spasm  of  the  adjacent  paravertebral  muscles.  In 
most  cases  there  is  no  neurological  deficit.  When 
several  vertebrae  collapse  the  patient  looses 
height  and  the  arm  span  becomes  longer  than  the 
body  height;  normally  both  measurements  are  al- 
most equal.  Furthermore  when  several  thoracic 
vertebrae  undergo  wedge  compression,  kyphosis 
develops.  In  severe  cases,  the  chest  movements 
are  restricted,  the  respiratory  reserve  capacity  is 
limited,  and  the  patients  usually  succumb  to  pul- 
monary infection. 

Apart  from  the  obvious  conditions  that  lead  to 
osteoporosis,  such  as  Cushing’s  disease  or  the 
administration  of  certain  drugs  such  as  diuretics 
(particularly  loop  diuretics),  thyroid  supple- 
ments, and  cortisone,  the  underlying  pathogen- 
esis of  osteoporosis  remains  obscure.2  Two  fac- 
tors however  are  generally  recognized.  Firstly,  a 
hormonal  imbalance  at  the  menopause  is  most 
probably  responsible  for  the  accelerated  post- 
menopausal bone  loss,  initially  amounting  to  as 
much  as  2%  annually.3  Secondly,  immobilization 
is  a major  predisposing  factor,  which  has  now 
been  convincingly  demonstrated  in  space  flight 
and  bed  rest  simulation.46  There  is  even  some 
suggestion  that  exercise  increases  the  rate  of  bone 
formation  and  reduces  bone  loss. 

Several  attempts  have  been  made  to  quantify 
the  degree  of  osteoporosis.  Radiologically,  a long 
bone  can  be  examined  and  the  ratio  of  cortical 
to  medullary  thickness  calculated.  The  second 
metacarpal  bone  of  the  left  hand  is  often  used 
and  several  formulae  are  available  to  assess  the 
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degree  of  osteoporosis.  Percentile  tables  show 
that  women  below  the  30th  percentile  and  men 
below  the  10th  percentile  have  a much  higher  risk 
of  developing  a femoral  fracture  than  the  rest  of 
the  population.7 

The  neck  of  the  femur  is  also  sometimes  used 
to  quantify  the  degree  of  osteoporosis  (Singh  in- 
dex), but  this  method  is  open  to  misinterpreta- 
tion, as  the  x-ray  appearance  depends  not  only 
on  the  bone  examined,  but  also  on  the  penetra- 
tion of  the  film,  the  distance  between  the  x-ray 
source,  the  patient,  and  the  film,  and  finally  the 
position  of  the  patient.  Although  it  is  possible  to 
standardize  most  of  these  factors  when  x-raying 
the  hand,  it  is  very  difficult  to  maintain  them 
constant  when  x-raying  the  hip  joint. 

The  main  value  of  biochemical  assays  is  to  ex- 
clude other  conditions  that  may  coexist  with  os- 
teoporosis, such  as  osteomalacia  and  hyperpara- 
thyroidism. In  uncomplicated  osteoporosis,  the 
serum  calcium,  phosphate,  and  alkaline  phos- 
phatase are  essentially  normal.  The  alkaline 
phosphatase  level  may,  however,  rise  soon  after 
a fracture,  representing  reparative  osteoblastic 
overactivity.  In  some  instances  the  urinary  cal- 
cium and  hydroxyproline  excretion  are  in- 
creased. Since  the  normal  range  is  wide,  how- 
ever, and  since  many  factors  interfere  with  the 
handling  by  the  kidney  of  both  substances,  and 
the  accurate  collection  of  a 24-hour  urine  speci- 
men is  a difficult  task,  particularly  in  an  elderly 
person,  these  biochemical  assays  are  not  of  much 
value  in  the  routine  diagnosis  of  osteoporosis. 
Although  the  serum  osteocalcin  level  may  reflect 
the  degree  of  bone  formation,8  this  assay  is  at 
present  still  mostly  used  for  research  purposes. 

The  density  of  bone  can  be  measured  in  vivo 
by  using  a photon-absorption  densitometer.  A 
very  narrow  beam  of  low  energy  radioactivity  is 
passed  through  an  extremity,  and  a sensitive  plate 
on  the  other  side  records  the  radioactivity  that 
reaches  it;  the  more  radioactivity  that  reaches  the 


plate,  the  less  dense  the  bone,  and  vice-versa. 
There  are  at  present  sophisticated  densitometers 
that  measure  the  density  of  the  vertebrae  as  well 
as  long  bones.  Unfortunately  they  are  still  mostly 
limited  to  a few  centers. 

Final  confirmation  of  the  diagnosis  can  be  ob- 
tained by  bone  biopsy.  This  is  nevertheless  an 
invasive  procedure  that  cannot  be  recommended 
for  the  routine  follow-up  of  patients  with  osteo- 
porosis. 

Of  all  the  methods  presently  available  for  the 
diagnosis  of  osteoporosis,  radiologic  studies  ap- 
pear to  be  the  most  readily  available  for  routine 
everyday  practice.  It  should,  however,  be  point- 
ed out  that  the  diagnosis  of  osteoporosis  rests  al- 
most entirely  on  the  clinician’s  suspicion  index, 
especially  when  the  patient  is  asymptomatic. 

When  the  patient  has  a fracture,  the  diagnosis 
is  usually  apparent,  but  then  the  scope  for  inter- 
vention (as  far  as  the  osteoporotic  process  is  con- 
cerned) is  rather  limited.  Since  osteoporosis  is 
such  a common  problem,  and  is  associated  with 
such  high  morbidity  and  mortality  risks,  clini- 
cians should  attempt  to  diagnose  the  condition  as 
early  as  possible.  There  is  at  present  evidence  to 
suggest  that  the  proper  and  timely  management 
of  osteoporosis  may  improve  the  prognosis. 

r — ^ 
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Health  and  Environment  Report 


ew  Developments  in  Common  Genetic  Diseases 


JEWELL  WARD,  M.D.,  Ph.D. 


This  report  focuses  on  efforts  to  make  genetic 
services  available  to  all  residents  of  Tennessee. 
While  a particular  genetic  condition  may  be 
viewed  by  the  practitioner  as  rare,  the  cumula- 
tive numbers  of  all  genetic  patients  are  quite  high. 
In  addition  the  recurrence  risks  to  an  affected 
patient  and/or  his  parents  can  be  as  high  as  50%. 
This  report  focuses  on  a few  of  the  more  com- 
monly inherited  disorders,  describing  new  devel- 
opments of  which  the  practitioner  should  be 
aware. 

Cystic  fibrosis  (CF)  is  an  autosomal  recessive- 
ly  inherited  disorder  that  occurs  in  about  1 in 
2,000  live  white  births.  It  is  a defect  of  exocrine 
function  resulting  in  pancreatic  insufficiency  and 
chronic  obstructive  pulmonary  disease.  It  may 
present  itself  in  the  newborn  period  with  intes- 
tinal obstruction  or  in  later  childhood  with  fail- 
ure to  thrive  due  to  malabsorption  and/or  respi- 
ratory difficulties.  The  devastating  effects  of  the 
latter  are  well  known  and  are  the  cause  of  the 
morbidity  and  mortality  in  this  disorder.  There  is 
no  cure,  and  treatment  consists  of  prevention  of 
as  many  complications  as  possible. 

There  are  about  30  new  cases  of  CF  expected 
each  year  in  the  state  of  Tennessee.  The  fre- 
quency of  carriers  in  the  white  population  is  about 
1 in  20.  The  carrier  frequency,  however,  in  un- 
affected siblings  and  relatives  of  a CF  patient  is 
at  least  ten  times  that  of  the  normal  population. 
Since  there  is  no  population  carrier  test  avail- 
able, the  only  way  currently  to  detect  carrier 
couples  at  risk  is  to  ascertain  the  affected  indi- 
vidual and  provide  specific  diagnosis,  treatment 
and  genetic  counseling.  A couple  with  each  car- 
rying the  gene  for  CF  has  one  chance  in  four 
(25%)  of  having  an  affected  CF  child  with  each 
pregnancy.  Although  there  have  been  pilot  new- 
born screening  tests  implemented  in  various 

From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville.  Dr.  Ward  is  with  the  Department  of  Pediatrics,  Genetics 
Section,  University  of  Tennessee  College  of  Medicine,  Memphis. 
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countries,  this  has  not  as  yet  been  universally  ac- 
cepted as  an  effective  preventive  measure.  Re- 
cently, the  advances  in  molecular  genetics  have 
made  it  possible  for  carrier  detection  and  pre- 
natal diagnosis  to  be  considered  in  certain  fami- 
lies with  this  disorder,  thereby  giving  parents  and 
their  relatives  alternatives  for  prevention  of  this 
as  yet  incurable  disorder. 

Sickle  cell  disease  (SC  disease)  is  an  autosomal 
recessive  disorder  that  affects  predominantly 
blacks.  It  is  caused  by  a well-described  genetic 
defect  resulting  in  abnormal  hemoglobin  func- 
tion. The  clinical  sequelae  are  characterized  by 
episodic  crises,  with  anemia,  shock,  increased 
susceptibility  to  infection,  stroke,  and  even  death 
as  complications.  Treatment  may  consist  of  pro- 
viding hydration,  analgesia,  antibiotics,  oxygen, 
and  red  blood  cell  transfusions. 

The  incidence  of  SC  disease  is  about  1 in  500 
live  black  births,  thus  resulting  in  about  29  new 
cases  detected  each  year  in  Tennessee.  The  be- 
nign carrier  state,  or  sickle  cell  trait,  occurs  in 
about  1 in  12  blacks.  A carrier  couple  is  at  a 25% 
risk  for  having  such  an  affected  child,  and  rela- 
tives are  at  increased  risk  for  being  carriers.  Car- 
rier detection  and  counseling  programs  have  been 
available  for  many  years.  It  has  been  proposed 
that  every  newborn  be  tested  for  SC  disease  so 
that  early  detection,  intensive  education,  and 
counseling  may  be  given  to  those  families.  Pre- 
natal diagnosis  of  SC  disease  has  been  available 
in  the  last  few  years  and  provides  an  alternative 
for  couples  at  risk. 

Phenylketonuria  (PKU)  is  an  autosomal  reces- 
sively  inherited  disorder  involving  the  inability  of 
the  body  to  metabolize  phenylalanine.  If  untreat- 
ed PKU  is  characterized  by  the  eventual  onset  of 
developmental  delay  and  severe  retardation,  sei- 
zures, hyperactivity,  pigment  dilution,  a musty 
odor,  and  eczema.  PKU  has  been  successfully 
treated  by  limiting  phenylalanine  in  the  diet. 

The  incidence  of  PKU  is  about  1 in  12,000 
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liveborn  infants,  resulting  in  about  six  new  cases 
each  year  in  Tennessee  that  are  detected  through 
our  effective  newborn  screening  program.  The 
general  population  carrier  frequency  is  about  1 
in  50,  but  no  general  population  carrier  screen- 
ing test  is  yet  available.  A carrier  couple  is  also 
at  25%  risk  with  each  pregnancy  of  having  an 
affected  child,  and  the  primary  relatives  have  an 
increased  chance  of  being  carriers. 

A problem  emerging  in  the  treatment  of  PKU 
is  that  the  women  detected  and  treated  since  the 
late  1960s  are  now  entering  childbearing  age. 
Offspring  of  women  with  PKU  untreated  during 
pregnancy  may  have  as  high  as  an  80%  chance 
of  having  severe,  irreversible  brain  damage.  This 
is  known  as  maternal  PKU;  it  is  not  treatable  in 
the  infant,  but  may  possibly  be  prevented  by 
placing  the  woman  back  on  a restricted  diet  prior 
to  and  during  the  pregnancy.  Another  new  de- 
velopment in  the  area  of  PKU  is  the  availability 
of  prenatal  diagnosis  and  carrier  detection  in  se- 
lected families  through  molecular  genetic  tech- 
niques. 

For  further  information  concerning  these  ge- 
netic disorders,  contact  the  Genetics  Center  and/ 
or  Sickle  Cell  Center  in  your  area.  r % 


PRACTICE  OPPORTUNITIES 

The  Tennessee  Physician  Placement  Service  acts 
as  a clearinghouse  for  private  practice  physicians 
seeking  a Tennessee  community  in  which  to  establish 
a practice,  whether  solo,  partnership,  group  or  salar- 
ied position  is  your  preference.  This  is  accomplished 
by  allowing  physicians  seeking  associates  and  com- 
munities seeking  a physician  to  list  their  opportunity. 
We  then  disseminate  this  information  to  inquiring  phy- 
sicians. Our  service  also  assists  physicians  interested 
in  public  health,  mental  health  or  physicians  with  a 
National  Health  Service  Corps  obligation.  There  is  no 
charge  for  this  service. 

For  further  information,  please  contact: 
Physician  Placement  Service 
Tennessee  Department  of  Health  and  Environment 
100  9th  Avenue  North 
Nashville,  Tennessee  37219 
(615)  741-7308 


CUT  the  COST  of  your  workers’  compensation 
insurance  with  the  Dodson  Plan! 

15%  advance  discount  applies 
PLUS  dividends  averaging  23.5% 

A service  approved  by  Tennessee  Medical 
Association  since  1978 

With  Dodson,  you  also  benefit  these  ways: 

• Yearly  dividend  paid  as  earned  at  year-end, 
based  on  cost  of  claims  from  all  insured. 

• Quick,  efficient  claim  handling,  often 
completed  within  48  hours. 

• New,  no-charge  payment  plans. 

Write  us  or  call  toll-free  for  full  details: 

Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 
P.O.  Box  559,  Kansas  City,  MO  64141  800-821-3760 
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Loss  Prevention  Case  of  the  Month 


So  Thou  and  Do  Likewise 


J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 59-year-old  female  patient  was  seen  for  the  first  time 
by  a board  certified  orthopedic  surgeon  in  the  emergency  room 
following  a fall.  The  patient  had  been  visiting  her  son  and 
had  slipped  on  ice  leaving  the  hospital.  She  immediately 
complained  of  pain  in  her  right  wrist.  She  was  brought  to  the 
emergency  room  where  an  examination  revealed  obvious  de- 
formity. X-rays  showed  a displaced  fracture  of  the  right  distal 
radius,  a Colle’s  fracture.  Treatment  was  discussed  with  the 
patient  and  a closed  reduction  under  local  anesthesia  was 
done.  Following  reduction,  a sugar-tong  splint  was  applied 
and  postreduction  x-rays  were  obtained  which  revealed  sat- 
isfactory positioning  of  the  fracture  fragments.  The  patient 
was  then  admitted  to  the  hospital  that  evening  and  remained 
for  two  days. 

The  patient  was  seen  in  the  office  two  weeks  after  com- 
plaining of  marked  swelling  in  her  fingers,  thought  to  have 
resulted  from  dependency  and  lack  of  exercise  for  the  fin- 
gers. The  patient  was  reinstructed  on  exercises  and  elevation, 
and  the  sugar-tong  splint  was  changed  to  a short  arm  cast. 
The  patient  was  unable  to  tolerate  the  cast,  and  returned  one 
week  later,  where  the  cast  was  removed  and  a fiber  and  Vel- 
cro splint  was  used  for  immobilization  of  the  wrist. 

The  patient  continued  to  complain  of  swelling  of  her  fin- 
gers, along  with  severe  and  unusual  pain  in  her  arm,  mostly 
associated  with  supination  and  pronation,  and  numbness  in 
her  thumb.  She  was  then  readmitted  where  further  evalua- 
tion was  done.  The  electromyogram  (EMG)  suggested  a di- 
agnosis of  sympathetic  dystrophy,  for  which  active  range  of 
motion  exercises  and  analgesics  were  prescribed.  She  ap- 
peared moderately  improved  on  discharge  ten  days  after  ad- 
mission. 

Three  weeks  later  the  patient  called  stating  that  her  right 
wrist  was  worse  and  she  felt  something  shift  inside  her  wrist. 
The  patient  did  not  come  into  the  office  as  instructed  on  that 


Dr.  Avery  is  medical  director  of  State  Volunteer  Mutual  Insur- 
ance Company. 


day,  but  did  return  one  month  later.  Despite  vigorous  physi- 
cal therapy,  the  patient  continued  to  complain  of  pain  and 
swelling  of  her  wrist  and  fingers.  Resection  of  the  distal  ulna 
was  considered  but  more  conservative  treatment,  a stellate 
ganglion  block,  was  used.  Following  this,  the  patient  contin- 
ued on  physical  therapy,  but  continued  to  experience  pain 
despite  a normal  EMG. 

The  patient  then  filed  suit  alleging  that  after  treatment  for 
her  injury  she  continued  to  experience  severe  pain,  swelling, 
and  deformity,  in  addition  to  the  loss  of  use  of  her  right  fore- 
arm and  hand. 

Loss  Prevention  Comments 

This  very  unfortunate  outcome  of  treatment 
has  a happy  medicolegal  ending.  Sympathetic 
dystrophy  is  a known  and  fairly  common  compli- 
cation of  this  type  of  injury.  Our  orthopedic  sur- 
geon had  an  excellent  medical  record,  document- 
ing his  discussion  with  the  patient  of  the 
possibility  of  this  complication  under  the  best  of 
circumstances.  He  stayed  close  to  his  patient,  re- 
sponding appropriately  at  every  stage  of  the 
postreduction  course.  The  patient  was  made 
aware  of  what  was  being  done  for  her  and  why. 
This  case  illustrates  dealing  with  a bad  result  be- 
fore, during,  and  after  the  fact. 

Had  it  not  been  for  a real  “hired  gun,”  who 
was  discredited  before  he  had  a chance  to  give 
testimony,  this  lawsuit  would  not  have  been  filed 
in  the  first  place.  It  was  dismissed  on  summary 
judgment  on  behalf  of  our  orthopedic  colleague. 

“Go  thou  and  do  likewise!”  r ^ 
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Hard  Questions 

One  need  not  be  trained  in  economics  to  recognize  that  the  economy  of 
the  United  States  is  headed  for  trouble.  Warning  signs  are  flashing  in  all 
areas:  $200-billion  deficits;  $2-trillion  debt;  record  trade  deficits.  For  the  first 
time  in  our  history  we  are  becoming  a debtor  nation.  How  will  this  affect 
health  care  in  this  country?  How  will  we  allocate  our  resources  to  buy  the 
best  health  care?  What  public  policies  will  make  America  the  healthiest? 

Gov.  Richard  D.  Lamm  of  Colorado  has  said  that  to  get  the  right  answers 
we  must  ask  the  right  questions.  He  stirred  up  quite  a controversy  by  ques- 
tioning the  policy  of  expending  so  much  of  our  resources  on  care  for  the 
elderly.  Should  more  be  spent  on  research  and  preventive  care  than  on 
treating  terminal  diseases  and  palliative  care  for  the  aged? 

Should  the  taxpayers  pay  for  transplants  for  those  who  have  spent  years 
physically  abusing  or  neglecting  themselves  and  ignoring  programs  that  try 
to  prevent  disease?  Should  we  pay  for  heart  or  lung  transplants,  or  direct 
our  efforts  toward  programs  to  help  people  stop  smoking?  We  could  prob- 
ably prevent  more  heart  and  lung  disease  than  we  can  ever  cure — and  be 
much  more  cost  effective.  The  greatest  improvement  in  health  has  not  come  from  hospitals,  organ 
transplants,  renal  dialysis  and  other  high  tech  procedures,  but  has  come  from  sanitation,  vaccination, 
and  refrigeration.  The  artificial  heart  will  benefit  a few  at  a staggering  cost,  but  will  not  do  a thing  to 
prevent  heart  disease.  Humana’s  budget  for  the  artificial  heart  is  almost  as  much  as  it  cost  to  eradicate 
smallpox  from  the  whole  world. 

It  has  been  estimated  that  it  costs  about  $6,000  to  treat  early  carcinoma  of  the  breast  and  between 
$60,000  and  $70,000  to  treat  advanced  carcinoma  of  the  breast,  to  say  nothing  of  the  personal  anguish; 
yet,  most  insurance  policies  won’t  pay  for  screening  mammographies. 

We  would  never  have  vanquished  polio  with  the  iron  lung,  or  acute  rheumatic  fever  with  open 
heart  surgery,  or  tertiary  syphilis  of  the  brain  with  mental  hospitals.  We  fund  kidney  transplantation 
and  renal  dialysis,  and  yet  we  don't  understand  the  mechanisms  of  chronic  glomerulonephritis  and 
pyelonephritis,  the  primary  causes  of  chronic  renal  failure.  Could  we  not  spend  more  of  our  resources 
preventing  than  treating? 

Half  of  our  medical  expenditures  goes  to  treat  5%  of  the  sick.  We  provide  heroic  care  to  a few  and 
no  care  to  many.  The  answer  is  not  more  health  care,  but  better  distribution.  We  all  know  the  big 
killers  are  eating  too  much,  drinking  too  much,  smoking  too  much,  driving  too  fast,  and  not  wearing 
seat  belts.  We  could  make  America  healthier  by  adding  $2  per  pack  tax  on  cigarettes  than  by  adding 
1,000  thoracic  surgeons.  Must  we  continue  to  reward  programs  that  intervene  in  late  disease  with 
prestige  and  money  while  virtually  ignoring  programs  that  try  to  prevent  disease?  Perhaps  we  should 
make  smoking  cessation  our  priority — not  coronary  bypass  surgery  for  smokers. 

Certainly  our  desires  exceed  our  resources.  Sometimes  we  will  have  to  face  the  fact  that  our  re- 
sources are  finite  and  ask  ourselves  some  hard  questions  about  where  our  priorities  should  be  placed. 
There  are  many  options.  We  will  eventually  find  the  right  one.  As  Winston  Churchill  once  remarked, 
“Americans  can  always  be  counted  on  to  do  the  right  thing — once  they  have  exhausted  all  the  possible 
alternatives.” 
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Dr.  Marcus  and  the 
Restraint  of  Trade 

On  June  12  the  17,000  members  of  the  Ontar- 
io, Canada,  Medical  Society  voted  to  stage  an 
indefinite  strike  in  response  to  efforts  by  the  On- 
tario legislature  to  make  it  illegal  for  them  to  bill 
outside  the  government-run  health  insurance 
plan.  The  issue  is  not  money,  at  least  not  pri- 


marily, but  freedom.  That  is  not  news  in  Cana- 
da. 

I have  always  considered  striking  a mechanism 
for  the  labor  force  to  exert  pressure  on  manage- 
ment, either  directly,  or  indirectly  through  public 
dissatisfaction,  to  accede  to  their  demands  of 
whatever  sort,  and  therefore  to  be  beneath  the 
dignity  of  a profession.  The  first  strikes  of  doc- 
tors in  the  United  States  were  by  house  officers 
protesting  what  they  considered  mistreatment  and 
virtual  slavery — conditions  that  house  officers 
have  always  suffered  and  previously  accepted, 
since  we  thought  it  was  a trade-off  for  training — 
indentured  servitude,  you  might  say. 

Some  years  ago,  Sanford  A.  Marcus,  M.D. 
formed  the  Union  of  American  Physicians  and 
Dentists,  headquartered  in  Oakland,  California. 
Since  this  corner  of  our  land  has  a lot  of  unique 
problems,  among  them  the  decades-old  Kaiser- 
Permanente  Group,  a prepaid  system  for  health 
care  provision,  I considered  Dr.  Marcus’  union 
to  be  a local  reaction  to  a local  phenomenon, 
without  national  application  other  than  perhaps 
to  other  local  situations  such  as  the  house  staff 
problems  previously  mentioned. 

Actually,  Kaiser-Permanente  is  nothing  more 
than  an  early  manifestation  of  a now  widespread 
malady  known  as  the  HMO  (health  maintenance 
organization,  in  case  you  are  a modern-day  Rip 
Van  Winkle).  For  reasons  that  I don’t  under- 
stand, but  which  are  obviously  political,  if  enti- 
ties such  as  the  Tennessee  Medical  Association 
(TMA),  or  any  other  group  of  physicians,  for  that 
matter,  try  to  do  anything  at  all  to  regulate  the 
practice  of  medicine,  they  are  judged  to  be  in 
violation  of  antitrust  statutes.  Such  independent 
groups,  formed  in  various  places  in  response  to 
HMOs,  are  already  running  into  legal  trouble.  It 
appears  that  unions  can  do  just  about  anything 
they  please. 

My  reaction  to  Dr.  Marcus  has  been  that 
unions  are  for  bargaining,  and  since  this  is  so, 
why  would  doctors  need  them?  With  whom  would 
they  bargain?  The  Wall  Street  Journal  quotes  a 
New  York  oncologist  as  saying  he  would  rather 
deal  with  the  Federal  Trade  Commission  (FTC) 
than  an  HMO.  He  was  obviously  talking  off  the 
top  of  his  head.  If  a group  of  doctors — nonunion 
ones,  that  is — try  to  “boycott”  an  HMO  (which 
appears  to  include  any  perceived  adverse  action 
towards  it),  it  will  then  be  obliged  to  deal  with 
the  FTC.  Those  who  have  done  so  in  the  past 
have  not  been  uniformly  pleased  with  the  expe- 
rience. 
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I have  watched  with  both  interest  and  dismay 
the  efforts  at  so-called  quality  control  ever  since 
entities  to  police  doctors’  hospital  activities  were 
born  with  the  PSRO  a decade  or  so  ago.  It  was 
a thinly  disguised  effort  to  cut  costs,  and  had  lit- 
tle to  do  with  quality.  Its  successor  is  different 
only  in  having  dropped  the  “S.”  Prospective 
pricing  and  diagnosis  related  groups  (DRGs)  have 
been  added,  and  while  they  originally  (and  offi- 
cially) applied  only  to  Medicare  patients,  their 
provisions  are  being  progressively  adopted  by 
private  carriers,  so  that  the  control  of  medical 
practice — not  only  financial  arrangements,  but 
patient  care  as  well — is  being  slowly  extricated 
from  the  hands  of  the  physicians  and  deposited 
with  some  functionary  of  one  agency  or  another. 
Patients  are  being  discharged  from  the  hospital, 
despite  disclaimers,  “sooner  and  sicker”;  in  the 
same  way,  because  of  the  requirement  for  pread- 
mission certification,  they  are  being  admitted  lat- 
er and  sicker. 

The  HMO  makes  it  possible,  if  not  in  some 
cases  requisite,  to  try  the  same  restrictions  on 
outpatients.  The  pressure  is  on  to  save  money, 
and  as  the  HMO  patient  population  ages,  that 
pressure  is  bound  to  increase. 

One  of  the  first  physician-owned  organizations 
in  the  country  was  organized  in  1976  in  Minne- 
apolis-St.  Paul  to  allow  physicians  in  private 
practice  to  compete  with  the  then-emerging 
HMOs.  FTC  required  the  physicians  to  relin- 
quish control  of  the  organization,  and  now  the 
organization  is  suing  some  of  its  former  masters 
for  besmirching  its  good  name  by  pointing  out 
that  to  save  money  it  promotes  inferior  health 
care. 

Although  it  is  not  necessary  that  cost-con- 
sciousness lead  to  inferior  care,  its  natural  histo- 
ry is  that  it  will,  and  without  the  physician  con- 
tinually acting  as  his  patients’  advocate,  that  will 
almost  certainly  and  inexorably  happen.  As  the 
physician’s  ability  to  do  this  is  abridged  by  one 
third  party  payer  or  another,  the  future  for  pa- 
tient care  would  appear  bleak.  The  judgment  of 
the  FTC  is  that  physician-controlled  HMOs  are 
in  violation  of  antitrust  laws,  which  needs  to  be 
kept  in  mind  in  any  contemplation  of  TMA’s 
forming  one. 

Well,  there  you  have  your  answer.  One  does 
not  need  to  be  employed  by  an  HMO  to  be  faced 
with  bargaining  with  it.  One  need  only  be  prac- 
ticing in  the  same  area.  I am  saddened  by  the 
course  medicine  is  being  directed  into  as  a result 
of  the  laudable  concept  of  economy.  I think  it 


bodes  ill  for  patient  care,  particularly  for  senior 
citizens,  which  now  includes  me.  It  saddens  me 
further,  therefore,  neither  more  nor  less,  to  have 
to  entertain  the  notion  that  unionization  may  be 
our  only  answer.  We  will  then  become  in  fact  the 
trade  that  the  FTC  has  said  all  along  we  were. 
On  the  other  hand,  the  actions  of  many  of  our 
colleagues  in  response  to  increasing  competition 
and  dwindling  income  have  made  it  more  and 
more  difficult  to  pretend  the  FTC  is  not  correct 
in  its  assumptions,  anyway. 

J.B.T. 


On  Having  Seen  a Case 

An  aphorism  of  unknown  etiology  that  was 
making  the  rounds  during  my  medical  school 
days,  and  probably  still  is,  was,  “Beware  of  the 
man  who  had  seen  a case”;  put  differently,  and 
maybe  more  familiarly,  is  the  caveat  of  Alex- 
ander Pope  that  “A  little  learning  is  a dangerous 
thing.”  (T.H.  Huxley  asked,  “Where  is  the  man 
with  so  much  knowledge  that  he  is  out  of  dan- 
ger?”) 

However  you  put  it,  once  one  has  seen  a case, 
unless  one  exercises  unusual  circumspection  one 
is  liable  to  set  oneself  up  as  an  authority.  If  one 
is  already  an  authority  on  anything  else  at  all,  so 
much  the  better;  one  is  then  more  likely  with 
minimal  credentials  to  attain  credibility  in  that 
area  as  well. 

Travelers  are  bad  about  that.  Once  one  has 
visited  a place,  particularly  if  it  is  an  out  of  the 
way  one,  he  immediately  becomes  an  authority 
on  it,  even  if  only  self-proclaimed.  This  is  appro- 
priate if  one  is  describing  the  place  to  friends  who 
may  be  considering  a visit  of  their  own.  Of 
course,  one  needs  to  be  careful  about  extrapola- 
tion. If  one  has  visited  only  Paris,  let’s  say,  one 
needs  to  avoid  generalizations  about  France,  since 
Paris  is  not  France — only  a somewhat  anomalous 
part  of  it.  If  one  has  visited  a hospital  in  Paris, 
he  should  be  cautious  about  expanding  on  the 
medical  care  system  in  France,  and  certainly  es- 
chew basing  a discussion  of  the  socioeconomic 
structure  on  such  observations. 

Having  observed  the  actions  of  friends  and 
neighbors,  not  to  mention  my  own,  I find  that  is 
clearly  hard  to  do.  Murmurs  of  admiration  from 
one’s  dinner  partner  are  apt  to  go  to  one’s  head, 
with  the  result  that  after  one’s  head  has  cleared 
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of  other  cobwebs,  he  may  still  harbor  the  notion 
that  he  really  should  do  something  about  those 
ghastly  conditions  (his  dinner  partner  had  said, 
“How  ghastly!”)  he  had  seen  on  St.  Pogo.  That 
is  how  crusades  often  begin — how  people,  and 
even  governments,  become  meddlesome. 

This  can  lead  to  problems.  Another  visitor  may 
not  have  seen  the  same  things,  or  may  have  seen 
the  same  things  but  embellished  them  different- 
ly, so  that  his  dinner  partner  may  have  said 
something  like,  “Fun-ny!”  or,  “How  divine!”  His 
head,  when  the  fog  lifts,  is  filled  with  visions  of 
sugarplums.  It  is  likely  the  St.  Poganese  might 
not  share  the  vision  of  either,  or  might  share  the 
vision  of  one  over  the  other;  worse,  some  might 
share  the  vision  of  the  one  and  others  of  the  oth- 
er. Pushed  far  enough  by  our  visionaries  and  their 
disciples,  that  could  lead  to  bloodshed.  Not 
could — in  fact,  has.  Often. 

In  any  given  situation,  there  aren’t  very  many 
who  have  enough  information  to  understand  it. 
Of  those  few,  the  number  capable  of  exercising 
mature  judgment  is  miniscule,  and  the  number 
of  those  willing  to  do  so  is  vanishingly  small.  Most 
are  besotted  by  preconceived  notions  or  bur- 
dened by  a misguided  social  consciousness  that 
demands  reform  into  their  own  image.  The  means 
they  employ  to  effect  it  are  dictated  by  either 
their  own  set  of  morals,  which  is  frequently  no 
hindrance  at  all,  or  more  often,  by  pragmatism. 

What  makes  it  worse  for  the  bystander  trying 
to  make  up  his  mind  is  that  those  he  should  be 
able  to  trust  prove  to  be  weak  vessels.  Some 
prove  untrustworthy  because  they  are  untrust- 
worthy— they  lie.  Others  are  so  because  they  are 
blinded  by  their  own  preoccupations.  Still  worse 
is  the  failure  by  any  of  them  to  consider  long- 
term consequences.  Indeed,  most  are  unable  to 
do  so  because  of  their  incomplete  and  frequently 
inaccurate  information.  The  situation  is  not  made 
any  easier  by  the  media,  which  report  what  they 
please  how  they  please — in  short,  their  reports 
reflect  the  bias  first  of  the  reporter  and  then  of 
the  publisher,  or,  in  the  case  of  broadcast  media, 
the  network  or  the  “anchorman.” 

That  is  the  problem  one  has  in  deciding 
whether  it  is  proper  to  support  the  Sandinistas  or 
the  Contras  in  Nicaragua.  It  would  seem  reason- 
able to  follow  the  Administration,  since  they  have 
all  the  facts,  though  to  do  so  would  likely  involve 
escalating  commitments.  If  we  could  operate  in  a 
vacuum,  the  only  really  satifactory  approach,  we 
would  leave  them  alone  to  fight  it  out.  The  ex- 
panding Soviet  presence  in  Central  America, 
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however,  cannot  be  ignored,  since  it  constitutes 
a clear  threat  to  the  United  States.  President 
Jimmy  Carter  tried  that  for  awhile,  with  results 
that  were  disastrous,  and  responsible  to  no  small 
extent  for  the  fix  we  are  in  today — or  more  pre- 
cisely, that  Nicaragua  and  their  neighbors  are  in. 

If  one  is  searching  for  purity  of  motive  and 
purpose,  he  is  unlikely  to  find  it  anywhere  at  all. 
Even  less  will  he  find  purity  of  action.  If  one 
cannot  find  it  even  in  the  church — which  it  is 
painfully  obvious  one  cannot — he  should  not  ex- 
pect to  find  it  in  either  Sandinista  or  Contra. 
History  has  abundantly  demonstrated  that  both 
the  regimes  in  power  and  the  revolutionaries  op- 
posing them  as  they  marched  across  Latin  Amer- 
ica are  a uniformly  bloodthirsty  lot,  and  making 
a choice  for  support  of  either  Sandinista  or  Con- 
tra on  humanitarian  grounds  is  specious.  Both 
sides  are  guilty  of  glaring  atrocities. 

As  all  of  our  intelligence  sources  and  our 
President  have  made  abundantly  clear,  the  San- 
dinista government  is  absolutely  aligned  with 
Cuba,  and  takes  its  orders  directly  from  Mos- 
cow. Soviet  presence  is  increasing  geometrically. 
The  Sandinista  government  has  succeeded  in  di- 
verting the  attention  of  many  of  its  well-meaning 
visitors,  including  the  compassionate  Maryknoll 
nuns,  and  through  them  the  Speaker  of  the  U.S. 
House  of  Representatives,  from  this  overriding 
consideration  by  pointing  to  the  Contras  as 
bloodthirsty  villains. 

It  is  so  easy  to  forget  that  the  enemy  is  Inter- 
national Communism,  which  has  never  changed 
its  goal  of  world  domination  at  any  price  and  by 
any  necessary  means,  which  include  betrayal  of 
allies  and  “friends,”  deceit,  perjury,  and  mur- 
der— both  individual  and  mass.  To  believe  this 
of  our  fellow  beings  goes  against  the  mistaken 
Western  notion  of  the  basic  goodness  of  man.  Yet 
it  is  not  just  an  allegation;  it  is  the  oft  stated  and 
clearly  documented  policy  of  the  Soviet  Union 
and  its  satellites,  and  one  that  has  had  the  fur- 
ther ample  proof  of  the  pudding.  We  forget  it  at 
our  peril. 

Those  nuns  and  their  fellow  travelers  have  now 
seen  a case,  shown  them  by  the  Sandinistas.  They 
are  now  authorities.  Insofar  a humanity  is  con- 
cerned, though,  we  are  offered  the  choice  be- 
tween a cobra  and  a rattlesnake.  Since  that  is  so, 
and  given  such  a choice,  wouldn’t  you  rather 
share  your  playhouse  with  the  snake  that  isn’t  out 
to  get  you?  Our  President  would,  and  he  is  the 
one  we  elected  to  protect  our  interests. 

J.B.T. 
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Overcooked  but  Underdone 

I have  always  been  leery  of  polls.  Marketing 
people  and  pollsters  allow  as  how  they  can  inter- 
view a couple  of  hundred  or  so  individuals  and 
tell  you  what  everybody  in  the  region  is  thinking 
or  doing,  and  then  extrapolate  those  findings  to 
fill  you  in  on  the  entire  country.  I have  never 
been  able  to  buy  that,  but  all  sorts  of  decisions 
are  based  every  day  on  such  seemingly  diaphan- 
ous evidence.  The  President’s  Commission  on 
Americans  Outdoors  did  a little  better.  They  had 
a Detroit  market  opinion  research  firm  interview 
2,000  people  in  20  discussion  groups  to  stereo- 
type our  citizenry  into  five  “clusters”  regarding 
their  outdoorsy  habits,  or  lack  of  them. 

First  come  the  “Health-Conscious  Sociables,” 
who  are  motivated  by  a desire  for  physical  fitness 
and  social  companionship.  They  are  the  picnick- 
ers, the  sightseers,  the  attenders  of  sports  events 
and  so  on.  They  account  for  about  a third  of  us. 
Two-thirds  are  women;  the  median  age  is  49.  I 
personally  doubt  that  two-thirds  of  sports  fans  are 
women.  Maybe  that  deficit  is  made  up  by  the 
picnickers. 

Next,  there  are  the  “Get-Away  Actives,” 
which  account  for  another  third.  They  are  the 
hikers,  backpackers,  campers,  canoers — the  quiet- 
in-the-woods  folk.  They  want  to  be  alone — not 
antisocially,  but  just  quiet.  They  are  a little 
younger — say  35,  and  are  equally  male  and  fe- 
male. I didn't  see  the  age  spread  mentioned,  but 
from  my  own  experience  it  is  considerable — say 
10  to  90. 

The  “Excitement-Seeking  Competitives”  are 
the  16%,  two-thirds  of  them  male,  who  have  lit- 
tle interest  in  the  previous  activities.  They  hunt 
and  fish  and  engage  in  all  sorts  of  outdoor  games, 
and  water  and  winter  sports.  Their  median  age  is 
32.  Many  of  them,  I have  observed,  wear  out 
soon  after  that. 

Ten  percent,  said  to  cluster  at  the  top  of  the 
socioeconomic  scale,  with  a median  age  of  46  and 
slightly  weighted  toward  the  distaff,  are  the  “Fit- 
ness Driven.”  You  know  what  they  do  (this  is 
only  outdoors,  remember).  They  get  in  your  way 
on  the  highways  and  biways  of  America,  and 
might  just  as  well  be  called  the  “Suicide  Dri- 
ven.” 

Another  10%  are  wholly  unmotivated  toward 
any  outdoor  activity  at  all.  They  are  equally  male 
and  female,  with  a median  age  of  49.  They  were 
categorized  as  the  “Unstressed  and  Unmotivat- 
ed,” euphemistic  for  lazy  slobs.  In  reporting  on 


this  survey,  the  Wall  Street  Journal  writer  added 
a sixth  group,  which  he  called  “Highly  Stressed 
but  Completely  Unmotivated” — those  who  know 
they  should  get  out  and  do  more,  but  never  get 
around  to  it. 

I would  add  yet  another,  to  round  it  off  as  the 
perfect  number  seven — the  “Highly  Stressed  and 
the  Highly  Motivated  but  Completely  Snowed 
Under.”  Though  I have  conducted  no  poll,  and 
have  no  median  age  or  sex  preference,  I suspect 
that  would  include  a whole  lot  of  the  readers, 
not  to  mention  writers,  of  the  Journal , who  would 
like  to  do  more  but  simply  can’t  get  around  to  it. 

J.B.T. 


James  Jacob  Rodgers,  age  80.  Died  June  9,  1986. 
Graduate  of  University  of  Illinois  College  of  Medi- 
cine. Member  of  Chattanooga-Hamilton  County  Med- 
ical Society. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

William  Charles  Sharer , M.D.,  Winchester 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Robert  F.  White,  M.D.,  Knoxville 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

Matthew  Charles  Dobias,  M.D.,  Lawrenceburg 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

William  Wallace  Aycock,  Jr.,  M.D.,  Memphis 
Neal  Stanley  Beckford,  M.D.,  Memphis 
James  Lloyd  Chappuis,  M.D.,  Memphis 
Samir  Riad  Dawoud,  M.D.,  Memphis 
Delores  Maria  Digaetano,  M.D.,  Memphis 
John  Lars  Elfervig,  M.D.,  Memphis 
Charles  Russell  Handorf,  M.D.,  Memphis 
James  F.  Hannifin,  M.D.,  Memphis 
Radwan  R.  Khuri,  M.D.,  Memphis 
Robert  L.  Knox,  Jr.,  M.D.,  Memphis 
Sidney  Reaves  Lee,  M.D.,  Memphis 
Chien  Nguyen,  M.D.,  Memphis 
Massroo  Pourcyrous,  M.D.,  Memphis 
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James  Daniel  Rucker,  M.D.,  Germantown 
Marvin  Louis  Shapiro,  M.D.,  Memphis 
Jesse  Malpass  Wesberry,  Jr.,  M.D.,  Memphis 

(Students) 

David  Wesley  Bernard,  Memphis 
Mary  Therese  Capaci,  Memphis 
Hunter  W.  Norris,  Memphis 
Martin  L.  Weil,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

John  Michael  Bolds,  M.D.,  Nashville 
Michael  H.  Ebert,  M.D.,  Nashville 
David  L.  Edwards,  M.D.,  Nashville 
Clark  D.  Lea,  M.D.,  Nashville 
Gerald  S.  Modjeska,  M.D.,  Nashville 
Egbert  Rebeiro,  M.D.,  Hendersonville 
Roy  Sanders,  M.D.,  Nashville 
Nancie  R.  Schweikert,  M.D.,  Nashville 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

James  Martin  Grisoland,  M.  D. , Cookeville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Mary  M.  Headrick,  M.D.,  Oak  Ridge 

SCOTT  COUNTY  MEDICAL  SOCIETY 

David  Alan  Grigsby,  M.D.,  Oneida 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Raymond  J.  Wesley,  M.D.,  Hendersonville 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

R.  Clark  Gillett,  Jr.,  M.D.,  Johnson  City 
Concepcion  A.  Regacho,  M.D.,  Johnson  City 
R.  Malcolm  Schmehl,  M.D.,  Johnson  City 


pei/oncil  new/ 


John  E.  Chapman,  M.D.,  dean  of  the  Vanderbilt 
University  School  of  Medicine,  has  been  elected  to  a 
three-year  term  as  a delegate  to  the  AMA  House  of 
Delegates.  Dr.  Chapman  will  be  the  only  delegate 
representing  the  nation’s  127  medical  schools. 

Charles  E.  Kossmann,  M.D.,  professor  emeritus  of 
medicine  at  the  University  of  Tennessee  Memphis 
College  of  Medicine,  has  received  the  1986  Distin- 
guished Service  Award  from  the  North  American  So- 
ciety of  Pacing  and  Electrophysiology.  Dr.  Kossmann 
has  been  the  contributor  of  the  Medical  Grand  Rounds 
articles  in  the  Journal  for  more  than  ten  years. 

Robin  Lyles,  M.D.,  a practicing  physician  in  Colum- 
bia, was  awarded  the  TMA  50  year  membership  pin  at 
the  Maury  County  Medical  Society  meeting  in  June. 

Victor  W.  McLaughlin,  M.D.,  Oak  Ridge,  has  been 
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TMA  Members  Receive 
AMA  Physician's  Recognition  Award 

Forty-three  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
May  1986. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Alan  M.  Alabaster,  M.D.,  Memphis 
Warren  A.  Alexander,  M.D.,  Covington 
Aly  A.  H.  Bassal,  M.D.,  Elizabethton 
Richard  L.  Bilbrey,  M.D.,  Crossville 
Billy  H.  Blanks,  M.D.,  Maryville 
Marvin  A.  Blanton,  III,  M.D.,  Union  City 
John  B.  Brimi,  M.D.,  Hixson 
Charles  R.  Brite,  M.D.,  Columbia 
Arkom  Buranapiyawong,  M.D.,  Germantown 
William  D.  Burton,  M.D.,  Memphis 
Dinesh  N.  Chauhan,  M.D.,  Memphis 
Jack  C.  Clark,  M.D.,  Crossville 
Dennis  Coughlin,  Jr.,  M.D.,  Knoxville 
Loren  A.  Crown,  M.D.,  Memphis 
Harold  C.  Dennison,  Jr.,  M.D.,  Nashville 
Eric  P.  Ellington,  M.D.,  Maryville 
Thomas  J.  Friddell,  M.D.,  Nashville 
Lewis  W.  George,  M.D.,  Memphis 
Larry  I.  Giltman,  M.D.,  Memphis 
Francis  A.  Goswitz,  M.D.,  Oak  Ridge 
James  M.  Hamlett,  III,  M.D.,  Memphis 
Mary  M.  Headrick,  M.D.,  Oak  Ridge 
Elbert  E.  Hines,  M.D.,  Memphis 
Paul  W.  Hoffman,  M.D.,  Maryville 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

March  4,  1986 


Members  Present:  I.  Lee  Arnold,  M.D. 

Duane  C.  Budd,  M.D. 

John  H.  Burkhart,  M.D., 

President 

Howard  R.  Foreman,  M.D., 
Secretary 

Alvin  J.  Ingram,  M.D. 

Members  Absent:  None 

Others  Present:  Ed  Johnston,  Assistant  Director, 

Bureau  of  Manpower  and 
Facilities 

Ray  Hall,  Director, 

Health  Related  Boards 
Patricia  Newton,  Attorney 
Kennetha  Sawyers,  Attorney 
Louise  Blair,  Admin.  Assistant 
Sherrie  Overstreet,  Secretary 

The  meeting  was  called  to  order  at  8:30  AM  by  Dr. 
John  Burkhart,  president,  at  the  Executive  Inn,  Nash- 
ville. 

The  Physician  Assistants  Disciplinary  Rules  were  not 
approved  as  submitted.  The  Board  requested  that  the 
committee  check  with  the  attorney  for  the  wording  in 
the  introductory  paragraph  and  bring  them  back  at  a 
later  date. 

Dr.  Ingram  agreed  to  be  the  Board  proctor  for  the 
entire  three  days  of  FLEX,  June  10-12,  1986  at  Mem- 
phis State  University,  Memphis. 

The  annual  meeting  of  the  Federation  of  State 
Medical  Boards  of  the  United  States  will  be  held  in 
Minneapolis  on  May  1-3,  1986.  The  Board  approved 
Dr.  Alvin  Ingram  and  Louise  Blair  attending  this 
meeting  to  represent  the  Board.  Out-of-state  travel  re- 
quests will  be  submitted  for  this. 

Dr.  David  Adams  was  present  to  discuss  with  the 
Board  the  various  changes  which  had  occurred  in  the 
portion  of  the  law  pertaining  to  athletic  trainers.  The 
original  law  excluded  high  school  trainers.  The 
amended  law  did  away  with  this  exclusion.  Dr.  Adams 
needs  an  interpretation  as  to  whether  there  is  a grand- 
father clause  for  high  school  trainers  as  there  was  for 
the  college  athletic  trainers  in  the  original  law.  Patricia 
Newton  will  study  the  law  and  history  and  report  back 
to  the  Board  at  the  next  meeting  concerning  this  sub- 
ject. Dr.  Adams  also  requested  that  the  attorney  re- 
vise the  jurisprudence  portion  of  the  athletic  trainer 
test  to  reflect  the  changes  in  the  law.  The  Board  di- 
rected Patricia  Newton  to  also  check  into  this  and  re- 
port to  the  Board  at  the  next  meeting. 

A letter  from  Irvin  Venick  of  the  Primary  Care  Ad- 
visory Board  in  reference  to  some  concerns  about  the 


practice  of  physician  assistants  in  primary  care  centers 
was  presented  to  the  Board.  It  was  decided  that  the 
letter  was  too  vague  to  try  to  address  and  Patricia 
Newton  was  asked  to  write  a response. 

Reciprocity  applications  for  Drs.  William  M.  Brow- 
nell, Terry  R.  Curtis,  Wesley  Elstum,  Elton  Fennell, 
James  L.  Fritzsche,  Joanne  F.  Mahoney,  Michael  L. 
Moretti,  Jack  A.  Pasquale,  Trong  O.  Pham,  and  Tim- 
othy E.  Schwob  were  unanimously  approved.  Dr.  Bha- 
gabat  C.  Sahu  was  granted  a license  by  waiver  of  Day 
1 FLEX  grades  since  Dr.  Sahu  is  Board  certified  in 
urology.  Action  was  deferred  on  the  reciprocity  appli- 
cation of  Dr.  Charles  E.  Michaelis  until  more  infor- 
mation is  obtained  concerning  curtailment  of  hospital 
privileges  at  Hinsdale  Sanitarium  and  Hospital  in  1975. 
Action  was  also  deferred  on  the  reciprocity  application 
of  Dr.  Gary  B.  Lebendiger  until  he  completes  his  one- 
year  fellowship  in  Georgia,  in  December  1986.  He  is 
to  contact  the  Board  within  three  months  of  his  com- 
pletion of  the  fellowship  if  he  still  wishes  to  come  to 
Tennessee.  The  Board  will  need  a letter  from  the  head 
of  the  fellowship  program  and  a letter  from  the  TMA 
Impaired  Physician  Program  at  that  time,  prior  to  a 
license  being  granted. 

Dr.  Stephen  B.  Palte’s  application  to  take  FLEX 
was  denied  for  June  1986,  since  he  has  not  completed 
his  one-year  residency.  He  may  reapply  for  the  De- 
cember 1986  FLEX  examination. 

Drs.  Catherine  Scheraldi-De  Nunez’s  and  Maurice 
S.  Sheetz,  Jr.’s  applications  for  a Tennessee  license  on 
the  basis  of  passing  FLEX  in  December  1985  were  ap- 
proved contingent  upon  receiving  a letter  from  the  chief 
of  their  residency  program.  They  were  asked  to  ap- 
pear before  the  Board  because  they  graduated  from 
one  of  the  suspect  Caribbean  schools. 

Dr.  Terry  C.  Borel  was  granted  a license  by  reci- 
procity. Dr.  Dodd  with  the  Impaired  Physician  Pro- 
gram spoke  on  Dr.  Borel’s  behalf  for  him  to  come  to 
Tennessee  to  work  in  addictionology  while  he  is  en- 
rolled in  the  Impaired  Physician  Program.  If  he  vio- 
lates the  Impaired  Physician  contract,  he  will  be 
brought  before  the  Board  for  disciplinary  action. 

Dr.  Floyd  Reed,  Jr.  wishes  approval  to  reapply  for 
DEA  number.  He  will  appear  before  the  Board  at  its 
next  meeting. 

Dr.  David  Dodd  gave  a progress  report  on  the  Im- 
paired Physician  Program. 

Action  on  Dr.  John  E.  Olenczak’s  reciprocity  ap- 
plication was  deferred  until  completion  of  his  third  year 
of  residency  training  and  until  he  decides  definitely  if 
he  wishes  to  come  to  Tennessee. 

Mr.  Donald  Young,  representative  of  the  Physician 
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Assistant  Committee,  requested  a joint  meeting  of  the 
Board  and  the  committee.  It  was  decided  to  have  a 
luncheon  meeting  of  the  two  groups  on  the  first  day  of 
the  next  meeting  of  the  Board.  This  will  be  arranged. 

Ray  Hall  gave  an  updated  report  of  the  bills  that 
had  been  introduced  in  the  Legislature,  such  as  the 
consumer  bill  and  the  bill  to  enable  medical  doctors 
and  other  health  professions  to  completely  retire  their 
license.  The  Board  requested  that  a Certificate  of 
Recognition  be  awarded  to  each  physician  who  retires 
from  practice,  expressing  appreciation  for  their  years 
in  the  profession.  This  will  be  designed  for  use  as  soon 
as  the  retirement  bill  passes  into  law. 

The  Board  requested  a continuance  of  the  case  of 
Dr.  Bobby  Watts  on  advice  of  their  legal  counsel  until 


after  the  case  in  federal  court  was  settled.  The  admin- 
istrative judge  granted  the  continuance  until  the  Board 
consulted  with  its  attorney  and  could  set  another  date 
as  soon  as  possible  to  dispose  of  the  case. 

The  Board  approved  voluntary  dismissal  of  charges 
without  prejudice  against  one  physician. 

A letter  had  been  received  concerning  whether  it 
was  permissible  under  the  Medical  Practice  Act  for  an 
orthopedic  technician  to  apply  a plaster  cast  in  the  ab- 
sence of  a physician.  The  Board’s  decision  was  that  he 
was  not  able  to  do  these  things  in  the  absence  of  a 
physician.  Patricia  Newton  was  requested  to  answer 
the  letter  to  this  effect. 

There  being  no  further  business,  the  meeting  ad- 
journed at  11:45  AM.  r ^ 
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Caring  for  the  Older  Adult: 
Avoiding  the  Lumping  Syndrome 

DAN  BLAZER,  M.D.,  Ph.D. 


Introduction 

America  is  experiencing  a demographic  revo- 
lution. The  country  is  aging,  with  28  million  per- 
sons (nearly  12%  of  the  U.S.  population)  now 
over  the  age  of  65.  Given  the  burgeoning  of  old- 
er adults,  referred  to  as  a squaring  of  the  demo- 
graphic pyramid,  the  health  of  older  adults  has 
thrust  itself  into  the  arena  of  national  major  con- 
cerns at  a time  when  many  national  and  interna- 
tional issues  compete  for  attention.1 

Though  physicians  caring  for  older  adults  must 
increase  their  systematic  concern  regarding  health 
care  delivery,  they  must  avoid  the  propensity  of 
sociologists,  policy  analysts,  and  politicians  to 
lump  older  adults  into  preconceived  categories. 
Despite  the  freedom  and  individuality  inherent 
within  American  society,  there  is  great  pressure 
to  conform.  Alexis  de  Tocqueville  recognized  the 
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potential  for  a tyranny  of  the  majority  in  his 
analysis  of  democracy  in  America.2  Majority  rule 
could  be  translated,  and  often  was,  into  intense 
societal  pressure  to  force  persons  into  the  Pro- 
crustean bed  of  preconceived  stereotypes.  We 
speak  of  the  “graying  of  America”  (though  gray- 
ing can  begin  early  in  life),  the  aged  or  elderly 
(where  do  you  draw  the  line — 65,  75,  85?),  the 
senior  saints  within  our  churches  (yet  many  older 
adults  are  anything  but  saints),  and  the  “thirty- 
niners”  (most  older  adults  are  proud  of  the  ad- 
vanced years  they  have  reached). 

Physicians  and  other  health  care  providers  are 
as  prone  as  planners  and  advocates  to  develop 
stereotypical  views  of  the  elderly,  and  subse- 
quently to  frame  research  and  clinical  questions 
about  the  elderly  within  the  confines  of  these 
stereotypes.  For  example,  the  question  that 
dominates  the  physician  with  a large  geriatric 
practice  is,  “How  can  I best  manage  these  very 
old  and  frail  patients?”  Such  a question  assumes 
that  limited  decisions,  based  on  generalizations, 
will  solve  the  dilemma  of  delivering  effective  ger- 
iatric care.  Rather,  we  should  ask,  “Who  are  the 
elderly?”  Traditional  views  of  disease  and  its 
management,  from  hypertension  to  depression, 
may  not  be  applicable  to  the  treatment  of  the 
modern  elder.  Let’s  consider  why  lumping  is 
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counterproductive  to  caring  for  older  adults  and 
how  the  clinician  can  avoid  the  pitfalls  of  lump- 
ing. 

Stereotypes  of  Older  Adults 

Mrs.  Jones,  an  87-year-old  frail,  demented 
woman,  was  brought  by  her  daughter  to  see  her 
primary  care  physician  of  30  years.  Osteoarthritis 
and  periodic  renal  difficulties  were  the  chronic 
treatment  problems  faced  by  her  doctor.  Family 
members  believed  they  had  reached  “the  end  of 
their  rope.”  As  discussed  previously  by  family  and 
doctor,  the  time  had  come  to  consider  institu- 
tionalization. Mrs.  Jones  illustrates  a typical 
problem  facing  families  of  older  adults  and  phy- 
sicians with  large  geriatric  practices;  the  nursing 
home  “crisis”  in  America.  Paralleling  the  emo- 
tional trauma  of  institutionalization  are  concerns 
about  the  staggering  medical  expenses  incurred 
via  institutional  care,  the  frequently  poor  quality 
of  medical  and  paramedical  services  available  in 
institutions,  and  the  paucity  of  clinical  studies 
relevant  to  the  treatment  of  the  most  common 
medical  problems  in  institutions,  such  as  incon- 
tinence, urinary  tract  infections,  and  agitation  due 
to  cognitive  impairment.  Medical  needs  of  the 
“old  old,”  coupled  with  the  dramatically  height- 
ened awareness  of  the  dementing  illnesses,  have 
created  one  of  the  more  prevalent  perceptions  of 
older  adults,  i.e.,  the  frail  elderly. 

Mrs.  Smith,  an  80-year-old  healthy  but  de- 
pressed woman,  visited  her  physician’s  office  over 
a period  of  two  years  at  a progressively  increased 
frequency.  Complaints  were  vague,  and  after  a 
brief  physical  examination,  she  typically  would 
describe  her  social  problems.  Despite  good  health 
and  a lifetime  of  accumulated  skills,  she  could 
find  no  role  in  latter  20th-century  suburbia.  She 
was  a woman  of  talent  ignored  by  her  family, 
church,  and  community.  This  woman  illustrates 
many  social  concerns  of  older  adults  that  include 
the  loss  of  social  roles,  “agism,”  and  prejudicial 
retirement  laws,  not  to  mention  maintaining  eco- 
nomic viability  in  a youth-oriented  society.  The 
bored,  dissatisfied,  and  somewhat  hypochondria- 
cal elder  is  well  known  to  practicing  clinicians, 
who  fear  their  own  similar  loss  of  role  and  status 
with  aging. 

Lumping  and  Splitting 

Western  civilization,  by  history  and  nature,  al- 
ternates between  generalization  and  categoriza- 
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tion.  Both  derive  from  our  propensity  to  classify; 
we  strive  to  render  an  unpredictable  environ- 
ment predictable.  Those  who  “lump”  are  inter- 
ested in  generalization  from  multiple  observa- 
tions. They  look  for  similarities  that  allow 
organization  of  experiences  and  facilitate  deci- 
sion making.  Medical  diagnosis  is  an  excellent 
example.  We  look  for  easily  observed  criteria  that 
permit  us  to  make  treatment  decisions  with  ease. 
For  example,  a blood  pressure  of  140/90  mm  Hg 
is  “abnormal”  and  should  be  treated.  Recent 
studies,  however,  suggest  that  increased  systolic 
blood  pressure  is  a normal  sequel  of  aging  and, 
in  fact,  may  be  associated  with  increased  life  ex- 
pectancy.3 Therefore,  the  routine  decision  to  treat 
an  elevated  systolic  blood  pressure  may  not  ap- 
ply to  older  adults.  Such  findings  suggest  that 
treatment  of  the  older  adult  is  more  complex; 
nevertheless,  such  a recognition  could  save  both 
lives  and  medical  expense. 

Those  who  “split”  are  actually  on  the  other 
side  of  the  classification  coin.  They  look  for  ex- 
ceptions, but  for  an  exception  to  be  meaningful, 
it  must  be  generalizable.  In  other  words,  the 
“updated”  diagnostic  systems  derive  from  split- 
ting and  reorganization.  A classic  example  in 
medical  diagnosis  is  diabetes  mellitus.  From  an- 
tiquity the  syndrome  of  polyphagia,  polydipsia, 
and  polyuria  has  been  recognized  as  a unified 
syndrome.  In  recent  years,  diabetes  has  been 
classified  into  type  I or  insulin-dependent  diabe- 
tes mellitus  and  type  II  or  non-insulin-dependent 
diabetes  (with  subtypes  of  obese  and  nonobese). 
These  classifications  should  provide  useful  guide- 
lines for  the  administration  of  therapy  to  the  old- 
er adult.  Nevertheless,  adult-onset  diabetes  will 
occasionally  require  insulin.  Though  clinicians 
recognize  that  the  exceptional  elderly  diabetic 
may  require  insulin,  they  desire  a classification 
system  that  would  easily  predict  which  elderly  di- 
abetic that  is. 

Decision  trees  for  the  treatment  of  disease  de- 
rive from  the  processes  of  lumping  and  splitting. 
Twenty  years  ago,  decision  trees  were  rarely  a 
constituent  part  of  medical  textbooks,  even 
though  they  were  common  in  medical  school  lec- 
tures and  in  the  “little  black  book”  that  interns 
and  residents  prepared  for  themselves  as  they 
were  learning  the  “art”  of  disease  management. 
Today,  decision  trees  can  be  found  in  virtually 
every  textbook,  with  flow  charts  from  the  pa- 
tient’s history  and  physical  through  the  labora- 
tory workup  to  therapy.  For  older  persons,  how- 
ever, decision  trees  are  frequently  irrelevant  and 
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potentially  dangerous.  For  example,  the  usual 
procedure  for  the  use  and  dosage  of  lithium  car- 
bonate in  the  cyclicly  depressed  elder  are  of  little 
value;  therefore,  physicians  and  other  health  care 
providers  must  take  a truly  “exceptional”  ap- 
proach to  geriatric  care. 

Physicians,  however,  are  encouraged  to  lump 
by  a number  of  external  factors.  Though  individ- 
ual doctor-patient  interactions  are  the  impetus  for 
most  physicians  to  continue  their  frenetic  pace  in 
an  impossible  profession,  the  ever-increasing 
pressure  toward  routine  persists.  First,  we  are  at- 
tracted to  numbers.  Virtually  every  significant 
scientific  article  is  replete  with  numbers.  Despite 
the  reminder  by  Disraeli  that  “there  are  three 
kinds  of  lies:  lies,  damned  lies,  and  statistics,” 
statistical  expertise  in  medical  care  is  as  essential 
today  as  competence  with  the  stethoscope.  In 
fact,  medical  literacy  implies  statistical  fluency. 

Next,  medical  care  is  closely  tied  to  the  fed- 
eral government  and  policymakers.  Despite  our 
roots  in  “private  practice,”  the  astronomical  sup- 
port by  the  federal  government  of  medical  re- 
search, medical  care  for  the  poor,  and  medical 
care  of  the  elderly  remains  the  cornerstone  of  the 
financing  of  health  care  for  older  adults.  When 
big  problems  can  be  identified,  big  dollars  fol- 
low. Though  large  federal  investments  may 
achieve  dramatic  results,  such  as  the  virtual  elim- 
ination of  poliomyelitis  through  medical  research 
and  nationwide  vaccination,  other  efforts  have  not 
been  nearly  as  successful.  Nevertheless,  success- 
ful medical  lobbying  in  Congress  often  depends 
upon  the  lumping  of  diseases  into  a major  crisis, 
such  as  the  “crisis”  in  the  delivery  of  long-term 
care  or  the  “national  tragedy”  of  Alzheimer’s 
disease. 

Lawmakers,  in  turn,  have  independently  de- 
cided that  lumping  saves  money.  The  advent  of 
diagnosis  related  groups  (DRGs),  forcing  the 
spectrum  of  human  misery  into  a finite  number 
of  syndromes  with  predictable  outcomes,  evolved 
to  control  what  is  perceived  as  the  flagrant  indi- 
vidualistic waste  of  health  care  dollars. 

For  the  physician,  lumping  saves  time.  Label- 
ing and  categorization  permits  us  to  abdicate  our 
humanitarian  responsibilities  more  often  than  we 
choose  to  believe.  For  example,  we  can  avoid  the 
emotional  burden  of  interacting  with  a difficult 
patient  by  labeling  that  patient  a “crock”  or  “hy- 
pochondriac.” In  like  manner,  lumping  protects 
us  from  the  emotional  impact  of  human  trauma. 
If  we  group  those  persons  about  whom  we  are 
concerned,  we  can  salve  our  consciences  by  be- 


coming their  advocates  in  Washington  or  with  the 
state  legislature.  It  is  easier  to  argue  the  plight 
of  the  elderly  in  nursing  homes  than  to  share  the 
burden  of  a mildly  demented,  incontinent  older 
adult  in  a skilled-care  facility  ten  miles  from  a 
busy  office  practice. 

Older  Adults  that  Defy  Lumping 

Mr.  Roberts,  an  85-year-old  black  retired 
North  Carolina  farmer,  was  brought  into  the 
emergency  room  because  of  a self-inflicted  gun- 
shot wound  to  his  stomach,  which  he  miraculous- 
ly survived.  Once  he  regained  consciousness,  he 
had  little  to  say;  rather,  he  stared  into  space.  I 
am  a psychiatrist  who  has  specialized  in  the 
treatment  of  the  depressed  older  adult,  yet  black 
men  are  infrequent  visitors  to  my  office.  They 
either  do  not  suffer  from  psychiatric  problems, 
or  they  don’t  complain  of  them.  Black  men  don’t 
make  suicide  attempts,  especially  when  they  are 
85  years  old!  In  fact,  in  a recent  report  to  Sec- 
retary Heckler  at  the  U.S.  Department  of  Health 
and  Human  Services,  there  is  no  mention  of  the 
problem  of  suicide  in  minorities  within  the  United 
States  (though  homicide  among  blacks  is  espe- 
cially emphasized).4  The  textbooks  do  not  help 
me  in  treating  Mr.  Roberts.  The  problem  he  pre- 
sents defies  stereotypes  of  black  elders,  de- 
pressed elders,  and  the  “old  old.” 

Philip  and  Marsha  Randolph  sought  my  con- 
sultation for  a different  reason.  I had  treated  their 
65-year-old  daughter,  who  suffered  from  chronic 
renal  failure  and  was  secondarily  depressed.  Since 
her  return  home  from  the  hospital  (where  I had 
seen  her  in  consultation),  this  88-year-old  man 
and  his  82-year-old  wife  had  been  providing 
nursing  care  almost  18  hours  a day.  They  have 
resisted  encouragement  by  family,  friends,  and 
professionals  to  admit  her  to  a nursing  home. 
Nevertheless,  they  have  become  weary  as  they 
face  an  increasing  burden.  Philip’s  blood  pres- 
sure has  risen,  he  is  sleeping  poorly,  and  he  feels 
more  lassitude  than  previously.  Marsha  has  ex- 
perienced increased  pain  in  her  lower  back  (from 
lifting,  which  she  had  been  advised  to  avoid). 
These  relatively  healthy  older  adults  are  facing  a 
problem  they  never  expected  to  face.  They  did 
not  imagine  they  would  live  so  long  that  they 
would  become  the  caretakers  of  their  daughter. 

Guidelines  for  Accepting  the  Exceptional 

In  an  age  of  lumping,  facilitated  by  increasing- 
ly sophisticated  diagnostic  systems,  decision  trees, 
computerized  diagnostic  systems,  and  automated 
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treatment  plans,  how  are  we  to  maintain  our  sen- 
sitivity for  the  individual  elder  who  frequents  our 
office?  First,  we  must  talk  with  the  older  adult 
as  well  as  about  him.  Robert  Coles,  better  known 
for  his  work  in  child  psychiatry,  has  written  one 
of  the  most  perceptive  books  about  elders.  He  is 
not  a geriatrician  and  does  not  claim  expertise  in 
gerontology.  Nevertheless,  he  visited  Indian  res- 
ervations in  New  Mexico,  listened  to  the  older 
members  of  the  tribe,  and  recorded  verbatim  their 
conversations.  Lessons  were  learned  from  these 
conversations  that  were  most  helpful  to  those 
caring  for  these  elderly  native  Americans.5  How 
often  do  we  take  the  time  to  listen  to  those  we 
treat? 

When  something  doesn’t  work,  we  should,  as 
clinicians,  look  upon  it  as  an  opportunity  rather 
than  a problem.  This  rather  trite  admonition  is 
nevertheless  easily  forgotten  in  treating  older 
adults.  Textbooks  inform  us  that  the  depressed 
elder  responds  well  to  an  antidepressant.  My 
clinical  experience  has  been  less  than  encourag- 
ing. Though  tricyclic  antidepressants  frequently 
correct  sleep  problems,  decreased  appetite,  and 
a lack  of  energy,  certain  symptoms  persist;  two 
such  are  the  pervasive  anhedonia  that  accompan- 
ies the  endogenous  late-life  depression,  and  a 
persistent  anxiety  (particularly  in  the  mornings). 
I have  no  doubt  that  with  increasing  recognition 
of  such  problems  and  exploration  with  new  phar- 
macologic agents  and/or  combinations  of  them, 
these  symptoms  will  eventually  respond  and  our 
treatment  of  the  depressed  elder  will  improve. 
Giving  up,  overlooking,  or  believing  the  text- 


book rather  than  the  patient  will  neither  advance 
knowledge  nor  improve  care. 

Finally,  when  something  does  work,  we  can 
learn  from  it.  Big  John  is  a man  I have  known 
for  many  years.  He  has  what  I would  wish  in  late 
life:  an  excellent  income,  a supportive  family,  a 
good  reputation,  and  a business  in  which  he  con- 
tinues to  be  active.  Nevertheless,  he  has  chosen 
the  sunset  years  to  initiate  a legal  battle  with  an 
old  rival  in  business.  I have  advised  Big  John  to 
avoid  this  battle,  noting  that  it  will  be  financially 
draining,  anxiety-provoking,  and  a stress  upon  his 
family  (who  have  always  wished  Big  John  a 
pleasant  retirement  after  the  many  years  of 
struggle  to  succeed  in  the  business  world).  De- 
spite my  protestations.  Big  John  continues  his 
war.  The  battle  has  taken  its  toll.  He  sleeps  less 
well,  primarily  because  he  worries  about  whether 
or  not  he  will  win.  He  becomes  anxious  during 
the  day  and  often  faces  interpersonal  conflicts 
with  his  family  because  of  the  turmoil  that  he  has 
introduced  into  an  otherwise  sedate  yet  prosper- 
ous business  venture.  I have  been  unsuccessful  in 
my  attempts  to  “change”  Big  John.  Finally,  in 
frustration,  I asked  him,  “Why?  I just  can’t  seem 
to  get  through  to  you.”  He  responded,  “Doc,  I 
don’t  think  you  know  me.  I have  been  a fighter 
all  my  life,  and  I’ll  be  a fighter  till  I die.”  r .S 
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Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Introduction 

Occasionally,  streptococcal  infections  are 
complicated  by  inflammatory  and  degenerative 
hepatic  changes  as  well  as  jaundice  unrelated  to 
visceral  invasion  by  the  organism.12  In  particu- 
lar, jaundice  has  been  reported  as  a complication 
of  scarlet  fever  in  the  acute  phase.3  5 Fishbein  de- 
scribed four  patients  who  developed  conjugated 
hyperbilirubinemia  early  in  the  course  of  scarlet 
fever  and,  excluding  hemolysis  and  septicemia  as 
etiologic  factors,  postulated  a direct  effect  of  the 
erythrogenic  toxin  on  the  liver.4  We  describe  a 
patient  with  marked  cholestatic  jaundice  associ- 
ated with  streptococcal  pharyngitis  uncomplicat- 
ed by  a scarlatiniform  eruption  or  desquamation. 
This  observation  is  unique  in  that  this  unusual 
hepatic  complication  of  streptococcal  pharyngitis 
has  been  reported  only  in  the  context  of  scarlet 
fever. 

Case  History 

A 5-year-old  black  boy  was  admitted  to  the  hospital  with 
sore  throat,  fever,  anorexia,  and  jaundice.  Five  days  earlier 
he  developed  suppurative  tonsillitis  and  cervical  lymphaden- 
itis for  which  he  received  one  dose  of  procaine  penicillin 
450,000  units  intramuscularly.  Fever,  malaise,  and  anorexia 
persisted,  accompanied  by  vomiting  and  diarrhea.  One  day 
before  admission  his  temperature  reached  104°F  and  he  be- 
came jaundiced.  His  white  blood  cell  (WBC)  count  was  15,900/ 
cu  mm  (80%  polymorphonuclear  cells,  4%  bands,  no  atypical 
lymphocytes),  the  hematocrit  was  33%,  and  monospot  was 
negative.  Total  serum  bilirubin  was  5.3  mg/dl  and  bilirubi- 
nuria  was  noted.  He  was  referred  the  next  day  for  further 
evaluation. 

There  was  no  history  of  rash,  productive  cough,  myalgia, 
or  headache.  He  complained  of  vague  right-sided  abdominal 
pain  and  had  noted  dark  colored  urine  but  not  hematuria. 
There  had  been  no  exposure  to  ticks,  contaminated  water, 
toxic  chemicals,  or  hepatitis.  He  had  been  taking  acetamino- 
phen in  the  usual  dosage  for  four  days  but  the  use  of  other 
medications  was  denied.  The  child  had  no  known  liver  dis- 
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ease  or  hematologic  abnormality  and  the  family  history  was 
negative  for  sickle  cell  disease. 

Physical  examination  revealed  a toxic  appearing  child  with 
a temperature  of  105. 8°F  who  was  normotensive  and  moder- 
ately dehydrated.  His  skin  was  without  rash  or  desquamation 
and  the  sclerae  were  injected.  The  tonsils  were  enlarged,  the 
pharynx  was  intensely  erythematous  and  covered  with  a thin, 
mucoid  exudate,  and  cervical  adenopathy  was  present.  A 
mildly  tender  liver  was  palpable  2 cm  below  the  right  costal 
margin  but  there  was  no  splenomegaly. 

Laboratory  evaluation  revealed  a WBC  count  of  18,400/ 
cu  mm  (27%  polymorphonuclear  cells,  50%  bands,  15%  lym- 
phocytes, 2%  atypical  lymphocytes),  the  hematocrit  was  38%, 
and  peripheral  smear  showed  normal  red  cell  morphology. 
Platelet  count  was  390,000/cu  mm,  corrected  erythrocyte 
sedimentation  rate  was  27  mm/hr,  and  coagulation  studies  were 
normal.  Glucose-6-phosphate  dehydrogenase  was  present  on 
screening  evaluation.  Total  serum  bilirubin  was  7.5  mg/dl  with 
a conjugated  fraction  of  4.3  mg/dl.  SGOT,  SGPT,  and  alka- 
line phosphatase  were  99  U/L,  88  U/L,  and  372  U/L  respec- 
tively. Tests  for  hepatitis  B surface  antigen  and  antibody  were 
negative,  as  was  antibody  to  hepatitis  A and  a repeat  mono- 
spot test.  Abdominal  ultrasound  showed  a normal  liver,  gall- 
bladder, and  biliary  tree;  liver  biopsy  was  not  considered 
clinically  indicated.  Chest  x-ray  was  unremarkable.  Throat 
culture  grew  group  A beta-hemolytic  Streptococcus  (GABS) 
but  two  separate  blood  cultures  and  a urine  culture  were  neg- 
ative. Antistreptolysin-O  (ASO)  titer  five  days  into  the  ill- 
ness was  680  Todd  units  and  streptozyme  titer  was  1:600. 

The  patient  was  initially  treated  with  intravenous  cefazo- 
lin  and  gentamicin  but  this  was  changed  to  oral  cefaclor  on 
hospital  day  3.  At  that  time  his  symptoms  were  resolving,  the 
total  serum  bilirubin  had  fallen  to  1.2  mg/dl,  serum  transam- 
inases were  normal,  and  the  hematocrit  had  dropped  to  28%. 
At  discharge  on  hospital  day  5 he  was  afebrile  and  otherwise 
asymptomatic;  reticulocyte  count  was  0.9%.  Ten  weeks  later 
the  patient  remained  well  and  a repeat  throat  culture  was 
negative  for  GABS,  but  antibody  titers  were  still  markedly 
elevated,  with  ASO  at  680  Todd  units  and  streptozyme  at 
1:600. 

Discussion 

This  case  of  partially  treated  streptococcal 
pharyngitis  in  a previously  healthy  child  was  ac- 
companied by  marked  conjugated  hyperbilirubi- 
nemia early  in  the  course  of  infection.  The  jaun- 
dice resolved  along  with  the  patient’s  symptoms 
and  occurred  in  the  notable  absence  of  marked 
hepatitis,  septicemia,  or  extrahepatic  biliary  ob- 
struction. No  other  etiology  for  the  jaundice  was 
discovered. 

Several  points  deserve  emphasis.  First,  liver 
abnormalities  associated  with  other  pathogens 
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such  as  Epstein-Barr  virus  (EBV)  or  adenovirus 
usually  involve  hepatocellular  damage,  with  sub- 
stantially elevated  transaminase  levels,  and  EBV 
infection  is  only  uncommonly  complicated  by 
jaundice  in  children.6  The  diagnosis  of  EBV  in- 
fection in  our  case  is  reasonably  excluded  by  the 
absence  of  atypical  lymphocytosis  and  an  acute 
heterophil  antibody  response,  which  is  detecta- 
ble in  80%  of  infected  children  older  than  4 
years.7  Second,  in  the  presence  of  an  otherwise 
healthy  liver,  hemolysis  alone  rarely  results  in 
conjugated  hyperbilirubinemia  of  the  degree  ob- 
served in  this  case.8  There  was  a decrease  in  he- 
matocrit over  four  days  from  38%  to  28%,  but 
the  reticulocyte  count  was  not  elevated  and  the 
peripheral  smear  was  normal.  This  decrease  may 
reflect  improved  hydration  in  addition  to  mild 
hemolysis.  Third,  cholestasis  has  been  seen  fol- 
lowing penicillin  therapy,  but  these  cases  have 
generally  involved  administration  of  synthetic 
penicillins,  and  patients  have  manifested  severe 
hypersensitivity  reactions  or  protracted  illnesses.9 
Finally,  jaundice  during  periods  of  intercurrent 
illness  in  an  otherwise  healthy  individual  is 
suggestive  of  Gilbert’s  syndrome  (constitutional 
hepatic  dysfunction),  but  this  diagnosis  is  exclud- 
ed by  marked  elevation  of  conjugated  bilirubin.10 

This  child  had  an  acute  febrile  illness  with  re- 
covery of  GABS  from  the  pharynx  after  partial 
treatment.  Significantly,  he  did  not  develop  the 
skin  manifestations  of  scarlet  fever.  Given  his 
high  initial  antibody  titers,  a chronic  carrier  state 
cannot  be  ruled  out,11  but  the  magnitude  of  the 
antibody  response  and  its  persistence  at  ten  weeks 
despite  clearing  of  the  organism  is  highly  sugges- 
tive of  acute  infection  or  reinfection12;  the  peak 
ASO  titer  anticipated  at  three  to  five  weeks  may 
have  been  missed. 

Jaundice  is  well  recognized  as  a clinical  mani- 
festation of  extrahepatic  bacterial  infection.  Cho- 
lestatic jaundice  (conjugated  hyperbilirubinemia 
secondary  to  intrahepatic  cholestasis)  with  Gram- 
negative sepsis  is  classically  described  in  the  neo- 
nate,13 but  also  occurs  in  adults  and  is  thought  to 
be  due  to  endotoxemia.14  Jaundice  associated  with 
Gram-positive  infections  is  less  well  character- 
ized, but  probably  results  from  the  effects  of  ex- 
tracellular products  with  endotoxin-like  proper- 
ties.15 Cholestatic  jaundice  is  seen  as  an  acute 
manifestation  of  scarlet  fever,3  5 and  it  is  reason- 
able to  assume  that  streptococcal  exotoxins  are 


operative  in  the  pathogenesis  of  this  phenome- 
non. 

While  the  precise  nature  of  the  hepatic  insult 
in  scarlet  fever  is  unknown,  liver  biopsies  in  some 
cases  have  shown  inflammatory  cell  infiltration 
in  the  portal  areas  with  centrilobular  hepatocel- 
lular degeneration.24  Streptococci  release  toxins 
during  infection  which  have  primary  effects,  such 
as  fever,  as  well  as  effects  that  are  thought  to  be 
mediated  by  delayed-type  hypersensitivity,  such 
as  the  scarlatina  eruption.16  “Regurgitant”  hy- 
perbilirubinemia and  mild  hepatocellular  injury 
with  streptococcal  pharyngitis  is  unusual  in  the 
absence  of  erythroderma,  and  perhaps  implicates 
a primary  effect  of  the  streptococcal  exotoxin(s). 

This  case  supports  the  association  between 
streptococcal  infection  and  jaundice.  In  addition, 
occurrence  of  this  phenomenon  in  the  absence  of 
a scarlatiniform  eruption  suggests  a direct  or  pri- 
mary effect  of  streptococcal  exotoxemia.  This 
syndrome  should  be  considered  in  the  child  with 
pharyngitis,  fever,  and  jaundice  who  does  not 
have  hepatitis.  A.  A 
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Based  on  the  small  number  of  reports,1  Stron- 
gyloides stercoralis  infestation  is  a rare  cause  of 
appendicitis.  The  characteristic  pathologic  pic- 
ture is  usually  eosinophilic  appendicitis  with 
granuloma  formation.12  We  describe  the  case  of 
a man  with  clinical  features  of  acute  appendicitis 
in  whom  the  appendectomy  specimen  demon- 
strated these  histopathologic  findings,  and  stool 
specimens  were  positive  for  Strongyloides. 

Case  Report 

A 47-year-old  man  was  admitted  to  the  Veterans  Admin- 
istration Hospital,  Johnson  City,  Tenn.,  complaining  of  ab- 
dominal pain  that  localized  in  the  right  lower  quadrant  area 
over  several  hours,  with  some  nausea  and  vomiting.  There 
was  no  history  of  fever,  chills,  diarrhea,  or  hematuria.  The 
patient  was  born  in  Upper  East  Tennessee  and  is  a resident 
of  a local  community  with  city  water.  More  than  20  years  ago 
he  spent  several  months  in  the  Army  in  Libya,  but  no  recent 
travel  history  outside  the  area  was  obtained. 

On  physical  examination  the  temperature  was  99°F,  pulse 
84/min,  and  blood  pressure  100/80  mm  Hg.  Pertinent  findings 
were  limited  to  the  abdominal  examination.  The  abdomen 
was  tender  to  palpation,  with  guarding  and  rebound  tender- 
ness in  the  right  lower  quadrant.  Bowel  sounds  were  de- 
creased. Rectal  examination  was  unremarkable,  and  stool  was 
Hemoccult  negative.  The  white  blood  cell  count  was  10,000/ 
cu  mm  with  66%  polymorphonuclear  cells,  2%  band  forms, 
21%  lymphocytes,  4%  monocytes,  and  5%  eosinophils. 
Hemoglobin  was  16  gm/dl  and  hematocrit  48%.  A urinalysis 
was  within  normal  limits.  Roentgenograms  of  chest  and  ab- 
domen were  normal.  An  appendectomy  performed  on  the 
second  hospital  day  showed  evidence  of  acute  appendicitis 
without  perforation  or  involvement  of  other  segments  of  the 
bowel. 

Microscopic  examination  of  the  appendix  showed  an  in- 
tact mucosa  and  widespread  patchy  infiltration  with  eosino- 
phils. There  were  areas  of  eosinophilic  inflammation  in  all  of 
the  six  sections  examined  involving  all  layers  of  the  appendi- 
ceal wall.  In  addition,  one  of  the  sections  contained  two  epi- 
thelioid cell  granulomas,  one  in  the  submucosa  and  the  other 
in  the  muscularis  propria.  Both  granulomas  had  necrotic  cen- 
ters and  were  infiltrated  with  eosinophils  (Fig.  1);  rare  mul- 
tinucleated  giant  cells  were  seen  (Fig.  2).  Special  stains  for 
acid-fast  bacilli  and  fungi  were  negative,  but  the  acid-fast  stain 


From  the  Pathology  and  Medical  Services,  Veterans  Administra- 
tion Medical  Center,  and  the  Division  of  Infectious  Disease,  Depart- 
ments of  Internal  Medicine  and  Pathology,  Quillen-Dishner  College 
of  Medicine,  Johnson  City. 

Reprint  requests  to  Laboratory  Service  (113),  Veterans  Adminis- 
tration Medical  Center  Hospital,  Mountain  Home,  TN  37684  (Dr. 
Youngberg). 


dramatically  demonstrated  Charcot-Leyden  crystals  in  the 
granulomas,  and  remnants  of  larvae  could  be  seen  in  the  cen- 
ter of  the  granulomas  in  these  but  not  in  the  original  hema- 
toxylin and  eosin  stained  sections  (Fig.  3).  Stool  samples  were 
obtained  after  the  patient  was  discharged,  which  were  posi- 
tive for  S.  stercoralis.  Serology  for  Strongyloides  likewise  was 
positive.  The  patient  was  treated  with  thiabendazole  25  mg/ 
kg,  and  after  two  treatments  stool  samples  were  reported 
negative  for  Strongyloides. 

Discussion 

Strongyloides  infestation  is  endemic  in  parts  of 
the  southeastern  United  States.3  A relationship  is 
thought  to  exist  between  the  use  of  well  water 
and  parasitic  infestation.  Although  hyperinfec- 
tion with  Strongyloides  in  which  the  larvae  in- 
vade all  layers  of  the  intestinal  wall  and  dissemi- 


Figure  1.  A granuloma  showing  central  necrosis  (diastase-PAS  stain, 
X 99). 
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Figure  2.  A portion  of  a granuloma  showing  two  giant  cells  (1 
ter)  and  numerous  eosinophils  (hematoxylin-eosin,  X 393). 
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Figure  3.  Central  portion  of  a granuloma  demonstrating  a larval  rem- 
nant (arrow).  Several  Charcot-Leyden  crystals  are  present  in  the  top 
half  of  the  photograph  (Ziehl-Neelsen  stain,  X 630). 


nate  widely  in  the  body  can  occur,  it  usually  is 
seen  in  the  immunosuppressed  host.45  More  re- 
cently at  our  hospital  Strongyloides  infections 
have  been  seen  in  steroid-dependent  COPD  pa- 
tients in  whom  larvae  are  frequently  demonstrat- 
ed on  routine  Gram  stains  of  the  sputum.6  Hy- 
perinfection with  Strongyloides  can  be  fatal,7 
though  in  normal  hosts  asymptomatic  infestation 
is  the  rule. 

Strongyloides  appendicitis,  as  seen  in  our  pa- 
tient, is  a rare  manifestation  of  infestation  with 
the  parasite.  The  characteristic  histopathology 
consists  of  epithelioid  cell  granulomas  with  a more 
generalized  eosinophilic  inflammation  of  the  ap- 
pendix; the  granulomas  may  or  may  not  show  a 
necrotic  center.  The  presence  of  eosinophils  in 
the  granulomas  has  resulted  in  their  being  called 
“eosinophilic  granulomas,”  not  to  be  confused, 
however,  with  the  entity  “eosinophilic  granu- 
loma,” in  which  the  lesions  have  Langhans-type 
histiocytes  containing  S100  protein  rather  than 
S100  protein-negative  epithelioid  histiocytes. 
While  it  was  previously  believed  that  the  “eosi- 
nophilic granulomas”  of  the  appendix  represent- 


ed a hypersensitivity  reaction  on  the  part  of  the 
host,  recent  reports,  including  the  present  case, 
have  demonstrated  actual  larvae  or  larval  rem- 
nants in  the  granulomas.1  Presumably,  if  enough 
sections  are  obtained  virtually  all  of  the  granu- 
lomas from  appendiceal  strongyloidiasis  would 
show  central  necrosis  with  larval  remains. 

In  conclusion,  this  report  provides  further  evi- 
dence that  finding  eosinophilic  inflammation  with 
granuloma  formation  in  an  appendectomy  speci- 
men necessitates  screening  of  the  patient  for 
Strongyloides  infestation.  r s’ 
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Finally,  A Phone 
For  The  Economy  Car. 


With  our  new  low-priced  monthly  car  phone  like  having  another  extension-only  this  one 
package  (including  calling  time  every  month),  goes  55  miles  per  hour.  So  call  BellSouth 


almost  anyone  can  afford  to  put  a phone  in 
the  car.  That’s  why  we’ve  put  more  phones 
in  more  cars  than  anyone  in  the  Southeast. 

Our  car  phone  is  just  as  easy  to  use  as 
the  phone  in  your  home.  In  fact,  it’s  really 


The  Phone  Company 


Mobility  for  full  details  today  at  1-800-351-3355. 
Because  all  the  way  from  Kentucky  to  South 

Florida,  we  really  are 
the  phone  company 
i#  for  your  car. 

For  Your  Car 


BellSouth  Mobility 

A BELLSOUTH  Company 


©1986  BellSouth  Mobility 


Special  Communication 


The  Shadow  of  Big  Brother 


Editor's  Note:  Following  is  an  exchange  of  letters  that  has  recently  been 
brought  to  my  attention.  Because  it  has  broad  import  for  the  practice  of 
medicine  in  Tennessee,  l have  chosen  to  publish  it,  and  to  comment  on  it 
editorially  (see  page  578).  Though  the  Tennessee  Heart  Institute  (THl)  is 
a local  institution  composed  of  cardiologists  and  cardiac  surgeons  practic- 
ing exclusively  at  St.  Thomas  Hospital  in  Nashville,  I found  on  investi- 
gating the  matter  that  the  letter  from  the  PRO  over  Dr.  Scott’s  signature 
was  received  by  other  cardiac  surgeons  in  the  area,  and  so  it  apparently 
went  out  statewide.  My  other  informants  considered  Dr.  Thomas’  reply 
appropriate. 


MID-SOUTH  FOUNDATION  FOR  MEDICAL  CARE,  INC. 

6401  POPLAR  AVENUE  • SUITE  400  • MEMPHIS,  TENNESSEE  38119 


May  19,  1986 

Dear  Dr. 

The  Medicare  program  requires  that  hospital 
inpatient  services  be  reviewed  by  the  PRO  to 
evaluate  the  medical  necessity,  quality  and  ap- 
propriateness of  services  provided.  Reviewing 
cases  involving  cardiovascular  procedures  is  one 
of  the  primary  functions  of  the  Quality  Assur- 
ance Committee. 

The  Committee  has  encountered  several  prob- 
lems concerning  the  review  of  these  medical  re- 
cords. The  members  want  to  notify  you  of  the 
Committee’s  expectations  regarding  all  aspects  of 
the  review.  These  expectations  are  outlined  be- 
low: 

1)  Intense  medical  therapy  should  usually  be 
attempted  for  a reasonable  period  of  time 
prior  to  the  CABG  surgery. 

2)  Intense  medical  therapy  should  include  two 
of  the  three  following  drugs — beta  block- 
ers, calcium  channel  blockers,  and  long- 
acting  nitrates. 

3)  The  shortest  acceptable  time  interval  for  the 
attempted  medical  therapy  will  depend 


upon  the  patient’s  condition,  the  duration 
of  the  patient’s  symptoms,  and  the  aggres- 
siveness of  the  medical  therapy. 

4)  The  physician’s  documentation  should  ex- 
plicitly outline  the  patient’s  medical  man- 
agement and  clinical  course. 

a.  It  is  the  physician’s  responsibility  to 
document  medications  (dosages,  etc.) 
the  patient  was  receiving  prior  to  ad- 
mission. 

b.  The  Committee  expects  physicians  to 
fully  document  the  patient’s  history  and 
management  so  that  each  medical  re- 
cord can  be  evaluated  on  an  individual 
basis.  This  is  particularly  important 
when  patients  are  transferred  or  read- 
mitted. 

c.  Whenever  a formal  catheterization  re- 
port is  not  available,  the  surgeon’s  doc- 
umentation should  be  specific  as  to 
where  and  when  the  cardiac  catheteri- 
zation was  performed  and  should  in- 
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elude  a description  of  the  results  (loca- 
tion and  severity  of  the  coronary  artery 
disease  [CAD]).  The  statement  “severe 
3-vessel  CAD”  is  not  sufficient,  as  it 
does  not  precisely  define  the  anatomic 
location  of  the  disease.  Documentation 
from  multiple  physicians  of  different 
specialties  prior  to  the  surgery  is  pre- 
ferred. 

A copy  of  the  proposed  CABG  and  Perma- 
nent Pacemaker  criteria  is  enclosed.  Section 
I,B,l,a  (1-5)  of  the  CABG  criteria  is  too  broad 
and  is  being  misinterpreted  by  many  physicians. 
This  section  is  currently  being  revised.  Since  the 


Pacemaker  criteria  basically  follows  (sic)  the 
Medicare  coverage  issues,  there  are  no  plans  to 
revise  it  (sic)  at  this  time.  Criteria  for  the  PTCA 
procedure  is  (sic)  also  being  developed. 

The  Committee  welcomes  any  suggestions 
concerning  the  guidelines  or  criteria.  Please  send 
any  comments  to  me  by  June  15,  1986  for  consid- 
eration. 

Sincerely, 

Benjamin  F.  Scott,  M.D.,  Chairman 

Quality  Assurance  Committee 


Tennessee  Heart  Institute 

AT  SAINT  THOMAS  HOSPITAL 
P.O.  Box  380,  4220  Harding  Road,  Nashville,  Tennessee  37202 


June  10,  1986 
Dear  Dr.  Scott: 

I discussed  issues  affecting  cardiac  surgery  in 
the  state  of  Tennessee  with  you  over  the  phone 
last  week.  You  recorded  this  information,  and  it 
should  be  available  for  public  perusal.  At  the 
time,  you  were  not  aware  that  a letter  had  been 
sent  out,  signed  by  yourself,  which  profoundly 
affects  coronary  artery  surgery  in  the  state  of 
Tennessee.  We  believe  this  deviates  from  the 
practice  of  cardiology  and  cardiac  surgery 
throughout  the  country  at  present.  I am  enclos- 
ing a copy  of  your  letter  so  that  you  might  have 
an  opportunity  to  see  the  material  sent  out  under 
your  name. 

The  real  issue  is  simple.  In  practice,  patients 
with  crescendo,  unstable,  or  so-called  preinfarc- 
tion angina  are  studied  and  a decision  is  made 
for  their  subsequent  therapy  based  not  only  on 
symptoms,  but  on  the  potential  threat  of  their 
anatomic  problem.  The  implication  in  your  letter 
is  that  all  coronary  artery  surgery  is  for  treat- 
ment of  symptoms,  and  not  for  maintenance  of 
myocardial  viability,  limitation  of  infarct  size,  and 
preservation  of  life.  The  divergence  between  the 
implied  indications  for  operation  in  your  letter, 
and  the  practice  of  our  discipline  is  of  such  mag- 


nitude, that  we  feel  the  need  to  discuss  these 
problems  with  appropriate  individuals. 

I desire  the  opportunity  to  sit  down  with  the 
individuals  responsible  for  this  decision.  The  nu- 
ances and  the  subtleties  are  such  that  verbal  in- 
terchange to  create  a list  of  criteria  appropriate 
to  patient  care  is  mandatory.  Apparently  there  is 
a Committee  making  such  decisions,  and  it  is 
anonymous.  I formally  request  access  to  this 
Committee.  If  such  delineated  criteria  are  nec- 
essary within  Tennessee,  decisions  affecting  life 
and  death  for  thousands  of  individuals  in  the  state 
are  inappropriately  left  in  the  hands  of  an  anon- 
ymous Committee.  A system  wherein  the  health 
needs  of  our  citizenry  are  subverted  to  the  con- 
cepts of  a clandestine  group  is  anathema  to  a free 
democratic  society. 

I insist  that  decisions  not  be  made  before  full 
discussion  with  individuals  responsible  for  the  care 
of  these  people  has  been  carried  out. 

Sincerely, 

Clarence  S.  Thomas,  Jr.,  M.D. 

Vice  President 
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Special  Item 


How  Your  Practice  Can  Cope  With  Change 

LEIF  C.  BECK,  LL.B.,  CPBC;  GEOFFREY  T.  ANDERS,  J.D.,  CPA,  CPBC;  and 
DOROTHY  R.  SWEENEY 


While  so  much  is  written  these  days  about  the 
future  of  medical  practice,  many  physicians  seem 
to  ignore  clear  indications  of  change.  This  may 
be  understandable  in  view  of  their  continued 
clinically  and  financially  rewarding  practice  situ- 
ations. After  all,  who  wants  to  give  up  a good 
thing  merely  because  of  predictions  that  things 
may  change?  “If  it  ain’t  broke,  don’t  fix  it,”  goes 
a popular  saying. 

That  saying  may  be  fine  for  a doctor  who  has 
worked  hard  to  build  a very  good  practice;  he  or 
she  can  probably  ride  out  the  era  of  change, 
though  quite  possibly  with  declining  income,  for 
five  to  ten  years.  If,  however,  the  doctor  is  be- 
tween age  30  and  50  or  cares  enough  to  assure 
continued  practice  success  indefinitely,  the 
changes  in  medical  practice  must  be  considered 
and  accommodated. 

At  a recent  seminar,  one  speaker  made  the 
following  point:  “The  best  way  to  manage  change 
is  to  anticipate  it.”  We  consider  this  statement  to 
be  absolutely  essential  advice  for  physicians  who 
want  their  practices  to  survive  indefinitely.  Since 
changes  are  so  obviously  under  way,  and  much 
more  change  will  come,  physicians  should  stay 
closely  attuned  to  what  will  probably  happen. 


Genera!  Conditions 

With  this  background,  here  are  our  views  on 
the  direction  of  medical  practice.  They  are  not 
comforting  to  doctors  who  are  emotionally  or  fi- 
nancially committed  to  the  way  things  have  been, 
but  we  believe  these  directions  are  virtually  un- 
alterable. 


Copyright  by  authors,  January,  1985. 

The  authors  are  the  principal  consultants  and  attorneys  of  The 
Health  Care  Group,  Bala  Cynwyd,  Pa. 
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Capacity  to  Pay 

Perhaps  most  significant  of  all,  there  is  a clear 
squeezing  of  our  national  capacity  to  pay  for  the 
level  of  health  care  which  the  public  has  come  to 
expect.  The  “entitlement”  thinking  of  the  1960s, 
when  the  nation  seemed  wealthy  enough  to  af- 
ford all  sorts  of  benefits,  has  shifted  to  the 
1980s — when  our  national  wealth  has  essentially 
leveled  off.  Health  care  is  buffeted  within  this 
much  greater  economic/sociologic  fact,  and  one 
cannot  assume  any  solution  allowing  constant 
growth. 

Thus  we  have  seen  the  beginnings  of  ap- 
proaches designed  to  limit  health  care  expendi- 
tures. DRGs  and  the  recently  enacted  freeze  on 
physicians’  Medicare  fees  are  clear  examples  of 
such  efforts,  as  is  governmental  support  and  en- 
couragement of  alternative  delivery  systems  such 
as  HMOs. 

Who  knows  what  will  be  the  next,  possibly 
much  more  permanent,  proposed  “solution”  to 
the  economic  squeeze?  Perhaps  capitation  (pay- 
ment per  patient  rather  than  per  procedure)  will 
be  imposed  on  doctors’  services.  Perhaps  uni- 
form fee  schedules  will  be  imposed  by  the  fed- 
eral government,  and/or  by  insurers  and  employ- 
ers, just  as  we  are  already  encountering  a national 
schedule  of  laboratory  fees. 

We  consider  one  development  nearly  certain. 
The  fees  paid  for  “noncognitive  procedures”  will 
decrease  significantly,  since  virtually  all  segments 
of  society  seem  to  agree  that  procedure  fees  are 
far  too  high.  Open  heart  surgery,  intraocular  lens 
implantations,  cardiac  catheterization,  and  fiber- 
optic procedures  are  examples  of  allegedly  “ov- 
erpriced” services. 

Governmental  Pressures 

While  many  people  predict  a continued  growth 
in  governmental  regulation  of  private  medical 
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practice,  we  see  it  a bit  differently.  We  instead 
expect  government’s  effort  will  be  to  create  the 
conditions  that  will  make  medicine  less  reward- 
ing economically.  DRGs,  fee  schedules,  HMO 
support  and  “all  payers”  limits  on  reimburse- 
ment levels  are  not  so  much  regulation  as  they 
are  pressures  on  practice  economics. 

Regardless  of  what  one  calls  it,  however,  gov- 
ernment is  the  “big  daddy,”  directly  and  indi- 
rectly influencing  doctors’  incomes.  There  is  lit- 
tle hope  of  effectively  curbing  that  influence  by 
court  action,  for  physicians  hardly  have  a consti- 
tutional right  to  their  economic  well-being.  If 
government  can  regulate  banks,  control  natural 
gas  prices,  and  impose  laws  on  corporate  take- 
overs— all  of  which  are  understood  to  be  for  the 
public’s  benefit — it  can  also  affect  medical  eco- 
nomics. 

Increasing  Supply 

Like  another  arm  of  the  pincer,  these  restric- 
tions on  the  demand  for  medical  services  come  at 
a time  of  tremendous  increase  in  the  supply  of 
those  services.  The  number  of  physicians  in  prac- 
tice now  is  vastly  higher  than  before  and  the  pre- 
dictions for  1990  project  a still  higher  number. 
While  doctors  tended  to  dismiss  the  projections 
just  a couple  of  years  ago,  almost  all  of  them 
now  see  the  continually  increasing  number  of 
“colleagues” — or  “competitors” — in  their  spe- 
cialties. 

The  pincering  effect  means  that  conflict  is  vir- 
tually inevitable  at  the  physician  level.  It  will 
probably  result  in  the  virtual  annihilation  of  some 
ancillary  medical  occupations  such  as  physicians’ 
assistants,  respiratory  therapy  and  the  like;  doc- 
tors may  be  happy  to  do  the  work  of  those  peo- 
ple in  view  of  the  available  time  and  the  need  for 
income. 

Resulting  Competition 

These  various  circumstances  certainly  show 
why  competition  among  medical  providers  is  be- 
coming rampant.  The  pincers  of  a shrinking  pot 
invaded  by  a growing  number  how  of  fingers  vir- 
tually preordain  such  competition  no  matter  how 
noble  the  profession  may  be. 

Much  of  the  competition  comes  from  so-called 
alternate  providers.  HMOs  are  developing  vir- 
tually everywhere;  physicians,  in  town  after  town, 
hold  discussion  sessions  to  consider  how  they 
should  cope  with  actual  or  rumored  HMO  incur- 
sions. HMOs  now  have  some  20  million  patients 
and  are  predicted  to  have  50  million  by  1993. 


That’s  a lot  of  patients  chopped  off  private  prac- 
tices’ rolls. 

The  convenience  facilities  (“urgicenters,”  and 
“immediate  care  centers,”  among  other  titles)  are 
also  doing  quite  well.  We  know  of  some  prac- 
tices badly  affected  by  the  expanded  hours  and 
aggressive  marketing  which  nearby  facilities  fea- 
ture. Those  new  facilities  are  providing  a feature 
important  to  consumers  these  days — “conveni- 
ence.” 

Hospitals  are  themselves  delving  more  and 
more  into  medical  practice  even  though  it  may 
be  technically  illegal.  In  their  battle  to  survive, 
vertical  integration  of  health  care  services  be- 
comes one  of  their  possible  salvations.  And  that 
integration  injects  hospitals  right  into  the  pri- 
vately practicing  physicians’  turf. 

But  physicians’  main  competition  comes  from 
other  physicians.  Specialty-crossing  is  rampant  as 
doctors  seek  to  provide  more  services  that  might 
maintain  their  incomes  (witness  allergy  and  facial 
plastic  surgery).  Advertising  is  on  the  rapid  rise 
and  will  almost  inevitably  continue  to  grow.  And 
as  “premier  groups”  contract  for  bulk  patient  care 
(discussed  later),  the  patients  gained  are  lost  by 
other  privately  practicing  doctors. 

Antitrust  Law — The  Big  Leagues 

A prime  example  of  inter-doctor  competition 
and  turbulence  is  baring  itself  these  days.  Medi- 
cine has  entered  the  business  world  enough  to  be 
the  hot  topic  in  antitrust  law. 

Medical  staff  admission  and  privileges  are  vi- 
tal issues  for  doctors  on  both  sides — both  the 
“ins”  and  those  who  seek  to  be  “in.”  There  are 
a number  of  cases  which  are  widely  known  to 
lawyers  and  physicians.  These  cases  involve  mil- 
lions of  dollars  in  legal  fees  as  well  as  untold  po- 
tential liability  if  they  are  ultimately  decided  in 
favor  of  the  plaintiffs  involved. 

Even  though  hospitals  are  co-defendants  in 
these  various  lawsuits,  physicians  may  them- 
selves be  at  risk.  In  fact,  since  their  medical  staffs 
may  be  held  liable  separately  from  their  hospi- 
tals, it  is  becoming  essential  to  legally  separate 
and  incorporate  the  staffs.  Doctors  can  no  longer 
hide  behind  their  hospitals’  skirts. 

Antitrust  law  arises  in  nonhospital  practice  sit- 
uations as  well.  For  example,  while  we  have  par- 
ticipated in  more  group  mergers  than  ever  be- 
fore, some  of  these  joinders  touch  the  ill-defined, 
and  still  rather  conjectural,  antitrust  rules  as  they 
might  apply  to  health  care.  And  yet  antitrust  suits 
are  so  expensive  and,  if  lost,  so  economically 
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devastating,  that  doctors  cannot  take  chances. 
Physicians  are  in  the  “big  leagues”  of  business 
when  those  laws  are  involved. 

Our  Prescriptions 

What  should  the  currently  successful  practic- 
ing physician  do  given  this  rather  bleak  descrip- 
tion? Except  for  those  who  elect  to  ride  their 
practices  out  for  five  or  ten  years,  probably  with 
declining  patient  volume  as  they  move  to  retire- 
ment, we  believe  doctors  should  emphasize  our 
opening  key  statement:  “The  best  way  to  manage 
change  is  to  anticipate  it.  ” 

The  changed  conditions  offer  opportunities  as 
well  as  problems.  In  the  airline  and  steel  indus- 
tries, some  companies  are  suffering  and  even 
dropping  out  while  others  take  advantage  of  the 
conditions.  We  see  the  same  scenarios  in  medi- 
cine, for  some  practices  are  growing  and  pros- 
pering despite  the  conditions.  They  have  adapted 
to  the  changed  game  while  still  giving  the  same 
high  quality  medical  care. 

Here  are  some  of  the  major  approaches  and 
basic  philosophies  we  believe  are  essential  for 
such  success. 

Business  Planning 

Doctors  tend  to  resist  the  idea  that  hardhead- 
ed business  planning  makes  sense  in  their  profes- 
sional practices.  It  cannot,  however,  be  disre- 
garded and  it  cannot  be  done  halfheartedly. 

The  first  part  of  business  planning  is  to  iden- 
tify the  broad  goals  and  how  they  fit  into  both 
present  structure  and  projected  financial  re- 
sources. The  goals  cannot  be  all-encompassing, 
for  we  find  it  necessary  these  days  to  establish 
areas  of  preeminence,  even  if  other  areas  must 
be  abandoned.  For  example,  internists  may  have 
to  decide  if  they  are  to  be  primary  care  doctors 
or  referral  specialists;  it  is  becoming  harder  to  be 
in  both  camps  and  prosper  in  either  one. 

As  to  the  finally  agreed  planning  document, 
there  must  be  a reasonable  consensus  among  the 
practice’s  players.  In  a solo  practice,  at  least  the 
manager  and  key  staff  members  should  accept  the 
goals,  while  all  physician-members  of  a group 
practice  should  be  comfortable  with  the  major 
directions.  Those  who  are  unwilling  to  accept  and 
work  within  the  business  plan’s  broad  goals 
should  probably  not  stay  with  that  doctor  or 
group.  Interestingly,  business  plan  goals  tend  to 
be  self-fulfilling  to  the  extent  that  people’s  day- 
to-day  actions  reflect  those  goals. 

Secondly,  from  the  broadly  stated  plan  should 


come  specific  strategies  to  be  followed  in  order  to 
achieve  the  goals.  What  steps  should  be  taken — 
moving  one’s  office,  replacing  certain  personnel, 
promoting  certain  aspects  of  the  practice  or 
opening  a satellite  office?  And  on  what  time- 
table? 

As  an  example  of  this  second  phase  of  busi- 
ness planning,  we  recently  followed  up  on  a sur- 
vey we  had  performed  for  a larger  group  practice 
six  months  earlier.  The  managing  partner  report- 
ed that  the  group  had  identified  six  primary  goals 
and  then  set  out  over  sixty  specific  actions  to  be 
taken.  The  likelihood  of  actually  achieving  their 
broadly  stated  purposes  should  be  distinctly 
greater  with  that  60-item  action  plan  in  place. 

“Market  Share” 

Given  the  competitive  threats  and  the  uncer- 
tainties for  the  next  few  years,  we  are  urging  an 
emphasis  on  “market  share” — a practice’s  vol- 
ume of  patients  as  measured  against  the  total 
available  volume.  This  is  not  the  time  to  lose  pa- 
tients, for  we  expect  the  next  few  years  to  be 
tolerable  mainly  for  those  doctors  who  have  a 
large  market  share. 

The  larger  number  of  patients  will  enable  a 
practice  to  keep  its  income  up  as  well  as  possible 
if  the  fees  begin  to  drop.  Market  share  will  cer- 
tainly permit  maximum  possible  income  if  the 
system  shifts  over  to  a capitation  (payment  per 
patient)  basis.  And  as  we  see  doctors  and  groups 
negotiating  with  hospitals,  HMOs  and  directly 
with  employers,  a larger  volume  practice  should 
translate  to  greater  negotiating  strength. 

Therefore,  even  if  a physician  must  accept  a 
lower  fee  on  some  current  patient  work,  the  less- 
er payments  may  be  preferable  to  losing  those 
patients — to  losing  “market  share.”  We  have 
therefore  generally  favored  participation  in 
HMOs  and  PPOs  as  a means  of  holding  onto  pa- 
tient volume  rather  than  ceding  the  work  to  oth- 
ers. We  also  encouraged  participation  in  Medi- 
care unless  the  financial  circumstances  were  too 
adverse;  those  doctors  who  elected  not  to  partic- 
ipate now  face  the  risk  of  adverse  publicity  and 
a possible  decrease  in  patients. 

Marketing  Emphasis 

Closely  related  to  the  “market  share”  point, 
the  entire  field  of  marketing  has  become  a key 
element  in  one’s  practice.  Marketing  is,  how- 
ever, a far  broader  term  than  mere  public  rela- 
tions and  advertising.  It  involves  attention  to 
one’s  business  from  the  other  person’s — the  con- 
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sumer’s — point  of  view. 

One  attribute  of  successful  business  corpora- 
tions is  that  they  are  “consumer  driven.”  They 
focus  on  anticipating  and  selling  what  the  con- 
sumer wants  and  needs,  rather  than  on  selling 
what  they  (the  sellers)  want  to  sell.  Most  major 
new  products  and  services  originate  this  way — 
from  identifying  the  potential  buyer’s  prefer- 
ences rather  than  seller’s  interest. 

But  how  does  being  “consumer  driven”  apply 
to  physicians?  As  one  example,  we  believe  that 
health  care  consumers  are  in  large  part  business 
employers,  labor  unions,  insurance  companies, 
and  the  government — not  individual  patients. 
These  organizations  are  purchasing  most  of  the 
health  care  which  physicians  provide  through  pa- 
tients. The  one  thing  these  major  purchasers  must 
have  is  a basically  controllable  and  definable  cost 
structure  consistent  with  quality  service. 

Unfortunately,  physicians  have  notoriously  re- 
sisted adapting  to  this  need,  equating  cost  con- 
trols and  fee  restraints  with  compromises  on 
quality  of  care.  The  better  approach  would  be  to 
seek  ways  to  assure  the  big  purchasers  about  their 
expense  levels  while  maintaining  normal  empha- 
sis on  quality.  If  this  means  that  a doctor  or  group 
might  have  to  accept  less  than  full  fee  work  in 
order  to  serve  a larger  block  of  patients,  that 
should  be  a good  step. 

Another  example  involves  a demographic 
characteristic  sometimes  called  the  “nocturnal 
market.”  Goods  and  services  are  increasingly 
being  demanded  outside  the  traditional  “9  to  5” 
hours.  The  banking  industry  has  recognized  this 
characteristic  in  a unique  way,  establishing  auto- 
mated teller  machines  which  make  bank  services 
available  24  hours  a day,  seven  days  a week. 
Physicians,  however,  are  only  now  beginning  to 
shift  to  evening  and  weekend  office  hours.  Not 
being  consumer  driven,  private  practitioners  have 
preferred  office  hours  that  suited  their  busy  lives, 
and  until  recently  they  had  been  able  to  call  the 
tune. 

Group  Practice 

Unfortunately,  we  do  not  see  solo  practice  as 
the  way  to  cope  with  change  over  the  long  run. 
We  have  in  fact  predicted  that  there  will  be  sig- 
nificantly fewer  solo  and  even  small  group  (two 
to  five  doctors)  practices  about  ten  years  from 
now. 

The  trend  toward  larger  practices,  both  single 
and  multispecialty,  is  already  apparent.  Groups 
can  better  allocate  physician  time  to  early  morn- 


ings, late  evenings,  weekends,  and  holidays  than 
can  a solo;  one  physician  simply  cannot  be  avail- 
able all  the  time,  but  a ten-doctor  group  can  eas- 
ily provide  convenience  center  hours. 

The  larger  group  can  also  spend  more  mean- 
ingful dollars.  It  can  afford  to  hire  a high-salar- 
ied administrator  with  an  MBA  degree  to  help 
steer  it  through  complex  contract  negotiations.  It 
can  purchase  state-of-the-art  medical  equipment 
to  keep  it  on  the  cutting  edge  of  its  specialty. 
And  it  can  maintain  a large  enough  public  rela- 
tions/advertising budget  to  bring  in  additional 
patients,  while  solos  spending  small  amounts  may 
be  unable  to  dent  the  ad  market. 

We  expect  groups  to  jump  in  size  from  three 
to  six  doctor  sizes  up  to  10  and  15  members  over 
just  the  next  few  years.  But  all  the  practices  in  a 
service  area  cannot  grow.  In  fact,  the  opportu- 
nities to  establish  the  described  advantages  will 
probably  arise  just  once  in  each  specialty  in  each 
community.  Once  a group  has  done  so,  there  will 
probably  not  be  room  for  its  competitors  to  adapt. 

Physician  Leadership 

One  factor  in  practice  management  never 
changes.  Whether  solo  practice  or  group  (large 
or  small),  there  must  be  effective  leadership  at 
the  physician  level.  Success  emanates  from  a 
doctor-owner’s  ability  to  set  the  proper  tone  for 
the  entire  practice;  conversely,  we  often  point  out 
that  every  failure  or  weakness  can  and  should  be 
the  fault  of  the  practice’s  “CEO” — its  chief  ex- 
ecutive officer,  or  the  doctor  in  charge. 

For  the  solo  practitioner,  he  or  she  must  first 
identify  the  practice's  characteristics  and  assure 
that  everyone  concerned  will  conform  to  them. 
This  CEO-physician  must  create  a consistent  at- 
mosphere so  the  lay  staff  will  act  according  to 
the  selected  goals.  Planning  and  strategy  are  use- 
less if  the  doctor-leader  cannot,  or  will  not,  cause 
all  concerned  to  act  consistently  with  the  busi- 
ness plan. 

We  find  that  group  practices,  even  if  just  two 
or  three  doctors,  require  a strong  and  capable 
leadership  format  to  accomplish  what  is  within 
reach.  The  most  desirable  structure  is  for  a single 
CEO,  just  as  other  businesses  thrive  or  fail  be- 
cause of  their  leadership.  In  some  practices, 
however,  where  no  single  physician-member  fits 
the  CEO  slot,  a different  leadership  model  may 
be  necessary.  This  will  usually  be  a two-  or  three- 
doctor  “executive  committee”  specifically  au- 
thorized to  act  as  though  those  two  or  three  peo- 
ple were,  together,  an  individual-in-charge. 
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Businesses  do  not  survive  these  days  without 
good  leadership,  and  medical  practice  is  becom- 
ing more  like  other  businesses.  Doctors  wishing 
to  adapt  to  the  changing  health  care  scene  need 
a leadership  format — usually  a CEO — in  order 
to  cope. 

Conclusion 

As  described,  the  circumstances  for  privately 
practicing  physicians  are  less  favorable  than  any- 
time in  the  past  20  years.  The  health  care  indus- 
try is  not,  however,  alone  in  encountering  new. 


rapidly  changing  problems.  As  in  other  business 
situations,  these  problems  create  opportunities  as 
well  as  annoyances.  Thus  we  see  some  doctors 
making  their  practices  prosper  within  the  param- 
eters of  quality  patient  care  by  being  alert  to  the 
circumstances  and  applying  modern  management 
skills  to  take  advantage  of  them. 

These  successful  practices  seem  to  live  by  a 
minor  variation  in  our  previously  recited  key 
sentence:  “The  best  way  to  manage  in  a changing 
environment  is  to  anticipate  and  face  head-on  the 
change.”  r ^ 
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Special  Item 


A Scientific  Spoof  on  Alcoholic  Fermentation 

THOMAS  FITE  PAINE,  JR.,  M.D. 


One  of  the  most  remarkable  scientific  satires 
of  all  times  appeared  about  150  years  ago  in  the 
midst  of  a heated  debate  concerning  the  nature 
of  alcoholic  fermentation.  The  debate  was  be- 
tween the  “vitalists”  and  the  reigning  chemists  of 
the  day.  The  former  postulated  that  the  yeast 
sediment  appearing  during  the  process  of  fer- 
mentation was  made  of  living  cells,  carrying  out 
the  fermentation.  The  chemists  (organic  chemis- 
try was  just  arising  from  inorganic  chemistry) 
claimed  that  fermentation  was  a disturbance  of 
“equilibrium,”  a physical  phenomenon  unrelated 
to  living  cells,  and  that  the  yeast  sediment  was  a 
mere  by-product  of  fermentation.1  Remember, 
this  period  was  before  the  true  nature  of  micro- 
scopic life  was  known — knowledge  that  would  fi- 
nally come  with  Pasteur. 

Justus  von  Liebig  and  Friedrich  Wohler,  emi- 
nent chemists,  sought  to  ridicule  the  “vitalists” 
out  of  the  scientific  court.2  In  1839  they  pub- 
lished the  following  article  (no  authors’  names 
were  given)  in  a respected  journal,  the  Annalen 
der  Pharmacie , vol.  29,  pp.  100-104.  The  title  was 
“Das  entrathselte  Geheimniss  der  geistigen  Gah- 
rung”  (On  unraveling  the  secrets  of  alcoholic  fer- 
mentation). Liebig  was  one  of  the  four  editors  of 
the  Annalen,  so  inserting  a spurious  article  in  the 
journal  evidently  was  no  problem. 

Any  mistakes  in  the  following  translation  are 
strictly  mine! 

“I  am  in  the  act  of  unraveling  a new  theory  of 
vinous  fermentation.  I came  upon  the  trail  of  this 
until  now  mysterious  change,  in  the  simplest 
manner  in  the  world  and  regard  it  as  settled.  This 
discovery,  too,  shows  again  how  simple  are  the 
means  by  which  nature  brings  forth  the  most 
wonderful  phenomena.  I owe  thanks  to  the  use 


From  the  Department  of  Medicine,  Vanderbilt  University  School 
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of  a remarkable  microscope,  designed  by  the  well 
known  Ehrenberg,  as  described  by  the  excellent 
artisan  Pistorius. 

“Beer  yeast,  dispersed  with  water,  is  dissolved 
under  this  instrument  into  endless  pellets,  whose 
diameter  is  scarcely  1/800  of  a line,  into  fine 
threads  which  are  unmistakably  a sort  of  protein 
material.  If  one  introduces  these  pellets  into  sug- 
ar water,  one  observes  that  they  consist  of  the 
eggs  of  an  animal;  they  swell,  burst  and  tiny  an- 
imals evolve  from  them,  which  multiply  with  in- 
conceivable rapidity  in  a most  unparalleled  man- 
ner. The  form  of  these  animals  deviates  from  the 
600  hitherto  described  species;  they  possess  the 
shape  of  a certain  Beindorf  distillation  flask 
(without  the  cooling  apparatus).  The  nozzle  of 
the  head  is  a sort  of  sucking  proboscis,  which  is 
lined  on  the  inside  with  bristles  1/2000  of  a line 
in  length;  teeth  and  eyes  are  not  noticeable;  on 
the  other  hand  one  can  easily  distinguish  a stom- 
ach, intestinal  canal,  the  anus  (as  a rose  colored 
spot),  and  the  urinary  secretory  organs.  From  the 
moment  they  have  escaped  from  the  eggs,  it  is 
observed  that  these  animals  gobble  up  the  sugar 
out  of  solution;  very  plainly  it  is  seen  as  it  arrives 
in  the  stomach.  Momentarily  it  is  digested,  and 
this  digestion  is  simultaneously,  and  in  a most 
precise  manner,  distinguishable  from  the  evacu- 
ation of  excrements  which  follows.  In  a word, 
these  infusoria  eat  sugar,  evacuate  from  the  in- 
testinal tract  alcohol,  and  from  the  urinary  or- 
gans carbon  dioxide.  The  urine  bladder,  when 
filled,  has  the  form  of  a champagne  bottle,  and, 
when  empty,  looks  like  a small  pimple;  one  also 
observes  the  formation  of  a gas  bubble  inside  the 
organism  which  enlarges  about  ten  times  its  orig- 
inal size;  this  bubble  is  emptied  by  a kind  of 
screwing  up  process  which  the  animal  can  control 
at  will  by  muscles  on  its  surface.  I propose  that 
this  is  the  same  kind  of  phenomenon  as  the 
transmission  of  a galvanic  current  through  wine; 
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one  knows  that  distinguished  physicists  believe 
this  to  be  generated  in  a magnetic  fashion,  in  a 
gradual  manner  unhindered;  however,  this  is  a 
natural  law,  the  manner  in  which  the  condenser 
continues.  I believe  this  is  all  the  evidence,  that 
by  the  fermentation,  as  Dobereiner  and  Schweig- 
ger  have  said,  that  magnetism  and  electricity  are 
simultaneously  involved.  Without  the  observa- 
tions through  a powerful  microscope,  the  cor- 
rectness of  their  results  could  not  have  been 
proved. 

“But  let  us  not  speculate  any  further.  We  also 
see  the  anus  of  the  animal  increasingly  releasing 
a liquid  of  light  specific  gravity,  while  from  its 
enormous  genitalia  it  sprays  a stream  of  carbon 
dioxide  in  short  bursts. 

“If  the  liquid  is  heated  to  boiling,  the  fermen- 
tation ceases  because  these  animals  are  killed  in 
the  high  temperature.  If  one  adds  sulfuric  acid, 
an  excess  of  ethyl  alcohol,  a mineral  acid,  or 
wood  vinegar,  they  die  likewise,  and  the  fermen- 
tation stops.  If  too  little  water  is  present,  that  is 
to  say,  too  much  sugar  is  present,  the  fermenta- 
tion never  begins.  This  is  because  these  little  or- 
ganisms (poor  things  in  the  thick  soup  of  their 
environment)  cannot  at  all — or  only  with  much 
straining — move  their  bowels.  Therefore  they  die 
of  constipation  because  of  this  failing.  To  give  an 
idea  for  comparison  of  the  digestive  power  of 
these  animals,  I put  forth  the  statement  of  Then- 
ard,  according  to  whom,  3 tons  of  beer  yeast  (in 
dried  condition)  were  able  to  effect  decomposi- 
tion of  200  tons  of  sugar  into  ethyl  alcohol  and 
carbon  dioxide.  The  excreta  of  these  animals, 
evacuated  in  18  hours,  weighed  nearly  66  times 
as  much  as  the  animals  themselves. 

“Remarkable  is  the  influence  of  the  volatile 
oil  of  mustard  on  these  animals;  if  one  places  a 
few  hard  seeds  of  mustard  in  the  fermenting  fluid, 
one  notes  they  were  immediately  less  lively,  then 
after  a short  time  they  are  lifeless,  and  finally 
after  an  hour,  particularly  if  near  an  excess  of 
air,  the  former  liveliness  of  fermentation  de- 
creases. The  influence  of  oil  of  Anise  is  similar; 
from  this  odor  the  fleas  begin  to  faint  until  the 
odor  of  the  oil  is  halted. 


“I  have  noted  that  brine  is  an  emetic  for  these 
infusoria;  if  one  places  brine  into  the  fully  fer- 
menting sugar  solution,  one  sees  these  animals 
contract  vertically  and  out  of  their  proboscis 
streams  fluid,  which  can  be  demonstrated  to  be 
similar  to  fusel  oil  from  potatoes.  The  fusel  oil 
of  grain  whiskey  and  brandy  appear  to  be  sepa- 
rated from  the  skin  of  the  creatures  through  a 
kind  of  sweating  process.  It  remains  now  to  solve 
an  important  question,  what  those  animals  eat 
and  actually  assimilate  for  their  own  bodies.  From 
this  it  is  clear.  The  earlier  mentioned  small  fila- 
ments of  protein  it  is  found  were  taken  up  and 
assimilated  for  the  nitrogen  content  of  these  an- 
imals, in  addition  to  a part  of  the  sugar. 

“The  chemical  synthesis  is  now  known.  I have 
subjected  0.4375  gm  (the  number  about  50  mil- 
lion) for  analysis  in  the  usual  way  with  cupric  ox- 
ide; the  analysis  was  found  to  be  in  agreement, 
that  they  contained  the  four  elements  in  such  a 
proportion,  as  composed  in  protein  (from  the 
analysis  of  Mulder),  with  ethanol  and  carbon 
dioxide. 

“Thence  is  explained,  until  now  so  mysterious 
a condition,  that  not  all  of  their  digestive  pro- 
cesses of  the  yeast  were  concerned  with  fermen- 
tation. As  soon  as  these  animals  find  no  more 
sugar,  then  they  eat  themselves,  through  a clever 
manipulation;  that  is,  all  is  digested  except  the 
eggs,  which  are  uninjured  during  their  passage 
through  their  intestine;  thus  there  still  remain 
yeasts  capable  of  metabolism,  that  is,  the  seeds 
of  the  animal  which  remain.  The  cadavers  of  these 
animals  decompose  into  ammonia  and  a trace  of 
acetic  acid.  Their  weight  afterwards  amounts  to 
their  eggs,  at  the  end  of  fermentation  somewhat 
less  than  in  the  beginning,  as  was  obvious. 

“The  numerical  results,  as  figured  from  the 
shape  of  the  animals,  follows  in  a detailed  pa- 
per.” zn it7 
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Tennessee  Maternal  Mortality  Committee  Report 


In  March  1986,  the  Maternal  Mortality  Com- 
mittee for  the  State  of  Tennessee  met  and  re- 
viewed a total  of  six  cases.  During  1984,  which 
was  the  year  of  review,  there  were  six  maternal 
deaths  for  a rate  of  0.9  per  10,000  live  births. 
The  maternal  deaths  are  divided  into  direct,  in- 
direct, and  non-related. 

MATERNAL  DEATH:  The  death  of  any  woman  dying  of 
any  cause  whatsoever  while  pregnant  or  within  42  days  of  the 
termination  of  the  pregnancy,  irrespective  of  the  duration  of 
the  pregnancy  at  the  time  of  the  termination  or  the  method 
by  which  it  was  terminated. 

Direct  Obstetric  Cause  of  Death:  A death  resulting  from  com- 
plications of  the  pregnancy  itself,  from  intervention  elected 
or  required  by  the  pregnancy,  or  resulting  from  the  chain  of 
events  initiated  by  the  complication  or  the  intervention. 

Indirect  Obstetric  Cause  of  Death:  A death  resulting  from  dis- 
ease before  or  developing  during  pregnancy  (not  a direct  ef- 


fect of  the  pregnancy)  which  was  obviously  aggravated  by  the 
physiological  effects  of  the  pregnancy  and  caused  the  death. 

Non-Related  Cause  of  Death:  A death  occurring  during  preg- 
nancy or  within  42  days  of  its  termination  from  causes  not 
related  to  the  pregnancy,  nor  to  its  complications  or  manage- 
ment. 

The  following  diagnoses  were  made  on  the  six 
cases:  (1)  pregnancy-induced  hypertension  with 
intracranial  hemorrhage,  (2)  postpartum  car- 
diomyopathy, (3)  intracerebral  hemorrhage  sec- 
ondary to  ruptured  aneurysm,  (4)  cor  pulmon- 
ale, (5)  myocardial  infarct,  (6)  ruptured  cerebral 
AV  malformation.  One  death  was  considered  due 
to  a direct  obstetrical  cause,  while  the  other  five 
were  considered  indirect. 

The  following  is  a report  of  one  of  the  cases, 
included  because  of  its  unique  problem. 


Long  Term  Management  of  Pregnancy  in  a Comatose  Patient 

MICHAEL  P.  DIAMOND,  M.D.;  FRANK  H.  BOEHM,  M.D.;  and  GEORGE  ALLEN,  M.D. 


Introduction 

The  presentation  of  pregnancy  at  a previable 
gestational  age  and  its  subsequent  long-term 
management  in  a comatose  patient  is  rare;  thus 
the  appropriate  medical  and  obstetrical  manage- 
ment of  mother  and  fetus  is  unclear.  Although 
such  cases  have  been  described  in  the  lay  press, 
we  know  of  only  one  report  in  the  medical  liter- 
ature.1 Recently  we  had  the  opportunity  to  care 
for  such  a patient;  this  report  describes  her  care, 
the  problems  we  encountered,  and  suggestions  for 
the  care  of  future  similar  patients. 

Case  Report 

A 39-year-old  white  woman  with  chronic  hypertension  was 
managed  prior  to  conception  with  hydrochlorothiazide,  reser- 
pine,  and  hydralazine.  When  she  was  initially  seen  at  8 weeks 
of  gestation  her  blood  pressure  was  100/60  mm  Hg;  all  med- 
ications were  discontinued.  She  underwent  amniocentesis  un- 
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der  ultrasound  guidance  at  16  weeks  of  gestation,  at  which 
time  fetal  size  was  consistent  with  her  dates,  and  when  seen 
at  21  weeks  of  gestation,  she  had  a blood  pressure  of  128/80 
mm  Hg  and  was  without  complaints.  Eight  days  later,  how- 
ever, she  awoke  with  a headache,  stiff  neck,  and  dizziness, 
and  lost  consciousness  while  standing.  She  was  rushed  to  the 
hospital  where  she  was  found  unresponsive  to  commands  and 
pain;  her  right  pupil  was  dilated  and  fixed.  Fetal  heart  tones 
were  heard.  A head  CT  scan  subsequently  showed  blood  in 
the  right  Sylvian  fissure,  subarachnoid  space,  and  basal  cis- 
terns. Craniotomy  revealed  an  AV  malformation  of  the  right 
Sylvian  fissure  which  had  bled  intracerebrally,  subdurally,  and 
into  the  subarachnoid  space. 

Her  immediate  postoperative  course  was  complicated  by 
neurogenic  pulmonary  edema,  for  which  she  received  meth- 
ylprednisolone  sodium  succinate  (Solu-Medrol)  and  manni- 
tol. In  subsequent  days,  her  neurologic  status  remained  un- 
changed, with  temperature  ranging  from  100-102°F;  no  source 
of  infection  was  identified.  Tracheostomy  was  performed  15 
days  after  the  craniotomy.  During  this  period,  fetal  heart  rate 
(FHR)  ranged  from  140/min  to  160/min,  with  an  ultrasound 
examination  consistent  with  dates  at  2AVz  weeks  and  demon- 
strating good  fetal  movements. 

The  maternal  course  was  complicated  by  continued  febrile 
episodes;  blood  and  urine  cultures  grew  Staphylococcus  epi- 
dermidis,  and  there  was  subsequently  a pseudomonas  infec- 
tion of  the  urine  and  tracheostomy  site.  Maternal  oxygena- 
tion, repeatedly  assessed,  remained  within  normal  limits. 
Nutritional  status  was  maintained  initially  by  total  parenteral 
nutrition  (TPN)  and  subsequently  by  tube  feedings,  and  was 
assessed  by  nitrogen  balance  determinations. 

The  obstetrical  course  was  complicated  by  contractions  at 
26V2  weeks,  thought  to  be  due  to  dehydration  following  fu- 
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rosemide  (Lasix)  administration;  contractions  ceased  follow- 
ing a fluid  bolus  and  discontinuation  of  furosemide.  Beta- 
methasone administration  to  promote  fetal  lung  maturation 
was  initiated  at  28  weeks  of  gestation.  Fetal  well-being  was 
assessed  by  non-stress  tests  beginning  at  30  weeks  of  gesta- 
tion. Nonreactive  non-stress  tests  were  followed  by  biophys- 
ical profiles  (BPP).  Serial  sonograms  showed  the  fetus  pro- 
gressing from  approximately  the  50th  percentile  at  32V2  weeks 
of  gestation.  Amniocentesis  at  32  weeks  demonstrated  im- 
mature lung,  and  the  BPP,  which  previously  had  consistently 
been  reassuring,  demonstrated  a score  of  only  6/10;  an  oxy- 
tocin challenge  test  performed  the  following  day  was  positive. 

A cesarean  section  was  performed  with  delivery  of  a male 
infant,  6 lb  4 oz,  with  Apgar  scores  of  3 and  6.  The  infant’s 
course  in  the  nursery  was  uncomplicated,  and  he  was  dis- 
charged six  days  later.  The  maternal  course  continued  to  be 
complicated  by  temperature  elevations  of  uncertain  etiology; 
she  remained  comatose  and  was  discharged  17  days  after  de- 
livery to  a nursing  home.  HbA[  concentrations  the  day  prior 
to  delivery  were  5.0  (upper  limits  of  normal  9.0). 

Discussion 

The  development  of  a central  nervous  system 
(CNS)  event  resulting  in  a coma  in  a pregnant 
patient  at  a previable  gestational  age  presents 
many  issues  concerning  medical  and  obstetrical 
management.  These  issues  include  the  ethical  re- 
sponsibilities to  both  the  mother  and  fetus,  the 
nutritional  needs  of  each,  and  alterations  in  ob- 
stetrical care  necessitated  by  the  coma. 

The  responsibilities  to  mother  and  fetus  can 
present  ethical  dilemmas,  particularly  when  ac- 
tions may  be  beneficial  to  one  but  detrimental  to 
the  other.  At  the  time  of  this  patient’s  presenta- 
tion in  coma  at  22  weeks  of  gestation,  the  nature 
of  her  CNS  lesion  was  unknown.  Craniotomy  was 
performed  and  the  hemorrhaging  stopped;  dur- 
ing the  course  of  this  procedure,  the  fetus  was 
exposed  to  anesthesia  and  hypotension,  the  ef- 
fects of  which  were  uncertain,  and  similarly,  the 
effect  on  the  fetus  of  the  postoperative  pulmo- 
nary edema  is  unclear. 

Following  an  in-depth  discussion  with  the  pa- 
tient’s husband  regarding  his  wife  and  the  fetus, 
the  decision  was  made  to  try  to  sustain  his  wife 
on  the  respirator  until  the  fetus  reached  a viable 
age.  Furthermore,  it  was  decided  that  should  his 
wife  undergo  cardiac  arrest  after  28  weeks  of  es- 
timated gestational  age,  an  emergency  cesarean 
section  should  be  performed  to  try  to  save  the 
fetus,  but  only  after  all  hope  for  his  wife  had 
vanished.  This  decision  raised  the  possibility  that 
a potentially  viable  fetus  would  be  allowed  to  die 
during  resuscitation  attempts  on  the  mother. 

With  regards  to  nutritional  requirements,  there 
have  been  previous  reports2  of  management  of 
pregnant  women  by  hyperalimentation.  In  this 
patient,  after  the  initial  postoperative  period,  nu- 
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tritional  supplementation  was  provided  by  a 
combination  of  intravenous  nutrition  and  tube 
feedings,  and  monitored  by  nitrogen  balance 
evaluations. 

It  is  interesting  to  note  that  the  fetus  had  a 
progression  in  percentile  size  during  gestation  as 
assessed  by  ultrasound.  At  16  weeks,  the  fetus 
was  at  the  50th  percentile,  yet  subsequent  eval- 
uations demonstrated  a continuing  increase  at  the 
given  gestational  age  such  that  at  34  weeks  the 
size  was  at  the  95th  percentile.  Thus  the  issue  is 
raised  that  this  may  represent  iatrogenic  gesta- 
tional diabetes  mellitus.  The  maternal  HbAj  lev- 
els prior  to  delivery  however  were  4.6  and  5.0 
(upper  limit  of  normal  is  9)  and  the  neonatal  di- 
mensions (weight,  length,  and  head  circumfer- 
ence) placed  the  infant  in  the  75th  percentile. 
Furthermore,  the  placenta  did  not  demonstrate 
the  immature  characteristics  often  seen  in  asso- 
ciation with  maternal  diabetes  mellitus.  Regard- 
less of  whether  iatrogenic  diabetes  was  induced 
in  this  case,  its  consideration  stresses  the  need  to 
screen  for  the  possible  development  of  gestation- 
al diabetes  in  these  patients  because  of  the  com- 
plications to  which  neonates  of  diabetic  mothers 
are  predisposed.3 

Final  considerations  in  this  case  were  the  ob- 
stetrical care  of  this  patient.  Because  of  the  po- 
tential for  preterm  delivery,  steroid  administra- 
tion was  initiated  at  28  weeks  of  gestational  age 
and  repeated  weekly,  in  the  hopes  of  accelerat- 
ing fetal  pulmonary  maturity.  A major  problem 
in  this  patient  was  establishing  fetal  well-being. 
This  became  of  paramount  importance  when  fe- 
tal tachycardia  developed  or  when  the  non-stress 
tests  were  nonreactive.  In  each  case,  we  estab- 
lished fetal  well-being  by  biophysical  profiles,  as- 
sessing fetal  movement,  fetal  breathing,  muscle 
tone,  and  amniotic  fluid  volume.  In  this  patient, 
the  BPP  remained  reassuring  until  the  day  prior 
to  delivery,  when  a low  score  was  obtained.  As 
a result,  this  was  followed  up  by  an  oxytocin 
challenge  test  which  was  positive  and  led  to  im- 
mediate delivery  of  the  fetus.  Thus  despite  the 
inability  to  assess  fetal  well-being  by  maternal  re- 
ports of  fetal  movement,  fetal  well-being  could 
be  adequately  assessed  by  a series  of  antepartum 
tests.  r .A 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 


THE  ARMY  RESERVE  IN  THE 
SOUTHEAST  NEEDS  PHYSICIANS  WHO 
SPECIALIZE  IN  FAMILY  PRACTICE,  TO 
JOIN  AN  EXCEPTIONAL  TEAM. 

WE  UNDERSTAND  THE  DEMANDS 
ON  A BUSY  PRACTITIONER.  SO  WE’RE 
FLEXIBLE  ABOUT  TIME,  PARTICULAR- 
LY WHEN  IT’S  TIME  YOU  WANT  TO 
SHARE  WITH  YOUR  COUNTRY. 

IN  THE  ARMY  RESERVE,  YOU’LL 
FIND  OPPORTUNITIES  THAT  ARE 
CHALLENGING  AND  VARIED.  OPPOR- 
TUNITIES TO  PARTICIPATE  IN  EX- 
CITING TRAINING  PROGRAMS  AND 
WORK  WITH  OUTSTANDING  PHYSI- 
CIANS FROM  EVERY  AREA  OF  THE 
COUNTRY  AND  TO  EXTEND  ASPECTS 
OF  YOUR  SPECIALITY.  WE  THINK  A 
FIRST  PHONE  CALL  COULD  PROVE  TO 
BE  REWARDING. 


THE  ACTIVE  ARMY  HAS  MORE 
SOLDIERS  WITH  FAMILIES  THAN  EVER 
BEFORE.  SO  WHEN  YOU  JOIN  THE  ARMY 
MEDICAL  TEAM  AS  A FAMILY  PRACTI- 
TIONER, EXPECT  TO  SPEND  MOST  OF  YOUR 
TIME  SERVING  NOT  ONLY  SOLDIERS,  BUT 
THEIR  SPOUSES  AND  CHILDREN,  TOO. 
WHAT’S  MORE,  YOU  WON’T  HAVE  TO 
WORRY  ABOUT  THE  PAPERWORK, 
MALPRACTICE  INSURANCE  PREMIUMS,  OR 
THE  COSTS  INCURRED  IN  RUNNING  A 
PRIVATE  PRACTICE. 

WORKING  WITH  A TEAM  OF  HIGHLY 
TRAINED  PROFESSIONALS,  YOU  CAN 
RECEIVE  ASSIGNMENTS  ALMOST 
ANYWHERE  IN  THE  U.S.  AS  WELL  AS 
OVERSEAS.  PLUS  UP  TO  30  DAYS  OF  PAID 
VACATION  AND  REASONABLE  WORK 
HOURS. 

ALL  IN  ALL,  YOUR  ARMY  FAMILY 
PRACTICE  WILL  BE  A REWARDING 
EXPERIENCE. 


TALK  TO  YOUR  LOCAL  U.S.  ARMY  OR  ARMY  RESERVE  MEDICAL  DEPARTMENT 
COUNSELOR  FOR  MORE  INFORMATION  ON  FAMILY  PRACTICE  IN  THE  ARMY. 


ARMY  MEDICINE 
MID-MEMPHIS  TOWER  BUILDING 
1407  UNION  AVENUE,  SUITE  702 
MEMPHIS,  TN  38104 
CALL  COLLECT:  (901)  521-2855 


ARMY  RESERVE  MEDICINE 
3606  AUSTIN  PEAY,  SUITE  313 
MEMPHIS,  TN  38128 
CALL  COLLECT:  (901)  521-2972 


ARMY.  ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


VUH  Morning  Report 


A Puzzling  Pulmonary  Infiltrate 


Case  Report 

A 47-year-old  previously  healthy  black  man  was  admitted 
to  the  Nashville  VA  Hospital  after  nine  months  of  generalized 
malaise  and  cough  productive  of  yellow  sputum.  Three  weeks 
before  admission  he  began  having  night  sweats,  fever  to  101°F, 
weight  loss,  and  left-sided  pleuritic  chest  pain.  He  had  been 
employed  cleaning  chicken  houses  three  years  earlier.  He  also 
had  a history  of  cigarette  smoking  for  30  years,  and  exposure 
to  tuberculosis  in  his  sister  15  years  earlier,  but  subsequently 
had  an  unreactive  PPD  skin  test.  On  physical  examination  he 
appeared  chronically  ill,  but  had  no  digital  clubbing, 
adenopathy,  or  skin  lesions.  Dry  rales  were  heard  over  the 
left  upper  lung  field. 

Chest  radiographs  revealed  dense  alveolar  and  interstitial 
infiltration  of  the  apical-posterior  segment  of  the  left  upper 
lobe  and  a small  left  pleural  effusion  (Fig.  1).  Peripheral  blood 
white  cell  count  was  17,700/cu  mm  with  a left  shift.  A 
microcytic  anemia  (PCV  35%,  MCV  74  cup)  and 
thrombocytosis  were  present.  The  initial  probable  diagnoses 


included  tuberculosis  and/or  bronchogenic  carcinoma,  but 
examination  of  the  sputum  cytology  failed  to  reveal  abnormal 
cells  or  organisms.  Normal  endobronchial  anatomy  was  seen 
on  bronchoscopic  examination.  Washings  and  brushings  from 
the  left  upper  lobe  demonstrated  only  inflammatory  cells.  No 
fungi,  tubercle  bacilli,  or  tumor  cells  were  seen.  Chronic 
inflammatory  tissue  was  obtained  by  transbronchial  biopsy, 
without  granulomatous  or  neoplastic  changes.  A classic  “sulfur 
granule”  was  obtained  by  transthoracic  needle  aspiration  of 
the  lesion  (Fig.  2),  evidence  for  a presumptive  diagnosis  of 
pulmonary  actinomycosis,  though  neither  acid-fast  bacilli, 
fungi,  nor  bacteria  grew  in  cultures  of  the  aspirated  material. 
The  patient  was  treated  with  penicillin  G,  20  million  units 
intravenously  daily  for  three  weeks,  and  was  discharged  to 
receive  amoxicillin  500  mg  three  times  a day  orally  for  6 to 
12  months.  One  month  after  discharge  his  chest  radiograph 
indicated  continued  resolution  of  the  LUL  infiltrate.  He  felt 
well  and  had  gained  19  pounds  since  his  admission  three 
months  earlier. 


Figure  1.  PA  and  lateral  chest  radiographs  showing  dense  pleural  based  left  upper  lobe  infiltrate  and  left  lung  volume  loss. 


Prepared  by  Margaret  Brennan,  M.D.,  Hugh  J.  Morgan  chief 
medical  resident,  Vanderbilt  Medical  Center;  Barry  F.  Tillman,  M.D., 
chief  medical  resident,  Veterans  Administration  Hospital;  and  Alfred 
L.  George,  Jr.,  M.D.,  chief  medical  resident,  St.  Thomas  Hospital, 
Nashville. 
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when  forming  mycelial-like  colonies,  which  led 
to  its  name  “ray  fungus.”1  Infections  with  acti- 
nomycetes  are  typically  chronic  and  suppurative. 
Aspiration  of  normally  present  oral  organisms  can 
lead  to  pneumonitis.  Classically,  actinomycosis 
respects  no  anatomic  boundaries,  and  the  pul- 
monary infiltrate  may  cross  interlobar  fissures. 
Infection  may  extend  to  adjacent  ribs,  producing 
periostitis  or  frank  rib  destruction,  and  chest  wall 
sinuses  can  develop.  When  there  is  evidence  of 
aggressive  local  invasion,  the  diagnosis  may  be 
less  perplexing,  but  few  cases  are  so  dramatic. 
The  chest  radiographic  picture  can  be  quite  var- 
ied, ranging  from  subacute  patchy  infiltrates  or 
cavitary  lesions  resembling  tuberculosis  or  nocar- 
diosis to  mass  lesions  simulating  bronchogenic 
carcinoma.2  Diagnosis  is  made  by  seeing  the 
Gram-positive,  usually  nonacid-fast  filamentous 
organisms  and/or  by  finding  the  typical  sulfur 
granules.  It  is  reported  that  growth  of  the  orga- 
nism in  culture  occurs  no  more  than  50%  of  the 


Figure  2.  Transthoracic  needle  aspiration  of  lesion  showing  “sulfur 
granule"  consistent  with  actinomycosis  (hematoxylin-eosin,  X400). 


Comment 

Pulmonary  actinomycosis  is  caused  by  a Gram- 
positive anaerobic  true  bacterium,  Actinomyces 
israelii.  The  organism  develops  true  branching 


time  because  of  its  fastidious  growth  require- 
ment. 

Treatment  requires  three  to  four  weeks  of  high 
doses  of  intravenous  penicillin,  followed  by  6 to 
12  months  of  penicillin  orally.  A penicillin-aller- 
gic patient  may  be  treated  with  tetracycline  par- 
enterally,  and  then  orally  for  6 to  12  months  to 
prevent  relapse. 
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Shock  in  an  Elderly  Woman 


Case  Report 

A 71 -year-old  white  woman  suddenly  developed  sharp  left 
flank  pain  which  was  worse  with  deep  inspiration  but  did  not 
radiate.  She  had  been  in  previously  good  health  except  for 
mild  asthma,  and  had  no  prior  abdominal  symptoms.  The  pa- 
tient was  described  as  pale  and  diaphoretic  in  the  emergency 
room,  where  her  systolic  blood  pressure  was  74  mm  Hg.  Left- 
sided abdominal  tenderness  and  hematocrit  of  31%  were  also 
noted.  Her  blood  pressure  improved  to  100/70  mm  Hg  with 


intravenous  saline  and  she  was  transported  to  St.  Thomas 
Hospital. 

Upon  arrival  her  systolic  blood  pressure  was  90  mm  Hg, 
and  there  were  symmetric  femoral  pulses,  but  no  abdominal 
mass  or  bruit.  A repeat  hematocrit  was  23%.  A plain  abdom- 
inal roentgenogram  demonstrated  opacification  of  the  left 
upper  quadrant,  with  medial  displacement  of  the  stomach. 
An  abdominal  CT  scan  demonstrated  a large  fluid  collection 
in  the  region  of  the  spleen  and  pancreas,  along  with  a densely 
calcified  splenic  artery  that  suggested  the  diagnosis  of  rup- 
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Figure  1.  Abdominal  CT  scan  showing  hematoma  surrounding  calci- 
fied splenic  artery. 


tured  splenic  artery  aneurysm  (Fig.  1).  Emergency  explora- 
tory laparotomy  disclosed  a large  hematoma  originating  in 
the  lesser  sac,  where  a ruptured  splenic  artery  aneurysm  was 
found  and  ligated.  She  recovered  fully. 

Comments 

Spontaneous  rupture  of  an  asymptomatic 
splenic  artery  aneurysm  is  an  uncommon  event, 
but  should  be  considered  in  the  differential  di- 
agnosis of  acute  left  upper  quadrant  abdominal 
pain  associated  with  circulatory  collapse.  Less 


dramatic  clinical  presentations  of  this  vascular  le- 
sion are  more  frequent,  and  include  chronic  pain, 
a pulsatile  mass,  or  a bruit  localized  to  the  epi- 
gastrium or  left  upper  quadrant.1-2  The  diagnosis 
may  also  be  suspected  in  an  asymptomatic  pa- 
tient by  the  incidental  discovery  of  an  ovoid  left 
upper  quadrant  calification  on  plain  abdominal 
radiographs.  The  majority  of  patients  with  aneu- 
rysms of  the  splenic  artery  are  multiparous  wom- 
en over  the  age  of  502-3;  the  lesion  is  found  in  as 
many  as  10%  of  autopsies  performed  on  elderly 
patients.1 

Though  surgical  excision  is  indicated  in  the 
symptomatic  patient,  there  is  controversy  over 
treatment  of  asymptomatic  individuals.1  Elderly 
patients  with  asymptomatic  splenic  artery  aneu- 
rysms should  probably  be  followed  without  sur- 
gical intervention.  Surgery  is  also  indicated  for 
women  of  child-bearing  age,  since  aneursym  rup- 
ture during  pregnancy  is  associated  with  high 
maternal  and  fetal  mortality.4  F % 
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Geriatric  Medicine 


The  Management  of  Osteoporosis 


RONALD  C.  HAMDY,  MBChB,  DM,  MRCP  (UK) 


Bone  loss  is  an  almost  universal  phenomenon 
starting  in  the  late  30s  to  mid  40s  in  both  sexes. 
In  women  there  is  in  addition  a sharp  increase  in 
the  rate  of  bone  loss  around  the  time  of  meno- 
pause. As  bone  loss  progresses,  the  bones  be- 
come mechanically  inefficient  and  the  risk  of 
fracture  increases.  At  the  present  stage  of  medi- 
cal knowledge,  it  seems  more  sensible  to  prevent 
osteoporosis  than  to  allow  it  to  develop  and  then 
manage  it.  Prevention  should  be  aimed  at  both 
increasing  bone  mass  and  reducing  bone  loss. 

Physical  exercise  increases  bone  mass,  and  im- 
mobility increases  bone  loss.12  Exercise  should 
therefore  be  encouraged  at  all  ages.  The  exact 
nature  of  the  exercise  is  irrelevant;  the  muscle 
pull  on  the  periosteum  is  the  main  factor  that 
simulates  the  osteoblasts  to  deposit  new  bone  and 
increase  the  bone  mass.  It  is  obviously  important 
before  prescribing  any  particular  exercise  to 
evaluate  the  patient’s  general  condition,  particu- 
larly in  patients  who  have  not  had  any  physical 
exercise  for  some  time. 

Cigarette  smoking  may  predispose  to 

osteoporosis3  through  several  mechanisms. 
Smoking  may  interfere  with  adequate  growth  of 
the  skeleton,  smokers  tend  to  take  less  physical 
exercise  than  nonsmokers,  and  finally,  cigarette 
smoking  increases  the  hepatic  metabolic  degra- 
dation of  estrogen.4 

A diet  rich  in  calcium  with  sufficient  amounts 

of  vitamin  D should  be  encouraged  as  early  as 
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possible  in  life.  Epidemiologic  studies5  have 
shown  that  people  living  in  high  calcium  intake 
districts  have  larger  bone  masses  than  those  liv- 
ing in  low  calcium  districts,  and  although  both 
populations  lose  bone  at  a similar  rate,  the  inci- 
dence of  fractures  is  much  less  in  the  high  than 
low  calcium  district.  It  must,  however,  be  em- 
phasized that  the  differences  in  calcium  intake  in 
these  two  districts  have  been  going  on  since  be- 
fore birth.  These  findings  therefore  cannot  be 
extrapolated  to  conclude  that  a high  calcium  in- 
take on  its  own,  at  any  age,  will  increase  bone 
mass.  Indeed,  a controlled  study  has  shown  that 
a calcium  intake  of  1,000  to  2,000  mg  daily  was 
not  effective  in  preventing  bone  loss  in  early 
menopause.6 

The  patient  should  not  be  taking  medication 
that  may  reduce  the  absorption  of  calcium  from 
the  gastrointestinal  tract  or  increase  loss  through 
the  kidneys.  Elderly  people  in  particular  appear 
to  regularly  consume  laxatives  (often  without  no- 
tifying their  prescribing  physicians).  Apart  from 
speeding  the  intestinal  transit  time,  oily  laxatives 
bind  vitamin  D (which  is  fat  soluble)  and  inter- 
fere with  its  absorption.  Diuretics,  particularly 
furosemide,  appear  to  increase  the  urinary  cal- 
cium excretion,  and  hydrochlorothiazide  may  re- 
duce the  intestinal  calcium  absorption.7 

When  prescribing  calcium  supplements,  par- 
ticular attention  should  be  paid  to  the  elemental 
calcium  content;  in  calcium  gluconate  it  is  9%,  in 
calcium  lactate  13%,  and  in  calcium  carbonate 
40%.  So  although  1 gm  of  calcium  carbonate  may 
be  administered,  the  elemental  calcium  content 
is  only  about  400  mg.  The  absorption  of  various 
calcium  preparations  may  be  different;  calcium 
citrate  for  instance  is  better  absorbed  than  cal- 
cium carbonate.8  Finally,  a diet  rich  in  fiber, 
phosphates,  and  sulphur-containing  amino-acids 
may  induce  a negative  calcium  balance  by  either 
interfering  with  its  gastrointestinal  absorption  or 
increasing  its  renal  excretion. 
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There  is  at  present  sufficient  evidence  to  show 
that  in  women  hormonal  replacement  therapy  is 
useful  in  the  prevention  of  osteoporosis  provided 
it  is  started  within  three  years  of  the  meno- 
pause.911 The  main  drawback  of  estrogen  re- 
placement therapy  is  the  substantial  risk  of  com- 
plications, which  include  uterine  and  breast 
neoplasia,  hypertension,  thromboembolic  dis- 
eases, and  gallbladder  diseases. 

The  risk  of  developing  endometrial  and  breast 
neoplasia  is  proportional  to  the  dose  and  dura- 
tion of  estrogen  therapy,  and  remains  elevated 
for  a considerable  period  following  cessation  of 
therapy.12  The  risks  can  be  lowered  by  using  low 
dosage  estrogen13  and  by  adding  a progestin,1417 
which  appears  to  protect  these  two  target  organs 
from  developing  neoplastic  changes.1819  The  ad- 
dition of  a progestin  in  a cyclical  pattern  is  on 
the  other  hand  often  associated  with  the  return 
of  menstrual  periods,  which  could  be  quite  dis- 
tressing. Other  side  effects  include  breast  en- 
largement and  tenderness,  bloating,  and  depres- 
sion. 

One  of  the  difficult  questions  to  answer  is  for 
how  long  hormonal  replacement  therapy  ought 
to  be  continued,  bearing  in  mind  that  it  merely 
postpones  the  natural  menopause,  and  whenever 
it  is  stopped  an  increased  rate  of  bone  loss  will 
probably  follow,  such  as  the  one  that  occurs  dur- 
ing the  natural  menopause  or  after  oophorecto- 
my. With  the  present  life  expectancy,  it  may  mean 
an  average  of  25  to  30  years  after  the  meno- 
pause. 

If  hormonal  replacement  therapy  is  consid- 
ered, the  patient  should  be  carefully  selected  and 
regularly  monitored.  A uterine  dilatation  and 
curettage  (D&C)  or  Vabra  aspiration  should  be 
done  prior  to  initiating  such  therapy  to  ascertain 
that  the  patient  has  no  evidence  of  endometrial 
hyperplasia.  Once  hormonal  replacement  thera- 
py is  started,  the  patient  should  be  monitored  at 
least  at  six  monthly  intervals  for  a blood  pressure 
measurement  and  breast  examination,  and  yearly 
for  a mammogram  and  D&C  or  Vabra  aspira- 
tion, also  recommended  if  there  is  vaginal  bleed- 
ing at  any  time  other  than  the  expected  with- 
drawal bleeding.20 

Various  dosage  regimens  have  been  recom- 
mended, the  standard  at  present  consisting  of 
conjugated  estrogen  (0.625  mg)  from  day  1 to  25 
and  medroxyprogesterone  (10  mg)  from  day  16 
to  25.  This  often  causes  confusion  and  compli- 
ance problems,  and  recent  reports  suggest  that 
the  continuous  daily  administration  of  an  estro- 
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gen-progestin  preparation  may  be  associated  with 
fewer  side  effects  than  the  cyclical  therapy.21 

Fluorides  are  sometimes  combined  with  cal- 
cium, estrogen,  and  vitamin  D in  the  manage- 
ment of  osteoporosis  with  varying  degrees  of  suc- 
cess.22 If  used  alone,  fluorides  may  lead  to  an 
abnormal  bone  cytology  and  excessive  osteoid; 
other  side  effects  include  fractures,  gastrointes- 
tinal complaints,  anemia,  and  arthritis.23  The 
administration  of  fluorides  on  their  own  is  not 
therefore  recommended. 

Calcitonin  specifically  inhibits  the  osteoclasts 

and  reduces  the  rate  of  bone  resorption,  without 
affecting  the  activity  of  the  osteoblasts.  Its 
administration  to  patients  with  osteoporosis  has 
been  shown  to  increase  the  total  bone  mass.2425 
Unlike  hormonal  replacement  therapy,  the  ben- 
eficial effects  of  calcitonin  are  not  limited  to  three 
to  five  years  following  the  menopause,  calcitonin 
having  been  shown  effective  even  in  very  old  pa- 
tients of  both  sexes.  It  is  also  particularly  useful 
following  a collapsed  vertebra,  when  the  patient 
has  severe  back  pain  that  sometimes  does  not  re- 
spond to  ordinary  analgesics. 

There  is  still  no  consensus  regarding  the  opti- 
mum dose  and  duration  of  calcitonin  therapy. 
Recommended  regimens  vary  from  50  units  three 
times  a week  to  100  units  of  salmon  calcitonin 
daily.  Calcitonin  appears  to  be  remarkably  free 
of  side  effects  apart  from  nausea  (but  very  rarely 
vomiting)  that  may  develop  about  one  hour  after 
its  administration  and  is  usually  relieved  sponta- 
neously two  to  three  hours  later.  At  present,  cal- 
citonin has  to  be  administered  parenterally,  but 
most  patients  can  learn  to  inject  themselves,  and 
those  who  develop  nausea  may  benefit  from  hav- 
ing the  injection  at  bedtime.  The  main  resistance 
to  the  widespread  use  of  calcitonin  stems  from 
its  cost  and  the  need  to  administer  it  parenteral- 
ly. Efforts  are  at  present  being  made  to  develop 
a calcitonin  preparation  that  can  be  administered 
by  nasal  spray. 

As  calcitonin  may  reduce  the  serum  calcium 
level,  which  may  in  turn  activate  the  parathyroid 
glands  leading  to  increased  bone  resorption,  it  is 
advisable  to  combine  calcitonin  with  calcium  and 
vitamin  D oral  supplements. 

The  management  of  osteoporosis  is  fascinating 

and  challenging.  The  treating  physician  must  first 
ensure  that  there  are  no  factors  likely  to  precip- 
itate osteoporosis;  secondly,  adequate  advice 
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should  be  given  regarding  various  daily  activities 
such  as  diet,  smoking,  and  exercise.  Finally,  the 
judicious  use  of  drugs  should  enable  physicians 
to  at  least  stop  the  progress  of  osteoporosis  in 
most  of  their  patients.  The  key  issue,  however, 
at  present  remains  the  prevention  of  osteoporos- 
is. r y 
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PRACTICE  OPPORTUNITIES 

The  Tennessee  Physician  Placement  Service  acts 
as  a clearinghouse  for  private  practice  physicians 
seeking  a Tennessee  community  in  which  to  establish 
a practice,  whether  solo,  partnership,  group  or  salar- 
ied position  is  your  preference.  This  is  accomplished 
by  allowing  physicians  seeking  associates  and  com- 
munities seeking  a physician  to  list  their  opportunity. 
We  then  disseminate  this  information  to  inquiring  phy- 
sicians. Our  service  also  assists  physicians  interested 
in  public  health,  mental  health  or  physicians  with  a 
National  Health  Service  Corps  obligation.  There  is  no 
charge  for  this  service. 

For  further  information,  please  contact: 
Physician  Placement  Service 
Tennessee  Department  of  Health  and  Environment 
100  9th  Avenue  North 
Nashville,  Tennessee  37219 
(615)  741-7308 


Tennessee-Kentucky  Football  Weekend 
November  21  -23,  1986 


Program  Highlights: 

Clinical  program  for  most  specialties,  Spouse  program. 
Dinner  dance,  SVMIC  Malpractice  Seminar,  and  Contract 
Care  Symposium. 

Information  From: 

Knoxville  Academy  of  Medicine 
422  W.  Cumberland  Knoxville,  TN  37902 
(615)524-4676 
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EKG  of  the  Month 


W.  BARTON  CAMPBELL,  M.D. 


A 72-year-old  man  with  a history  of  gastritis  was  admitted 
to  St.  Thomas  Hospital  following  a two-month  history  of  in- 
digestion, weakness  and  falling  hematocrit.  His  medications 
were  digoxin  0.5  mg  daily,  furosemide  40  mg  daily,  and  ran- 
itidine (Zantac)  150  mg  orally  twice  daily.  He  was  notably 
pale,  and  his  supine  blood  pressure  of  100/60  mm  Hg  fell  to 
86/40  with  upright  posture.  Admission  electrocardiogram 
showed  atrial  fibrillation  with  left  bundle  branch  block.  Ad- 
mission hemoglobin  was  5.8  gm/dl.  Near  the  end  of  an  infu- 


sion of  a unit  of  packed  red  blood  cells  he  complained  of 
nausea,  and  shortly  thereafter  was  found  unresponsive  in  bed. 
Cardiopulmonary  resuscitation  was  briefly  carried  out  and  an 
electrocardiogram  was  obtained  (Fig.  1).  Atrial  blood  pH  was 
7.15  with  a Pco2  of  15  torr,  and  Po2  of  112  torr.  He  was  given 
44.8  mEq  of  sodium  bicarbonate  and  his  pH  improved  to  7.32 
with  a Pco2  of  35.6  torr  and  an  02  of  92  torr.  Ten  minutes 
later  a repeat  electrocardiogram  was  obtained  (Fig.  2). 


From  the  Department  of  Cardiology,  St.  Thomas  Hospital,  Box 
380,  Nashville,  TN  37202. 
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Discussion 

Fig.  1 shows  regular  rhythm  at  a rate  of  125/ 
min.  P waves  are  not  identified  with  certainty, 
although  in  leads  V3,  V4,  and  V5  there  is  a ques- 
tion of  atrial  depolarization  regularly  preceding 
the  QRS  complex.  The  QRS  is  widened  at  160 
msec  and  has  a right  bundle  branch  block  config- 
uration. (Note  the  prominent  late  R waves  in  V\ 
with  S waves  in  standard  lead  1.)  This  tracing 
represents  a “wide  complex”  tachycardia.  Wide 
complex  tachycardia  is  a descriptive  term  for 
those  rhythms  with  a rate  greater  than  100/min 
and  with  QRS  width  in  excess  of  120  msec.  Cat- 
egorization of  wide  complex  tachycardia  to  atrial 
or  ventricular  origin  may  be  helpful  when  consid- 
ering optimal  therapy,  but  it  often  presents  dif- 
ficulty. Dissociation  between  P waves  and  QRS 
complexes,  if  observed  strongly,  suggests  a ven- 
tricular origin.  (Rare  cases  of  atrioventricular 
nodal  reentry,  accelerated  junctional  rhythm,  and 
perhaps  nodofascicular  Mahaim  fiber  reentry  may 
allow  dissociation  between  atrial  and  QRS  com- 
plexes with  supraventricular  rhythms.)13  In  this 
tracing,  P waves,  if  present,  are  not  shown  to  be 
dissociated  from  QRS  complexes. 

Using  His  bundle  electrocardiograms,  Wellens 
and  colleagues4  studied  patients  with  aberrent  su- 
praventricular tachycardia  and  sustained  ventric- 
ular tachycardia.  Their  findings  demonstrate 
ventricular  tachycardia  to  be  more  commonly  as- 
sociated with  (1)  QRS  width  in  excess  of  0.14 
seconds,  (2)  axis  deviation  leftward  of  minus 
30%,  or  (3)  right  bundle  branch  block  associated 
with  monophasic  or  biphasic  QRS  in  Vj  or  an  R 
to  S ratio  less  than  1 in  V6.  The  QRS  duration  of 
160  msec  in  Fig.  1 may  suggest  ventricular  origin 
but  is  attenuated  by  knowledge  that  this  patient 
normally  has  a wide  QRS  complex  due  to  left 
bundle  branch  block.  The  abrupt  appearance  of 


a right  bundle  branch  block  pattern  is  suggestive 
but  not  diagnostic  of  ventricular  origin,  just  as 
lack  of  atrioventricular  dissociation  (if  present) 
does  not  negate  ventricular  origin  with  ventricu- 
lo-atrial retrograde  conduction. 

Misdiagnosis  of  wide  complex  tachycardia  is 
common — with  a frequency  near  40%  even  in 
sophisticated  tertiary  care  centers.5  When  wide 
complex  tachycardia  is  of  uncertain  origin  it  is 
more  safely  assumed  to  be  ventricular,  and  intra- 
venous verapamil  may  be  associated  with  ad- 
verse outcome.  Wide  complex  tachycardia, 
whether  ventricular  or  atrial  in  origin,  is  often 
hemodynamically  well  tolerated,  but  when  symp- 
tomatic hypotension  occurs,  electrical  cardiover- 
sion is  the  best  treatment  regardless  of  site  of  or- 
igin.6 

Fig.  2 shows  that  this  patient  has  abruptly  re- 
verted (10  minutes  following  the  first  tracing)  to 
his  usual  left  bundle  branch  block.  P waves  are 
now  clearly  visible  in  V!  and  the  rhythm  is  sinus. 

He  was  readmitted  two  months  later  with  re- 
current anemia  and  remained  in  sinus  rhythm  with 
left  bundle  branch  block.  He  has  continued  tak- 
ing digoxin  and  has  had  no  further  cardiopul- 
monary arrests  or  recognized  episodes  of  wide 
complex  tachycardia. 

DIAGNOSIS:  Wide  complex  tachycardia,  r % 
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MRI  Case  of  the  Month 


MICHAEL  C.  GAROVICH,  M.D.;  CHARLES  L.  ROBINETTE,  JR.,  M.D.;  and 

STEVEN  L.  STROUP,  M.D. 


History 

Case  1.  A 56-year-old  white  man  with  known  squamous 
cell  carcinoma  of  the  lung  now  has  cord  compression  (Fig. 
1). 

Case  2.  A 68-year-old  white  woman  with  known  breast 
carcinoma  now  has  possible  cord  compression  (Fig.  2). 

Can  you  make  the  diagnosis? 

Discussion 

Unlike  other  imaging  modalities,  magnetic 
resonance  imaging  (MRI)  does  not  demonstrate 
cortical  bone.  The  homogeneous  high  signal  in- 
tensity normally  demonstrated  represents  mar- 
row within  the  vertebral  body.  MRI  is  exquisite- 
ly sensitive  to  changes  within  the  marrow,  e.g., 
replacement  by  metastatic  tumor. 

MRI  has  several  distinct  advantages  over  plain 
films,  tomograms,  and  radionuclide  scans  in 
evaluation  of  metastatic  disease.  Besides  dem- 


From the  Department  of  Radiology,  HCA  Park  View  Medical 
Center,  Nashville,  TN  37203. 


Figure  1.  There  are  multiple  areas  of  intermediate  and  low  signal 
intensity  with  loss  of  vertebral  body  height  seen  in  the  lower  cervical 
and  upper  thoracic  spine.  There  is  also  involvement  of  the  manu- 
brium. 
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onstrating  areas  of  bony  involvement,  it  can  also 
demonstrate  extraskeletal  spread  and  cord 
compression,  so  that  in  many  patients,  invasive 
procedures  such  as  myelography  can  be  avoided. 
Typically,  MRI  shows  areas  of  intermediate  or 
low  signal  in  the  bone  marrow  that  has  been  re- 
placed by  metastatic  foci,  reflecting  the  increased 
cellularity  of  the  metastatic  focus.  Loss  of  verte- 
bral body  height  can  also  be  demonstrated. 

MRI  should  not  be  thought  of  as  a screening 
procedure  for  bony  metastases.  It  is  helpful  in 
those  situations  where  the  clinical  index  of  sus- 
picion is  high  and  other  imaging  modalities  are 
negative,  or  for  demonstrating  cord  compres- 
sion. 

DIAGNOSES:  Case  1 — Squamous  cell  carci- 
noma of  the  lung  metastatic  to  the  spine,  without 
cord  compression.  Case  2 — Breast  carcinoma 
metastatic  to  the  cervical  spine,  with  cord 
compression.  r N 


Figure  2.  There  are  multiple  areas  of  decreased  signal  intensity  com- 
ing from  the  cervical  bone  marrow,  with  near  total  collapse  of  the 
C-6  vertebral  body  and  epidural  metastases  compressing  the  anterior 
portion  of  the  cervical  cord. 
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Health  and  Environment  Report 


Environmental  Epidemiology 

SARAH  H . SELL,  M.D. 


The  potential  toxic  effects  of  environmental 
pollution  have  become  more  apparent  over  the 
past  decade  to  health  professionals  and  the  gen- 
eral public.  Requests  for  the  Department  of 
Health  and  Environment  to  evaluate  the  health 
effects  of  suspected  environmental  hazards  have 
increased  dramatically  over  the  past  few  years. 
The  Environmental  Epidemiology  (EEP)  unit  was 
established  within  the  Bureau  of  Environment  to 
respond  to  these  concerns.  An  important  use  of 
epidemiology  is  surveillance  of  persons  exposed 
to  an  increasing  variety  of  toxic  substances  in  or- 
der to  clarify  cause-effect  relationships.  Environ- 
mental epidemiology  has  special  limitations, 
however,  that  make  health  effects  studies  espe- 
cially difficult. 

• Accurate  measurements  of  toxic  contami- 
nants, both  in  the  environment  and  in  human 
subjects,  is  often  not  possible  even  with  state-of- 
the-art  procedures. 

• Ranges  for  “normal”  environmental  con- 
centrations of  many  substances  are  lacking. 

• Dose-response  relationships  are  variable, 
and  often  not  well  understood. 

• There  may  be  a low  incidence  of  harmful 
side  effects,  as  well  as  a long  latency  period  after 
exposure  before  they  appear. 

• People  are  usually  exposed  to  a multitude 
of  environmental  toxins,  and  not  just  the  one(s) 
being  studied. 

Nevertheless,  the  new  EEP  unit  is  undertak- 
ing the  challenge  of  evaluating  the  health  effects 
of  certain  environmental  conditions  and  making 
recommendations  relative  to  their  findings. 

During  the  past  year,  three  types  of  health  ef- 
fects studies  were  accomplished.  The  first  was  in 
Oak  Ridge,  after  the  announcement  that  “thou- 
sands of  tons  of  mercury”  were  unaccounted  for 
and  may  have  contaminated  the  soil.  In  collabora- 
tion with  the  Centers  for  Disease  Control  (CDC), 


From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville. 


Department  of  Energy  (DOE),  and  others  in  Oak 
Ridge,  a study  was  designed  to  present  question- 
naires to  people  considered  to  be  heavily  exposed 
as  well  as  to  controls  thought  not  to  be  exposed. 
A subset  of  the  population  from  each  group  was 
selected  for  assays  of  mercury  in  hair  and  urine 
samples.  These  results  did  not  indicate  that  the 
people  had  been  significantly  affected  by  the 
mercury  released  into  the  environment. 

Another  study  was  conducted  in  the  Piney 
Woods  section  of  Chattanooga  in  response  to  re- 
quests from  a community  group  who  believed  the 
air  was  being  contaminated  by  the  heavy  indus- 
try in  the  area.  Piney  Woods  residents  were  com- 
pared to  a matched  population  in  another  area 
of  Chattanooga  that  did  not  have  heavy  industry. 
Questions  concerning  symptoms  and  illnesses  in- 
dicated that  the  Piney  Woods  citizens  experi- 
enced respiratory  problems  significantly  more 
often  than  the  comparison  group.  Further  evalu- 
ation is  being  done  to  determine  if  additional  in- 
vestigation or  preventive  measures  are  indicated. 

A third  type  of  health  effects  study  took  place 
immediately  after  a chemical  spill  in  the  Ocoee 
River  on  a Friday  before  the  river  was  opened 
for  weekend  rafting.  Over  1,000  people  were  sent 
questionnaires  after  exposure  to  the  polluted 
water;  it  was  concluded  that  the  health  effects 
were  minimal.  The  dilution  of  the  chemical  by 
the  time  it  reached  the  rafters,  and  the  prompt 
closing  of  the  river  to  further  use  at  the  time, 
saved  the  people  from  significant  effects. 

Another  major  goal  of  the  EEP  unit  is  to 
compile  existing  information  about  toxic  pollu- 
tants of  the  air,  water,  and  soil.  Computer  sys- 
tems to  bring  together  this  information  for  quick 
access  would  allow  prompt  and  accurate  re- 
sponses to  inquiries  from  health  professionals  and 
the  public. 

For  information  about  environmental  epide- 
miology, call  Patrick  Turri,  director,  or  Sarah  H. 
Sell,  M.D.,  medical  consultant,  at  (615)  741-5683. 
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Loss  Prevention  Case  of  the  Month 


The  Right  to  Know,  The  Duty  to  Communicate 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 42-year-old  waitress,  who  had  been  seen  intermittently 
by  her  local  physician  for  headache,  was  seen  in  the  emer- 
gency room  of  her  local  hospital  complaining  of  sudden  acute 
onset  of  severe  headache  and  neck  rigidity.  A lumbar  punc- 
ture produced  a bloody  sample,  and  she  was  transferred  to  a 
larger  facility  where  she  was  reevaluated  in  the  emergency 
room.  With  a provisional  diagnosis  of  subdural  hemorrhage, 
the  patient  was  immediately  taken  for  a CT  scan,  which 
showed  a mild  to  moderate  ventricular  enlargement.  Arter- 
iograms showed  a left  internal  carotid  posterior  communicat- 
ing aneurysm.  Treatment  was  begun  with  dexamethasone 
(Decadron),  8 mg  IV  every  six  hours,  and  the  patient  was 
placed  in  the  intensive  care  unit  for  observation. 

Shortly  after  admission  to  the  intensive  care  unit,  the  pa- 
tient developed  a sinus  arrhythmia  with  associated  bradycar- 
dia. A cardiologist  ordered  a collagen  disease  workup,  in- 
cluding a chest  x-ray,  which  the  radiologist  interpreted  as 
showing  a “fairly  sizeable  nodular  density  in  the  right  apical 
region  which  seems  to  be  sharply  demarcated.” 

Neurologically,  the  patient  failed  to  improve.  Following  a 
craniotomy  with  clipping  of  the  aneurysm,  however,  her  con- 
dition stabilized;  the  cardiologist  was  satisfied  with  her  con- 
dition, and  signed  off  the  case  the  day  after  surgery. 

By  the  second  postoperative  day,  however,  the  patient 
showed  deterioration  of  her  mental  status,  becoming  lethar- 
gic and  withdrawn,  and  complaining  of  a stiff  neck;  her  hus- 
band stated  that  she  was  somewhat  disoriented.  Emergency 
CT  scan  was  reported  as  essentially  normal. 

The  next  day  PA,  lateral,  and  apical  lordotic  views  of  her 
chest,  ordered  by  the  neurosurgeon,  again  showed  “a  coin 
lesion  in  the  right  upper  lobe  measuring  3 x 2.7  cm.  It  is 
irregularly  defined  on  its  inferior  medial  margin  and  is  con- 
sistent with  the  presence  of  either  a neoplasm  or  granuloma. 
Tomography  is  recommended  for  further  evaluation.” 

The  patient's  neurological  status  slowly  improved  and  she 
was  discharged  home  in  good  condition  to  be  seen  in  the  of- 
fice for  regular  postoperative  follow-up  visits. 

On  her  three-month  postoperative  visit  in  the  neurosur- 
geon’s office,  the  patient  complained  of  increasing  pain  in  her 
back,  hips,  and  ankles.  She  stated  that  she  did  try  to  return 
to  work  but  was  unable  to,  due  to  what  was  thought  to  be  an 
inflammatory  reaction  related  to  preexisting  arthritis.  She  was 
treated  with  nonsteroidal  anti-inflammatory  agents,  but  two 
months  later  she  returned  stating  that  the  pain  in  her  knees 


Dr.  Avery  is  medical  director  for  Continuing  Medical  Education, 
St.  Thomas  Hospital,  Nashville. 


and  ankles  had  increased.  A bone  scan  revealed  a relatively 
large  area  of  abnormal  activity  extending  from  the  clavical  to 
the  level  of  the  second  rib  on  the  right,  and  CT  of  the  thorax 
revealed  a 9-  to  10-cm  mass  in  the  apical  plura  of  the  right 
chest,  believed  to  represent  a primary  malignancy. 

The  patient  was  evaluated  by  a thoracic  surgeon  who  be- 
lieved the  lesion  was  inoperable.  Following  this,  the  patient 
filed  suit  against  the  operating  surgeon,  the  cardiologist,  the 
radiologist,  and  the  hospital,  alleging  multiple  acts  of  negli- 
gence, including  failing  to  advise  her  of  the  lesion  in  her  lung. 
Careful  study  of  this  claim  revealed  numerous  problems  with 
defense,  and  a sizeable  settlement  was  necessary. 

loss  Prevention  Comments 

One  can  easily  argue  that  the  delay  in  coming 
to  terms  with  the  lesion  in  the  right  apex  had 
nothing  to  do  with  this  patient’s  prognosis. 
Though  this  may  be  true,  no  one  can  justify  fail- 
ure to  inform  this  patient  about  the  lung  prob- 
lem, and  certainly  nothing  could  convince  any- 
body that  the  prognosis  for  a 3 x 2.7-cm  lesion 
aggressively  managed  is  not  generally  better  than 
the  prognosis  for  a 9-  to  10-cm  lesion  managed 
in  any  manner. 

What  could  have  prevented  this  tragic  event? 
Communication!  Neither  of  the  physicians  really 
communicated  with  the  other  two  doctors  in- 
volved, and  nobody  communicated  with  the  pa- 
tient. Each  physician  had  a primary  ethical  duty 
to  communicate  with  the  patient.  Each  physician 
failed  in  his  duty  to  his  colleagues,  but  most  of 
all,  each  physician  failed  in  his  responsibility  to 
communicate  with  the  patient. 

The  past  generation  has  seen  tremendous  ad- 
vances in  the  field  of  medicine.  Have  these  life- 
saving advances  in  the  scientific  and  technologi- 
cal aspects  of  medical  practice  been  achieved  at 
the  expense  of  your  desire  and  ability  to  really 
communicate  with  your  patients?  If  so,  for  most 
of  them  the  price  has  been  too  high!  r ^ 
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The  Good  Life 

The  human  brain  is  the  most  wonderful  creation  of  nature.  It  is  more 
complex  than  any  computer  man  can  devise.  It  is  so  structured  that  a man 
can  remember  bits  of  poetry  he  learned  50  years  ago  (such  as  “In  1492 
Columbus  sailed  the  ocean  blue”),  even  though  he  has  no  need  for  it,  and 
then  forget  his  wife’s  birthday.  It  will  let  a mother  sleep  soundly  beside  a 
busy  highway  or  airport  with  all  the  noise  of  the  trucks  and  planes,  and  yet 
be  wide  awake  when  the  baby  in  the  next  room  whimpers. 

It  is  this  brain  that  controls  our  daily  activities,  our  thoughts  and  our 
lives.  It  controls  the  quality  of  our  lives.  To  have  a good  life  we  should  have 
that  brain  examine  those  attributes  which  make  it  a good  life.  We  need  to 
find  and  adopt  the  art  of  living  a good  life. 

James  W.  Elliott  said,  “Work  is  life  and  good  work  is  good  life.”  Being 
blessed  by  being  physicians  with  all  the  opportunities  to  do  good  work  for 
our  patients,  our  communities,  our  friends  and  families,  we  should  go  to 
work  as  we  go  to  church — with  a prayer  of  thanksgiving. 

Giving  is  another  part  of  a good  life.  Some  have  learned  this  art;  some 
have  not.  Gifts  of  the  heart  and  mind  are  much  more  difficult  to  bestow 
than  gifts  of  money  or  material  goods.  Our  talents,  time,  and  ourselves  are 
the  true  gifts.  Emerson  said,  “The  only  true  gift  is  a portion  of  thyself.”  As 
we  mature,  we  should  realize  this  and  develop  the  art  of  giving.  We  should 
give  our  family  a devoted  husband  or  wife,  mother  or  father;  our  community 
a good  person;  our  country  a good  citizen;  our  world  a better  tomorrow;  and 
our  age  a good  life. 

Laughter  certainly  enhances  the  quality  of  life.  We  must  remember  to 
laugh  at  ourselves — not  at  others.  It  is  the  best  medicine  for  a long  and 
happy  life.  Lincoln  said,  “A  life  without  mirth  is  like  a wagon  without  springs. 
It  is  jolted  by  every  pebble  in  the  road.” 

The  human  brain  is  a thinking  brain.  Our  lives  are  not  dominated  by 
instincts  alone,  although  they  play  a large  part  in  our  actions  of  daily  living. 
“As  a man  thinketh  in  his  heart,  so  is  he.”  So  the  Bible  says.  We  have 
control  over  our  minds.  We  decide  what  will  enter  them.  Creative  thought 
is  the  greatest  power  in  the  universe  because  everything  starts  as  an  idea. 
Thinking  in  all  directions,  it  avoids  a one  track  mind.  Without  losing  the 
simplicity  of  childhood  it  will  develop  a mature  mind. 

Will  living  the  good  life  bring  happiness?  Probably,  if  we  like  what  we 
have  to  do.  Happiness  is  a state  of  mind.  Lincoln  said,  “We  are  as  happy  as 
we  make  up  our  minds  to  be.”  There  is  an  old  Hindu  proverb  which  says, 
“Help  thy  brother’s  boat  across  and — lo — thine  own  has  reached  the  shore.” 
Willard  Peterson  said  happiness  is  like  perfume,  it’s  difficult  to  spread  with- 
out getting  some  on  yourself.  Same  with  fertilizer.  Take  your  pick. 
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Big  Brother  and  the 
Disaffected  Doctor 

The  Wall  Street  Journal  of  July  9 carried  a very 
perceptive  piece  by  William  V.  Healey,  M.D.,  a 
San  Antonio  surgeon,  entitled  “The  Disaffected 


Doctor,”  in  which  he  cites  the  flight,  or  threat  of 
it,  from  medicine  by  increasing  numbers  of  doc- 
tors. He  incriminates  a “malignant  factor  injur- 
ing the  art  of  medicine  at  its  core:  inside  the  doc- 
tors.” He  goes  on  to  say  that  “one  consequence 
of  this  is  our  belief  that  our  children  will  see  an 
inferior  quality  of  medical  care  in  coming  years 
because  the  art  of  medicine  is  eroding.  What  is 
that  art?  It  is,  in  part,  an  understanding  in  which 
the  patient  correctly  perceives  that  ‘my  doctor 
knows  me  and  really  is  concerned  about  what  is 
going  on  with  my  care.’  It  includes  the  distinct 
benefits  of  specialization  while  not  losing  the 
crucial  emotional  support  of  the  patient’s  know- 
ing that  one  mature  physician  is  in  charge  of  it 
all.  That  understanding  is  changing.” 

He  then  goes  on  to  define  the  malignant  fac- 
tor as  the  sum  of  several  things,  among  the  most 
important  of  them  the  maturation  of  the  adver- 
sary position,  the  expectation  of  wrongdoing,  the 
slow  repayment  of  reasonable  fees  for  the  rapid 
acceptance  of  liability,  and  unhappily,  the  sins  of 
a few  physicians. 

In  my  early  years  in  medicine,  which  began 
just  before  World  War  II  spread  to  involve  the 
United  States,  the  doctor  did  the  best  he  could 
for  his  patient,  conscious  of  cost  but  not  con- 
strained by  it,  even  in  “charity”  cases.  There  was 
never  any  question  by  either  doctor  or  patient 
that  this  would  be  so.  As  society  became  pro- 
gressively litigious,  coincident  with  the  high  out- 
put of  our  law  schools,  it  became  increasingly  in- 
cumbent on  physicians  to  document  their  actions, 
with  consequent  ordering  of  additional  diagnos- 
tic procedures  “just  in  case.”  The  procedures 
were  not  inappropriate — only  inconsequential,  as 
clinical  experience  indicated  that  they  likely  would 
add  little.  In  case  one’s  experience  might  play  him 
false,  however,  the  tests  were  ordered  anyway. 
Defensive  medicine.  Then  came  the  bind,  with 
the  advent  of  government-imposed  cost  control 
measures  masquerading  as  quality  control.  One 
cannot  serve  two  masters,  and  there  came  to  be 
great  pressure  to  serve,  not  the  patient  and  his 
interests,  but  the  interests  of  various  third  party 
payers.  With  the  growth  of  HMOs  came  what  has 
come  to  be  known  as  the  Veterinarian  Ethic,1  so 
called  because  the  veterinarian’s  responsibility  is 
not  to  his  patient  but  to  his  patient’s  owner.  For 
purposes  of  health  care,  the  owner  of  an  HMO’s 
enrollee  is  the  HMO,  and  the  HMO  doctor’s  re- 
sponsibility is  consequently  divided.  It  is  to  the 
HMO  doctor’s  advantage  to  serve  the  HMO; 
hence  an  adversarial  relationship  with  his  patient 
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develops. 

The  HMO,  however,  assumes  (as  do  various 
government  agencies  and  their  watchdog  “quali- 
ty” [read  cost ] assurance  committees)  that  the 
doctor  is  out  to  serve  himself,  and  possibly — just 
possibly — his  patient,  at  the  expense  of  the  HMO 
(or  agency,  etc.)  and  so  the  HMO  institutes  reg- 
ulation upon  regulation  that  make  it  hard  for  a 
patient  to  get  adequate,  let  alone  proper,  treat- 
ment. 

Carried  in  this  issue  of  the  Journal  as  a Special 
Communication  is  a glaring  (but  certainly  not 
unique)  example  of  such  bureaucratic  pettifog- 
gery. Enclosed  with  the  two  letters  was  a draft 
of  the  regulations  themselves,  which  I decided  not 
to  burden  you  with,  since  if  it  involves  you,  you 
will  find  out  soon  enough  (if  you  have  not  al- 
ready), and  if  it  doesn’t,  you  don’t  need  to  find 
out,  since  what  matters  is  the  principle  of  the 
thing. 

The  principle  of  the  thing  is  that  a commit- 
tee— an  anonymous  committee — sat  down  and 
worked  out  the  details  (not  just  the  broad  rules, 
but  the  details)  of  how  patients  with  symptomat- 
ic coronary  artery  disease  (CAD)  must  be  man- 
aged if  they  are  to  receive  compensation  under 
Medicare.  All  I can  say  is,  “God  help  such  a pa- 
tient with  CAD  if  he  is  really  sick.”  It  is  appar- 
ent that  the  committee  lacked  basic  insight  into 
the  matter  of  CAD  and  its  treatment.  While  one 
may  on  occasion  be  treating  symptoms,  as  likely 
as  not  one  may  be  struggling  to  conserve  myo- 
cardium or  even  cheat  death. 

The  unconscionable  aspect  of  all  this,  of 
course,  is  that  the  letter  went  out  over  the  sig- 
nature of  the  chairman  of  the  “Quality”  Assur- 
ance Committee  of  the  Mid-South  Foundation  for 
Medical  Care,  Inc.,  our  PRO,  apparently  with- 
out his  knowledge,  from  a committee,  the  mem- 
bers of  which  are  nameless.  One  of  the  first  re- 
quirements of  law  is  that  the  accused  has  the  right 
to  confront  his  accusers. 

I have  previously  defended  our  PRO  in  this 
column.  In  this  case  their  action  is  indefensible. 
They  need  to  clean  up  their  act,  and  soon;  or 
perhaps  instead  they  could  change  their  name  to 
the  Mid-South  Foundation  for  Veterinary  Care.” 

J.B.T. 
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Strange  (And  Not  So  Strange) 
Bedfellows 

There  is  an  old  saying  that  politics  makes 
strange  bedfellows.  The  saying  has  been  applied 
to  other  things  too,  and  I suspect  has  its  origins 
in  the  situation  that  gave  rise  to  another  aphor- 
ism, which  is  that  misery  loves  company.  I was 
reminded  of  this  as  I noted  in  a paragraph  in  the 
AM  A Newsletter  what  is  to  my  mind  the  most 
unlikely  assortment  of  bedfellows  ever  assem- 
bled. They  bedded  down  together  to  secure  a 
really  landmark  decision  from  the  U.S.  Supreme 
Court,  and  perhaps  only  such  a pressing  issue 
could  glue  this  group  together;  it  just  goes  to  show 
that  almost  anything  can  happen,  given  the  prop- 
er circumstances,  thereby  fulfilling  Murphy’s  law. 

An  appellate  court  had  previously  upheld  the 
contention  of  the  Reagan  Administration  in  a 
lawsuit  by  the  United  Auto  Workers  (UAW)  that 
the  UAW  did  not  have  the  standing  to  sue  on 
behalf  of  its  73,000  members.  Filing  amicus  curae 
briefs  asking  the  court  to  reject  the  Administra- 
tion’s attack  on  their  ability  to  seek  redress 
through  the  courts  on  behalf  of  their  members 
were,  in  addition  to  the  AMA,  the  U.S.  Cham- 
ber of  Commerce,  the  AFL-CIO,  the  National 
Association  for  the  Advancement  of  Colored 
People,  the  National  Association  of  Manufactur- 
ers, the  Alliance  for  Justice,  the  Chemical  Man- 
ufacturers Association,  and  the  Sierra  Club — a 
noteworthy  assemblage  if  I ever  saw  one,  one  that 
encompasses  several  sets  of  sworn  enemies.  It  put 
me  in  mind  of  the  alliance  between  the  Temper- 
ance Union  and  the  Bootleggers  that  brought 
about  prohibition. 

There  are  several  lessons  to  be  learned  here, 
I think,  perhaps  the  foremost  being  that  regard- 
less of  differences,  which  may  be  grievous,  there 
are  scarcely  any  individuals  or  groups  of  individ- 
uals— special  interest,  minority,  or  otherwise — 
that  if  they  are  of  a mind  to  live  together  in  peace 
cannot  find  some  common  ground  on  which  to 
do  so.  Most  of  the  other  lessons  are  perhaps  cor- 
ollaries of  that. 

For  instance,  there  is  no  minority — I think  I 
can  make  this  an  absolute  generalization — re- 
gardless of  how  minor  it  may  be,  that  is  not  in 
some  other  area  a member  of  a majority,  even  if 
that  majority  might  be  only  the  human  race.  We 
are,  every  one  of  us,  categorized  by  race,  reli- 
gion (or  lack  of  it),  nation  of  origin,  and  occu- 
pation, among  other  things.  Each  minority,  re- 
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gardless  of  categorization,  has  special  interests. 
Whether  that  special  interest  group  can  become 
an  effective  pressure  group  or  not  depends,  of 
course,  on  numbers,  but  something  more  is  re- 
quired. What  that  is  is  exemplified  by  the  black 
gentleman  who  one  day  walked  into  the  public 
library  and  demanded  the  removal  of  all  books 
in  which  the  word  “nigger”  appeared.  “But,” 
sputtered  the  librarian,  “we  can’t  remove  every 
book  that  has  something  in  it  that  might  offend 
someone.  Why,  suppose  we  were  asked  to  re- 
move every  book  that  had  the  word — well — bas- 
tard in  it.  Don’t  you  see  what  sort  of  a fix  that 
would  leave  us  in?”  “Yes’m,”  quoth  our  friend, 
“but  us  niggers  is  organized,  and  you  bastards 
ain’t.”  Organization  is  the  key,  hence  the  UAW, 
the  AMA,  and  so  on. 

One’s  most  special  interest  is  usually  that  one, 
or  the  ones,  most  intimately  associated  with  one’s 
livelihood,  which  for  physicians  is  tied  intimately 
to  their  patients’  welfare.  If  more  than  one  group 
is  involved,  their  interests  and  policies  may  con- 
flict in  some  areas.  I belong,  for  instance,  to  both 
the  AMA  and  the  American  Association  of  Re- 
tired Persons  (AARP),  both  of  which  are,  I think, 
looking  after  my  interests;  both  also  on  occasion 
pursue  courses  that  I consider  inimical  to  those 
interests.  Since  those  two  organizations  often  find 
themselves  in  conflict,  I cannot  support  either  to 
the  exclusion  of  the  other,  and  consequently  can- 
not expect  either  to  speak  for  me  on  all  occa- 
sions. As  a member  of  the  AMA  House  of  Del- 
egates I have  some  say  in  AMA  policy;  yet  the 
House  in  its  wisdom  has  promulgated  a lot  of 
policy  that  I oppose,  since  mine  is  only  one  vote 
of  some  350.  This  implies  that  the  interests  of 
some  of  my  colleagues  run  counter  to  mine  in 
some  instances.  No  one  can  therefore  reasonably 
take  the  position  that  he  will  not  belong  to  the 
AMA  because  the  AMA  does  not  speak  for  him. 
It  does  not  speak  for  anybody  all  the  time. 

The  AMA  does  not  always  speak  for  its  mem- 
bers any  more  than  the  U.S.  government  does. 
Though  I generally  support  the  Reagan  Admin- 
istration, I find  its  aims  frequently  running 
counter  to  those  of  both  the  AMA  and  the  AARP 
(and  me),  not  to  mention  the  Sierra  Club,  of 
which  I am  a life  member,  and  whose  policies  I 
also  sometimes  abhor.  The  check  we  have  on  the 
Administration  is  through  the  other  two  branch- 
es— the  Congress,  and  the  courts,  which,  in  the 
instance  cited,  the  AMA  and  its  cohorts  persuad- 
ed to  countermand  Administration  policy. 

The  Congress  has  not  been  uniformly  friendly 
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to  either  medicine,  our  senior  citizens,  or  conser- 
vation. Members  of  Congress  (MCs)  respond 
generally  to  what  they  individually  perceive  as  the 
wishes  of  either  most  of  their  constituents  or  those 
who  can  exert  the  most  pressure — i.e.,  the  most 
influential.  One  therefore  attempts  to  elect  to  of- 
fice those  individuals  who  will  respond  best  to 
one’s  wishes;  that  clearly  cannot  be  always,  but 
only  most  often.  Since  one  cannot  know  the  po- 
litical philosophy  of  each  member  of  Congress, 
various  organizations  have  formed  political  ac- 
tion committees  (PACs)  to  study  the  voting  re- 
cords of  various  MCs  and  disburse  their  funds  to 
support  the  campaigns  of  their  selected  candi- 
dates. 

Following  the  line  of  reasoning  taken  previ- 
ously, the  PAC’s  (in  our  case  AMPAC — or  in 
Tennessee,  IMPACT)  choice  may  do  violence  to 
some  individual  physicians’  druthers.  That  is  no 
reason  to  reject  our  PAC — Independent  Medi- 
cine’s Political  Action  Committee  in  Tennessee. 

It  should  be  no  news  to  you  by  now  that  elec- 
tions are  coming  up.  You  should  by  all  means 
support  with  your  money  and  your  mouth  the  in- 
dividual candidates  of  your  choice.  But  even  as 
you  do,  remember  that  there  are  underfunded 
campaigns  being  waged  that  are  critical  to  what 
we — our  own  special  interest  group  (which  should 
for  you  be  medicine,  which  means  your  patients’ 
welfare) — believe  are  our  own  best  interests. 
Though  like  the  AMA,  the  Reagan  Administra- 
tion, the  AARP,  and  so  on,  the  PAC  may  not 
be  perfect,  they  are  all  (the  examples  above  are 
mine,  and  of  course  may  not  be  your  choices) 
better  by  a long  shot  than  the  alternative.  Only 
your  PAC  can  know! 

Support  IMPACT!  Become  a sustaining  mem- 
ber. Enlist  recruits. 

J.B.T. 


Revolutionary  Thoughts 
On  the  Fourth 

Once  as  a college  freshman  I and  a number  of 
others  of  my  fraternity  pledge  class  found  our- 
selves in  basic  disagreement  with  the  restrictive  re- 
gime of  the  upper  classmen — not,  I suspect,  a 
unique  experience.  Nor  were  its  consequences. 
Chanting  “Re- volt!  Re-volt!  Re-volt!”  we  made  our 
displeasure  known;  the  re-volt  was  quickly  put 
down,  of  course,  and  parts  of  our  anatomy  became 
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considerably  the  worse  for  wear.  Such  is  the  cul- 
mination of  many  a revolution,  and  indeed  it  should 
be  the  expected  one,  at  least  later  if  not  sooner. 

Even  revolutions  that  appear  for  a time  to  suc- 
ceed often  ultimately  fail  for  want  of  leadership, 
vision,  or  perseverance;  those  that  are  ultimately 
successful  simply  open  the  way  for  future  evolu- 
tion, often  with  far  different  results  than  those  en- 
visioned by  the  perpetrators.  The  American  and 
Russian  revolutions  are  examples,  both  of  them 
successful,  and  both  at  present  having  evolved,  and 
still  evolving,  in  response  to  demand.  Whether  a 
revolution  is  successful  or  not  is  a judgment  for 
historians  to  make.  Even  our  own  is  still  too  close 
by  to  pass  final  judgment  on. 

There  is  one  revolution,  however,  which 
though  still  young,  and  fresh  in  the  memory  of 
most  of  us,  is  ready  to  be  judged — is  being 
judged.  While  I am  certain  not  everyone  judging 
it  would  come  to  the  same  conclusion,  the  fruit 
is  beginning  to  sour  for  most,  or  at  least  a size- 
able portion,  of  the  good  people  of  this  land,  and 
that  opinion  is  spreading. 

The  so-called  sexual  revolution  was  supposed 
to  bring  us  freedom  from  the  inhibitions  that  are 
said  to  have  weighed  us  down  and  oppressed  our 
spirit,  or  at  least  it  was  supposed  to  by  its  fo- 
menters,  and  there  are  those  who,  I am  sure,  will 
maintain  that  it  has  indeed  had  some  beneficial 
effects,  such  as,  for  example,  having  advanced 
the  cause  of  women.  Perhaps  it  has,  but  it  also 
has  opened  up  new  avenues  for  their  exploita- 
tion. The  lack  of  cool  heads  in  that  revolution’s 
pursuit  has  resulted  in,  among  other  things,  vast- 
ly more  unwanted  pregnancies  than  ever,  with  all 
of  their  attendant  problems. 

Examined  superficially,  that  particular  revo- 
lution, rather  than  being  deliberate,  is  seen  as  a 
spontaneous  one;  it  just  happened,  it  is  said,  out 
of  popular  demand.  Some  on  the  other  hand  see 
it  as  a communist  plot  to  destroy  our  nation  from 
within  by  destroying  its  moral  fiber.  However  that 
may  be,  it  was  very  well  planned  and  orchestrat- 
ed by  someone,  likely  those  in  organized  crime 
who  pander  to  humanity’s  less  productive  urges. 
Though  there  may  have  been  deeper  and  darker 
motives  somewhere,  there  was  likely  no  better 
reason  than  to  fleece  the  public.  The  drug  cul- 
ture is  closely  allied  to  the  sexual  revolution  and 
similarly  initiated  and  effected.  The  instigators  of 
the  sexual  revolution  rightly  divined  that  subse- 
quent opposition  would  be  ineffective  and  disor- 
ganized, and  that  the  definition  of  freedom  would 
be  confused  and  the  concept  both  prostituted  and 


threatened. 

The  measure  of  success  of  revolution  is  not 
simply  in  the  overthrowing  of  an  existing  regime, 
precept,  or  order.  Success  is  measured  by  the  ad- 
vantages the  revolution  offers,  not  only  to  its  ad- 
herents and  participants,  but  to  humanity  at  large. 
Notwithstanding  possible  benefits,  the  sexual 
revolution  has  not  brought  the  vaunted,  unvar- 
nished, glorious  hedonism  that  its  proponents 
predicted;  instead,  some  of  its  more  obvious  fruits 
are  abortions,  illicit  drugs,  genital  herpes,  poly- 
oma virus-induced  cervical  condylomas  with  con- 
sequent cervical  cancer,  and  AIDS.  It  may  prove 
to  be  one  of  the  world’s  bloodiest  revolutions.  It 
could  be  what  will  wipe  humanity  out. 

Not  only  may  the  revolution  tree  yield  rotten 
fruit;  the  fruit  can  also  fall  on  your  head  and  suf- 
focate you.  That,  too,  shows  sign  of  happening. 
Liberty  requires  responsibility;  that  is  how  it  dif- 
fers from  license.  In  grasping  for  freedom  from 
repression,  the  sexual  revolutionaries  have  be- 
come libertines.  Public  reaction  is  mounting,  and 
when  the  pendulum  reaches  its  zenith,  the  swing 
starts  back.  In  physics  one  learns  that  for  every 
action  there  is  an  equal  and  opposite  reaction. 
History  has  shown  that  without  exception,  times 
of  unbridled  sexual  license  have  led  to  a period 
of  intense  repression,  with  suppression  of  mate- 
rial of  any  sort  that  even  appears  questionable  to 
the  censorious;  rampant,  oppressive  censorship  is 
sure  to  follow. 

Such  oppressive  measures  have  always  fol- 
lowed any  sort  of  revolution,  as  witness  those 
political  revolutions  in  Russia,  China,  and  Latin 
America.  Although  we  do  not  hear  much  about 
such  things  in  our  own  revolution,  our  Tories  had 
to  flee  to  Canada  to  escape  persecution;  that  is 
how  Toronto  happened  to  be  founded. 

We  can  anticipate  that  such  will  follow  the 
sexual  revolution,  and  when  the  axe  falls,  what- 
ever the  outcome,  we  will  have  brought  it  on 
ourselves.  It  will,  however,  fall  too  late  to  save 
us  from  AIDS,  which  is  blossoming  into  a pan- 
demic. It  is  predicted  to  be  one  of  the  top  ten 
killers  by  1991.  One  can  only  hope  that  man’s 
ingenuity  will  turn  up  something,  since  he  has 
largely  abandoned  God,  and  so  left  Him  out  of 
it  (even  though  the  converse  never  applies). 

In  either  contemplating  or  considering  revo- 
lution, one  needs  to  keep  in  mind  that  it  may  not 
turn  out  exactly  as  planned — or  even  nearly;  one 
should  also  know  that  it  is  still  true  that  when 
one  forgets  history,  one  is  doomed  to  repeat  it. 

J.B.T. 
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Request 


To  the  Editor: 

For  a book  to  be  entitled  Bringing  Medicine  to  the 
Masses,  I am  trying  to  locate  any  surviving  medical  or 
health-related  motion  pictures  produced  prior  to  1928. 
I am  particularly  interested  in  finding  films  made  for 
lay  audiences,  on  such  topics  as  hygiene,  nutrition,  TB, 
VD,  child  care,  eugenics,  etc.  I would  also  appreciate 
hearing  from  anyone  who  remembers  seeing  such  films 
in  school,  in  the  Army,  or  in  theaters,  before  1928; 
and  from  anyone  who  knows  of  specific  references  to 
such  films  in  published  or  unpublished  literature  and 
documents  from  the  pre-1928  period. 

Martin  S.  Pernick 
Associate  Professor 
Department  of  History 
University  of  Michigan 
Ann  Arbor,  MI  48109 


in  memo! kim 


Robert  L.  Allen,  age  56.  Died  July  20,  1986.  Graduate 
of  Tulane  University  School  of  Medicine.  Member  of 
Bradley  County  Medical  Society. 

Joseph  Augustus  Crisler,  Jr.,  age  90.  Died  July  20, 
1986.  Graduate  of  Harvard  Medical  School.  Member 
of  Memphis-Shelby  County  Medical  Society. 

Edward  M.  Molinski,  age  68.  Died  June  26,  1986. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Denton  D.  Norris,  age  68.  Died  June  17,  1986.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Overton  County  Medical  Society. 


pcf/oiKil  neui/ 


Edward  Hazlehurst,  M.D.,  Jackson,  has  been  accept- 
ed as  a member  of  the  American  Society  of  Gastroin- 
testinal Endoscopy. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Marc  Lewis  Clark,  M.D.,  Cleveland 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Robert  A.  Grummon,  M.D.,  Crossville 

DICKSON  COUNTY  MEDICAL  SOCIETY 

B , Daniel  Beaver,  M.D.,  Dickson 

HAWKINS  COUNTY  MEDICAL  SOCIETY 

Francis  Goyeau,  M.D.,  Rogersville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Kenneth  Andrew  Rule,  M.D.,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Kenneth  Dale  Smith,  M.D.,  Columbia 

NASHVILLE  ACADEMY  OF  MEDICINE 

Robert  G.  Brodows,  M.D.,  Nashville 
Robert  Harold  Christenberry,  M.D.,  Nashville 
Keith  Lamonte  Crawley,  M.D.,  Nashville 
Suzanne  M.  Fletcher,  M.D.,  Madison 
Douglas  A.  Gentile,  M.D.,  Nashville 
Mary  Elizabeth  Keown,  M.D.,  Nashville 
Howard  B.  Leeper,  M.D.,  Brentwood 
Judson  E.  Rogers,  M.D.,  Nashville 
Michael  Thomas  Sand,  M.D.,  Nashville 
Gregory  R.  Weaver,  M.D.,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Harold  Lee  Chapel,  M.D.,  Ripley 
Roberto  S.  Concepcion,  M.D.,  Dyersburg 
Karl  C.  Jonas,  M.D.,  Ripley 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

James  T.  Gillespie,  M.D.,  Cookeville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Ada  M.  Fisher,  M.D.,  Oak  Ridge 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Robert  J.  Doell,  M.D.,  Johnson  City 
Clarence  E.  Goulding,  III,  M.D.,  Johnson  City 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Raymond  Wesley,  M.D.,  Hendersonville 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Paul  Eugene  Stanton,  M.D.,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Christopher  Langdon  Ihle,  M.D.,  Franklin 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

May  6-8, 1986 


Members  Present:  I.  Lee  Arnold,  M.D. 

Duane  C.  Budd,  M.D. 

Howard  R.  Foreman,  M.D., 
Secretary 

Alvin  J.  Ingram,  M.D. 

Members  Absent:  John  H.  Burkhart,  M.D., 

President 

Others  Present:  Sherryl  Midgett,  Asst. 

Commissioner.  Bureau  of 
Manpower  and  Facilities 
Ed  Johnston,  Asst.  Director, 
Bureau  of  Manpower  and 
Facilities 

Ray  Hall,  Director, 

Health  Related  Boards 
Mike  Dunn,  Asst.  Director, 

Health  Related  Boards 
Patricia  Newton,  Attorney 
Kennetha  Sawyers,  Attorney 
Louise  Blair,  Admin.  Assistant 

The  meeting  was  called  to  order  at  9:00  am  by  Dr. 
Duane  C.  Budd,  who  was  appointed  chairman  for  the 
meeting  in  the  absence  of  Dr.  John  Burkhart,  presi- 
dent. 

The  minutes  from  the  March  4,  1986,  meeting  were 
approved  as  submitted  with  one  correction. 

A letter  from  Ted  A.  Mills,  attorney  at  law,  con- 
cerning one  of  his  clients  who  owns  and  operates  hos- 
pitals in  various  states,  including  Tennessee,  who  is 
interested  in  pursuing  the  direct  employment  of  phy- 
sicians under  terms  which  would  commit  the  physician 
to  admit  patients  requiring  hospitalization  only  to  their 
hospital  (subject  to  the  physician’s  judgment  of  the 
hospital's  suitability  to  a particular  patient’s  circum- 
stances and  subject  to  legal  constraints)  was  consid- 
ered. The  Board’s  decision  was  that,  as  stated  in  his 
letter,  they  believed  the  practice  to  be  inappropriate. 

A letter  from  Dr.  Richard  W.  Hammer,  Adoles- 
cent-Youth Medicine,  concerning  swimming  teams  with 
their  own  physicians  traveling  with  team  was  consid- 
ered. The  Board  decided  if  these  physicians  gave  first 
aid  there  would  be  no  problem;  however,  for  any  oth- 
er treatment,  such  as  emergency  room  care,  this  would 
require  a licensed  physician  in  Tennessee. 

A letter  from  Dr.  William  H.  Hartmann,  professor 
and  chairman.  Department  of  Pathology,  Vanderbilt 
University,  concerning  the  new  LCME  standards  for  a 
period  of  graduate  medical  education  following  ob- 
taining the  M.D.  degree  for  United  States  graduates 
as  well  as  foreign  medical  graduates  was  considered 
next.  The  Board  does  not  believe  this  constitutes  a 


practical  problem;  however,  the  Board  will  take  the 
matter  under  study. 

A letter  from  Dr.  Richard  Krause  concerning  his 
using  a rubber  stamp  on  prescriptions  was  also  consid- 
ered. The  Board  is  definitely  against  using  rubber 
stamp  signatures  on  prescriptions. 

The  Federation  of  State  Medical  Boards  is  increas- 
ing the  FLEX  fees  for  1987,  1988  and  1989  to  $365  for 
complete  FLEX,  $190  for  Component  1,  and  $240  for 
Component  2.  The  Medical  Practice  Act  allows  for  fees 
“not  to  exceed  $400.”  This  will  only  give  the  Board 
$35  to  process  the  application.  At  present,  the  Board 
charges  $50  for  this.  The  Board  decided  to  increase 
the  fee  to  $400,  the  maximum,  and  to  try  to  amend 
the  Practice  Act  to  “not  exceed  $600.” 

Reciprocity  applications  for  Drs.  Kastytis  L.  Buit- 
kus,  Arthur  L.  Dailey,  and  Richard  O.  Sutton  were 
unanimously  approved.  Action  was  deferred  on  the 
reciprocity  application  of  Dr.  Clinton  Mallari  until  he 
is  within  four  months  of  finishing  his  third  year  of  res- 
idency training.  He  may  be  considered  at  that  time 
with  a letter  of  recommendation  from  the  chief  of  the 
program.  Drs.  Balasa  R.  Srinivasa  Prasad  and  Sukan- 
ya  Srinivasa  Prasad  had  requested  to  appear  before 
the  Board  for  reconsideration.  Neither  doctor  had 
made  a passing  grade  on  day  1 of  the  old  FLEX.  The 
Board’s  decision  was  that  they  did  not  meet  Tennes- 
see’s requirements.  They  may  retake  FLEX  and  re- 
ceive a passing  score  or  take  their  specialty  boards  and 
become  board  certified.  They  could  then  be  reconsi- 
dered for  a Tennessee  license.  The  reciprocity  appli- 
cations for  Drs.  Mario  L.  Reyes  and  John  L.  Moody 
were  tabled  since  neither  were  present. 

Dr.  Elmer  W.  Sydnor,  Jr.’s  application  for  rein- 
statement was  approved.  His  license  had  been  revoked 
for  failure  to  register. 

Drs.  Marian  L.  Bertotti,  Reinaldo  Carvajal,  Jr.,  T. 
Allen  Polk,  Pedro  R.  Villanueva  and  Reade  A.  Ballen- 

ger  were  approved  to  sit  for  FLEX  in  June,  1986. 

The  X-ray  Operators  Rules  and  Regulations  from 
the  April  1 rulemaking  hearing  were  discussed  in  de- 
tail. Jack  Fosbinder  from  TMA  spoke  in  support  of 
the  amendments.  Ms.  Neta  McKnight  spoke  against 
the  amendments.  The  Board  voted  unanimously  to  ap- 
prove the  amendments  as  written.  It  was  also  decided 
to  hold  another  rulemaking  hearing  the  early  part  of 
July  to  allow  any  other  specialty  groups  or  anyone  else 
to  bring  ideas  concerning  x-rays  in  physician  offices. 

Sherryl  Midgett  gave  a report  on  the  current  status 
of  investigations,  a copy  of  which  is  attached.  Mr.  Tom 
Stephens  was  introduced  to  the  Board  as  the  new  in- 
vestigations manager.  He  also  gave  a report  on  inves- 
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tigations.  The  legal  staff  was  commended  by  the  Board 
for  their  work  in  bringing  cases  to  hearing.  Mr.  Bill 
Penny,  general  counsel,  reported  to  the  Board  on  pro- 
cedures in  the  Office  of  General  Counsel. 

At  11:30  am  on  May  6,  the  Board  moved  to  Room 
307,  Jernigan  Student  Center,  Trevecca  Nazarene  Col- 
lege, 333  Murfreesboro  Road,  for  a luncheon  meeting 
with  the  Physician  Assistants  Committee.  This  meet- 
ing lasted  approximately  one  and  one-half  hours.  It 
was  a very  worthwhile  meeting,  which  allowed  inter- 
change between  the  Board  and  the  committee  on  an 
informal  basis,  the  purpose  of  which  was  to  open  the 
door  for  better  understanding  and  cooperation  be- 
tween the  two  groups.  This  was  the  first  time  the  com- 
mittee and  the  Board  had  met  together  since  the  com- 
mittee was  appointed. 

The  Board  was  called  to  order  again  at  1:00  pm,  by 
Dr.  Duane  C.  Budd,  chairman,  at  287  Plus  Park  Bou- 
levard. 

The  case  of  Dr.  Bobby  Watts  was  continued  by  the 
administrative  judge  to  give  Dr.  Watts  additional  time 
to  hire  an  attorney.  The  continuance  was  granted  with 
the  provision  that  Dr.  Watts  surrender  his  license  and 
current  renewal  certificate  until  the  case  is  heard 
sometime  in  the  early  part  of  July. 

Dr.  Phillip  Morrison  had  petitioned  the  Board  for 
lifting  license  restrictions.  The  Board  accepted  an 
agreed  order  to  approve  the  return  of  Dr.  Morrison’s 
DEA  number  with  the  stipulations  that  he  keep  a 
ledger  on  all  controlled  substances,  continue  in  the 
TMA  Impaired  Physician  Program,  does  not  self-pre- 
scribe,  and  does  not  treat  alcohol  and/or  drug  patients. 

The  meeting  adjourned  at  3:00  pm  to  reconvene  at 
1:00  pm,  May  7.  The  meeting  was  called  to  order  at 
1:50  pm,  May  7,  by  Dr.  Duane  C.  Budd,  chairman. 

Hearings 

Dr.  Winston  H.  Griner  was  charged  with  unprofes- 
sional, dishonorable,  or  unethical  conduct;  violation  or 
attempted  violation,  directly  or  indirectly,  or  assisting 
in  or  abetting  the  violation  of,  or  conspiring  to  violate, 
any  provision  of  TCA  63-6-101  et.  seq.  or  any  lawful 
order  of  the  board  issued  pursuant  thereto,  or  any 
criminal  statute  of  the  State  of  Tennessee;  making  false 
statements  or  representations,  being  guilty  of  fraud  or 
deceit  in  obtaining  admission  to  practice,  or  in  being 
guilty  of  fraud  or  deceit  in  the  practice  of  medicine; 
gross  malpractice,  ignorance,  negligence  or  incompet- 


ence in  the  course  of  medical  practice;  making  or  sign- 
ing in  one’s  professional  capacity  any  certificate  that  is 
known  to  be  false  at  the  time  one  makes  or  signs  such 
certificate;  dispensing,  prescribing,  or  otherwise  dis- 
tributing any  controlled  substance  or  other  drug  not  in 
the  course  of  professional  practice,  or  not  in  good  faith 
to  relieve  pain  and  suffering,  or  not  to  cure  an  ail- 
ment, physical  infirmity  or  disease,  and  dispensing, 
prescribing,  or  otherwise  distributing  any  controlled 
substance,  or  any  other  drug,  to  any  person  in  viola- 
tion of  any  law,  of  the  state  or  of  the  United  States  of 
America.  After  one  and  one-half  days  of  testimony, 
the  Board  found  Dr.  Griner  guilty  of  gross  malprac- 
tice, ignorance,  negligence  or  incompetence  in  the 
course  of  medical  practice;  that  he  unlawfully  admin- 
istered a solution  of  potassium  chloride,  intravenously, 
to  a patient  in  such  circumstances  and  manner  that  he 
should  have  known  could  result  in  cardiac  arrest  and 
when  it  was  not  medically  indicated.  The  Board  placed 
his  license  on  probation  for  a period  of  two  years. 
During  this  period  he  should  seek  examination  and 
appropriate  and  continued  psychiatric  counseling.  The 
psychiatrist  should  submit  reports  to  the  secretary  of 
the  Board  on  a quarterly  basis.  Dr.  Griner  will  also  be 
required  to  take  continuing  education  courses  on  elec- 
trolytes and  body  fluids,  with  the  completion  of  one 
course  each  year  for  the  next  two  years  with  the  sec- 
retary of  the  Board  approving  courses. 

A default  hearing  was  held  on  Dr.  Frank  Tuin  Wong 
Chin  since  he  was  served  proper  notice  of  hearing  but 
was  not  present.  Dr.  Chin  was  convicted  on  two  felony 
counts  of  Medicaid  fraud  and  sentenced  to  five  years 
at  hard  labor  and  $10,000  fine  on  count  1 and  three 
years  at  hard  labor  and  a consecutive  $10,000  fine  on 
count  2 in  Monroe,  La.,  on  March  29,  1985,  and  con- 
victed of  11  felony  counts  of  illegal  dispensation  of 
controlled  substances  in  the  U.S.  District  Court  for  the 
Western  District  of  Louisiana  on  Oct.  28,  1985.  The 
Board  found  Dr.  Chin  guilty  of  unprofessional,  dis- 
honorable, or  unethical  conduct;  conviction  of  a 
felony,  conviction  of  any  offense  under  state  or  federal 
drug  laws,  or  conviction  of  any  offense  involving  mor- 
al turpitude  and  making  or  signing  in  one’s  profession- 
al capacity  any  certificate  that  is  known  to  be  false  at 
the  time  one  makes  or  signs  such  certificate.  The  Board 
voted  unanimously  to  revoke  Dr.  Chin’s  license  to 
practice  medicine  in  the  state  of  Tennessee. 

There  being  no  further  business,  the  meeting  ad- 
journed at  3:00  pm,  May  8,  1986.  CL...  S 


CORRECTION 

In  the  August  issue  of  the  Journal,  it  was  noted  that 
John  E.  Chapman,  M.D.,  had  been  elected  to  a three- 
year  term  to  the  AMA  House  of  Delegates,  repre- 
senting the  nation’s  127  medical  schools.  It  should  have 
been  noted  that  Dr.  Chapman  was  elected  to  this  po- 
sition by  the  AMA  Section  on  Medical  Schools. 
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The  Swollen  Leg 

MALCOLM  R.  LEWIS,  M.D. 


Introduction 

The  swollen  leg  often  presents  a challenge  to 
the  physician  who  must  decide  how  to  evaluate 
and  treat  it.  He  needs  to  know  if  the  patient  has 
active  thrombophlebitis,  and  is  at  risk  for  pul- 
monary embolism,  or  whether  a different  etiolo- 
gy requires  entirely  different  treatment. 

Evaluation 

History  and  Physical.  The  history  and  physical 
examination  are  often  sufficient  to  establish  the 
etiology  and  suggest  appropriate  treatment. 

Recent  onset  of  pain,  swelling,  redness  and/or 
tenderness  with  or  without  apparent  underlying 
cause  of  course  suggests  acute  thrombophlebitis 
and  requires  a phlebogram  for  confirmation.  If 
the  phlebitis  is  remote  by  history  or  if  there  is  no 
substantial  history,  the  postphlebitic  syndrome 
may  be  suggested  by  stasis  pigmentation,  indu- 
rated subcutaneous  tissue,  and  atrophic  skin  (the 
bowling  pin  leg)  with  or  without  leg  ulcer.  Often 
an  acute  attack  of  thrombophlebitis  in  these  pa- 
tients can  be  satisfactorily  ruled  out  by  physical 
findings  alone. 

Varicose  veins  by  themselves  can  cause  ven- 
ous stasis  and  ulceration  but  only  infrequently  are 
responsible  for  leg  edema  unless  associated  with 
and  (unusually)  secondary  to  previous  thrombo- 
phlebitis. 

Adolescents  and  occasionally  older  patients, 

From  the  Department  of  Surgery,  Vanderbilt  University,  St. 
Thomas,  Park  View,  and  Baptist  Hospitals,  Nashville. 

Reprint  requests  to  1800  Hayes  St.,  Nashville,  TN  37203  (Dr. 
Lewis). 


usually  women,  may  have  insidious  onset  of  uni- 
lateral edema,  first  about  the  malleolus,  then  the 
foot,  and  later  the  calf;  this  largely  subsides  over- 
night. Often  the  patient’s  mother  gives  a similar 
history;  this  typical  picture  of  lymphedema  pre- 
cox, called  lymphedema  tarda  in  later  life,  is 
worrisome  and  cosmetically  undesirable,  but  less 
threatening  than  other  causes,  and  does  not  re- 
sult in  ulceration.  Other  hereditary  forms  of  lym- 
phedema are  seen  earlier  in  life  and  are  due  to 
more  severe  insufficiency  of  lymphatic  vessels. 

The  cause  of  swelling  resulting  from  a leg  frac- 
ture or  other  trauma  is  usually  apparent  from  the 
history  although  thrombophlebitis  is  a common 
accompaniment  of  severe  forms  of  trauma  and 
needs  to  be  watched  for.  Recent  arterial  surgery 
such  as  femoropopliteal  artery  grafting  often  re- 
sults in  leg  swelling  for  several  months.  With  this 
exception,  swelling  should  not  suggest  primary 
arterial  disease  at  all.  Other  groin  operations,  es- 
pecially radical  groin  dissection,  can  produce  se- 
vere and  permanent  lymphedema  requiring  vig- 
orous management. 

Occlusion  of  the  inferior  vena  cava  or  iliac  vein 
by  either  old  thrombophlebitis,  a “venous  web,” 
or  retroperitoneal  tumor  usually  causes  greater 
swelling  of  the  thigh  than  the  leg,  and  occasion- 
ally other  symptoms. 

Some  patients,  very  often  women,  have  exten- 
sive swelling  of  both  legs  due  simply  to  pro- 
longed dependency  without  any  other  etiology. 

When  leg  swelling  is  symmetrical  without  oth- 
er apparent  causes  one  must  consider  systemic 
causes  such  as  congestive  heart  failure,  hypopro- 
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teinemia  and,  of  course,  pregnancy. 

Further  Studies.  Ascending  phlebography  in  the 
semi-erect  position  using  an  ankle  tourniquet 
continues  to  be  the  standard  by  which  all  other 
diagnostic  methods  are  measured.  This  should 
always  be  used  when  acute  thrombophlebitis  is 
suspected  before  treatment  is  begun  or  contin- 
ued. If  properly  done,  a normal  phlebogram  can 
be  safely  considered  to  rule  out  acute  thrombo- 
phlebitis in  the  extremities. 

The  phlebogram  can  usually  distinguish  the 
postphlebitic  syndrome  from  acute  phlebitis,  and 
properly  extended,  will  demonstrate  occlusion  of 
iliac  veins  and  inferior  vena  cava.  It  can  be  per- 
formed on  outpatients  if  adequate  precautions  are 
taken. 

If  the  diagnosis  of  phlebitis  is  confirmed,  a lung 
scan  should  be  performed;  the  incidence  of  un- 
suspected emboli  is  high,  and  the  scan  serves  as 
a baseline  to  evaluate  later  suspected  emboliza- 
tion. 

The  phlebogram  is  useful  in  lymphedema  sim- 
ply to  rule  out  a venous  cause  for  the  swelling. 

Radioactive  venography  has  the  advantage  of 
using  a smaller  dose  of  contrast  solution,  but  it 
fails  to  detect  thrombi  localized  to  the  calf  veins 
and  will  miss  iliac  and  IVC  occlusions  in  obese 
patients.  Similarly,  phlethysmography,  although 
noninvasive,  is  not  useful  for  occlusions  in  the 
calf  or  trunk.  Arteriography  rarely  plays  a role 
in  evaluating  leg  swelling;  exceptions  may  be  in 
arterio-venous  fistula  or  extensive  hemangiomas. 

Management 

Acute  thrombophlebitis  requires  prompt  insti- 
tution of  heparin.  If  the  diagnosis  is  suspected, 
and  a phlebogram  cannot  be  performed  until  the 
next  day  or  Monday  morning,  heparin  carefully 
administered  is  the  safer  course.  Continuous  in- 


Figure  1.  Jobst  Extremity  Pump,  the  intermittent  compression  pump 
used  tor  reduction  of  leg  swelling. 


travenous  drip  with  an  IVAC  or  IMED  is  pre- 
ferred as  giving  a more  constant  prolongation  of 
partial  thromboplastin  times  (PTT)  than  inter- 
mittent boluses.  Daily  PTTs  are  usually  sufficient 
to  maintain  a prolongation  of  one  and  one-half 
to  two  times  normal.  Heparin  should  be  contin- 
ued for  10  to  14  days  to  assure  endotheliazation 
of  the  thrombus  and  the  patient  discharged  the 
day  heparin  is  stopped.  Coumadin  is  started  about 
four  days  before  discharge,  and  any  further  ad- 
justment of  coumadin  can  be  safely  done  as  an 
outpatient  to  save  cost.  There  has  usually  been 
gratifying  reduction  in  swelling  by  this  time. 

The  mainstay  of  treatment  in  chronically  swol- 
len legs  continues  to  be  elastic  support;  TED  and 
anti-EM  hose  are  sometimes  sufficient  for  this 
purpose.  Most  satisfactory  have  been  stockings 
engineered  to  provide  maximum  compression  in 
the  “gaiter”  area  in  the  distal  one-third  of  the 
leg,  as  achieved  by  Jobst,  Sigvaris,  and  Juzo 
brands.  For  most  clinical  situations  the  knee 
length  is  enough  to  control  symptoms,  but  some 
patients  prefer  thigh  length;  this  often  requires  a 
garter  belt  or  waist  high  garments.  Some  elderly 
patients  and  those  with  arthritis  of  the  hands  may 
simply  be  unable  to  don  these  hose  without  help 
from  a family  member.  Others  cannot  tolerate 
them  due  to  pain  or  low  threshold  for  discom- 
fort. Modification  of  the  hose  or  elastic  bandages 
and  elevation  suffices  in  some  of  these. 

Legs  that  are  massively  swollen  may  be  re- 
duced by  pumping,  once  the  physician  is  assured 
the  leg  does  not  harbor  a nonadherent  thrombus. 
Intermittent  compression  extremity  pumps  are 
available  for  outpatient  use  in  many  physical 
therapy  departments  (Fig.  1).  In  patients  with 
surgically  induced,  severe  and  permanent  lym- 
phedema, the  purchase  of  a home  unit  for  leg  (or 
arm)  pumping  combined  with  elastic  support  has 
proven  useful  and  very  cost  effective. 

Since  many  of  these  patients  are  elderly,  and 
since  the  condition  is  usually  not  painful,  office 
follow-up  at  intervals  is  desirable  to  avoid  accu- 
mulation of  edema  from  neglect  over  a long  pe- 
riod. Edema  of  long  standing  results  in  the  dep- 
osition of  fibrous  tissue,  and  becomes  irreversible. 

Surgical  correction  has  usually  been  reserved 
for  massive  lymphedema.  Some  of  these  opera- 
tions rely  on  excision  of  scarred  subcutaneous 
tissue,  while  others  attempt  to  reestablish  lymph 
vessels  across  the  groin  by  transplanting  tissue 
such  as  the  omentum.  None  of  these  has  met  with 
consistent  success.  r s’ 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Splenic  Artery  Aneurysm  Rupture 

In  Pregnancy 

A Case  Report  With  Both  Maternal  and  Fetal  Survival 

GARY  S.  DONOVITZ,  M.D.;  CAROL  GAGLIARDI,  M.D.;  WILLIAM  C.  MABIE,  M.D.; 

DONNA  B.  CHESTER,  M.D.;  and  M.  L.  PERNOLL,  M.D. 


Introduction 

Ruptured  splenic  artery  aneurysm  in  pregnan- 
cy is  an  uncommon  obstetric  emergency  with  an 
exceedingly  high  maternal  and  fetal  mortality.  Of 
the  93  cases  reported  in  the  literature,  29  moth- 
ers and  only  seven  fetuses  have  survived.13  This 
is  a report  of  the  eighth  case  in  which  both  the 
mother  and  fetus  survived.  We  include  a discus- 
sion of  splenic  artery  aneurysm  and  an  update  on 
management. 

Case  Report 

A 34-year-old  gravida  2,  para  1 black  woman  was  admit- 
ted to  Charity  Hospital  of  New  Orleans  at  31  weeks  of  ges- 
tation complaining  of  epigastric  pain  for  approximately  one 
hour.  She  described  the  pain  as  sharp,  constant,  and  nonra- 
diating, without  accompanying  nausea,  vomiting,  syncope,  or 
shoulder  pain.  Her  antepartum  course  and  past  medical  his- 
tory were  unremarkable. 

On  admission,  her  blood  pressure  was  90/60  mm  Hg  and 
pulse  96/min.  Abdominal  examination  revealed  normal  bowel 
sounds.  The  abdomen  was  soft,  with  mild  uterine  fundal 
tenderness.  No  masses,  rebound  tenderness,  or  guarding  were 
appreciated.  The  uterus  was  soft,  with  a fundal  height  of  33 
cm.  The  fetal  heart  tones  were  present  in  the  right  lower 
quadrant  at  135/min.  Cervical  examination  revealed  a closed, 
uneffaced,  firm  cervix  without  vaginal  bleeding. 

Two  hours  after  admission  the  patient  became  unrespon- 
sive, pale,  cool,  and  diaphoretic,  with  a blood  pressure  of  40/ 
0 mm  Hg.  Her  hematocrit  was  20%  (three  days  earlier  it  was 
32%).  On  aggressive  fluid  resuscitation  she  became  oriented 
and  her  blood  pressure  returned  to  100/50  mm  Hg  with  a 
pulse  of  120/min.  Fetal  heart  tones  were  120/min. 

Pelvic  ultrasound  revealed  a vertex  fetus  with  a biparietal 
diameter  and  femur  length  consistent  with  31  weeks  of  ges- 
tation. There  was  an  anterior  placenta  with  what  appeared  to 
be  an  associated  large  retroplacental  fluid  collection.  Fetal 
heart  motion  accelerated  during  the  procedure  from  120/min 
to  170/min. 

Differential  diagnosis  included  abruptio  placentae,  rup- 
tured uterus,  liver  laceration,  and  ruptured  splenic  artery 
aneurysm,  and  she  was  prepared  for  immediate  laparotomy; 
she  received  2,000  cc  of  crystalloid  and  three  units  of  packed 
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red  blood  cells.  When  under  general  anesthesia  the  abdomen 
was  opened  2,500  cc  of  blood  and  blood  clots  were  removed. 
The  uterus  was  soft,  and  no  rupture  site  was  visualized.  With 
the  patient  hemodynamically  stable,  a classical  cesarean  sec- 
tion was  performed,  delivering  a viable,  1,240-gm  female  in- 
fant with  Apgars  of  2 and  4 at  one  and  five  minutes  respec- 
tively. The  contracted  uterus  allowed  better  exposure  of  the 
upper  abdomen,  which  was  then  systematically  explored;  the 
liver  and  the  other  abdominal  viscera  and  great  vessels  ap- 
peared normal,  but  there  was  a large  hematoma  at  the  splen- 
ic hilum  and  the  lesser  sac  was  filled  with  blood.  Upon  open- 
ing the  lesser  sac,  a splenic  artery  aneurysm  was  identified 
approximately  1 cm  from  the  hilum;  the  splenic  artery  pedicle 
was  doubly  clamped,  and  splenectomy  was  performed  with- 
out difficulty. 

Intraoperative  blood  loss  was  estimated  to  be  6,000  cc.  In 
addition  to  the  preoperative  fluid  and  blood  replacement,  the 
patient  received  4,000  cc  of  crystalloid,  seven  units  of  packed 
red  blood  cells,  and  three  units  of  fresh  frozen  plasma  during 
the  procedure. 

She  did  well  postoperatively,  except  for  a left  lower  lobe 
pneumonia  which  responded  to  appropriate  antibiotics,  and 
she  was  discharged  on  the  seventh  postoperative  day.  The 
baby  had  a normal  neonatal  course. 

Pathology  reported  a 1.1-cm  saccular  splenic  artery  aneu- 
rysm with  mucoid  degeneration  of  the  arterial  wall. 

Discussion 

Though  Beaussier4  described  the  first  splenic 
artery  aneurysm  in  a cadaver  in  1770,  it  was  not 
until  1869  that  this  lesion  was  reported  in  asso- 
ciation with  pregnancy.4  Analysis  of  reported 
cases  since  that  time  indicates  that  69%  of  splen- 
ic artery  aneurysms  complicating  pregnancy  rup- 
ture during  the  third  trimester,4  carry  a 75%  ma- 
ternal mortality  and  a 95%  fetal  mortality.5 

Splenic  artery  aneurysms  are  seen  in  0.01%  to 
0.16%  of  all  autopsies,6  representing  58%  of  all 
visceral  artery  aneurysms7;  they  are  more  com- 
mon in  women.1  The  incidence  of  rupture  in 
asymptomatic  patients  varies,  but  most  large  se- 
ries report  less  than  10%. 48 

The  pathogenesis  of  splenic  artery  aneurysms 
remains  unknown.  Clinical  postulates  include 
congenital  aberrations,  arteriosclerosis,  medial 
degeneration,  trauma,  portal  hypertension,  and 
connective  tissue  alterations  secondary  to  preg- 
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nancy.8  Twenty-five  to  forty  percent  of  all  splenic 
artery  aneurysm  ruptures  occur  during 
pregnancy2;  grand  multiparity  is  frequently  asso- 
ciated, which  has  led  to  speculation  that  hormon- 
al effects  and/or  increased  blood  volume,  cardiac 
output,  and  intra-abdominal  pressure  predispose 
an  already  damaged  vessel  to  rupture. 

The  majority  of  the  splenic  artery  aneurysms 
are  1 to  3 cm  in  diameter,  although  larger  aneu- 
rysms have  been  reported.  There  have  been  a few 
cases  with  a classic  history  for  aneurysmal  rup- 
ture in  which  no  aneurysm  was  found,  presum- 
ably because  it  was  too  small.  The  most  frequent 
site  is  in  the  distal  splenic  artery  and  its  bifurca- 
tions.9 Seventy-one  percent  of  splenic  artery 
aneurysms  are  single,  but  29%  are  reported  to 
be  multiple.1 

The  manifestations  and  methods  of  diagnosis 
are  clouded  by  pregnancy.  Symptoms  include  left 
upper  quadrant  pain,  epigastric  pain,  shoulder 
pain,  nausea,  and  vomiting;  signs  are  an  abdom- 
inal bruit  or,  rarely,  a palpable  abdominal  mass. 
A curvilinear  signet  ring  calcification  in  the  left 
upper  quadrant  may  be  seen  on  KUB.  The  de- 
finitive diagnosis  is  made  by  arteriography  or 
surgical  exploration.  Approximately  25%  of  pa- 
tients will  have  pain  and  syncope,  followed  by 
recovery  possibly  signifying  the  ‘‘double  rup- 
ture” phenomenon.  This  process  involves  pri- 
mary bleeding  into  the  lesser  sac  with  partial 
tamponade  and  stabilization;  the  interval  until 
secondary  rupture  of  this  “false  aneurysm”  into 
the  free  peritoneal  cavity  varies  from  minutes  to 
days.10  It  was  this  “double  rupture”  process  that 
allowed  stabilization  of  our  patient  and  perfor- 
mance of  a cesarean  section  prior  to  resection  of 
the  splenic  aneurysm. 

Management  of  splenic  artery  aneurysm  rup- 
ture must  be  individualized.  Surgical  interven- 
tion must  give  consideration  to  both  maternal  and 
fetal  factors.  If  the  mother  is  stable  and  the  fetus 
viable,  rapid  cesarean  section  is  indicated.  This 
will  offer  not  only  lower  fetal  risk,  but  also  im- 
proved exposure  of  the  splenic  hilum.  If  the 
mother  is  unstable,  maternal  survival  is  para- 
mount and  rapid  isolation  of  the  bleeding  vessel 
should  be  accomplished.  The  location  of  the 
aneurysm  and  its  proximity  to  the  splenic  hilum 
must  be  identified.  Care  must  be  taken  to  avoid 
pancreatic  injury  if  the  aneurysm  is  in  the  retro- 
pancreatic  tissue.  The  spleen  serves  an  important 
immunologic  function  in  adult  life,  and  should  be 
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preserved  if  possible.1113  If  a single  splenic  artery 
aneurysm  can  be  isolated  in  a stable  patient  it 
should  be  ligated  and  resected,  leaving  the  spleen 
intact14;  there  should  be  adequate  collateral  cir- 
culation from  the  short  gastric  arteries  to  pre- 
serve spleen  viability  and  function.1  When  acute 
rupture  occurs,  tissue  distortion  and  hematoma 
make  aneurysmectomy  too  difficult;  splenectomy 
in  this  instance  should  be  performed  to  restore 
hemodynamics  and  minimize  blood  loss.  In  our 
case,  the  aneurysm  was  very  close  to  the  hilum, 
with  marked  tissue  distortion  following  rupture, 
and  splenectomy  was  indicated.  Following  sple- 
nectomy, patients  may  be  at  increased  risk  to  de- 
velop pneumococcal  sepsis  and  pneumovax  should 
be  given  prophylactically. 

What  is  the  management  of  a stable  pregnant 
patient  (first  or  second  trimester)  found  to  have 
an  unruptured  splenic  artery  aneurysm?  What 
about  the  patient  with  an  asymptomatic  splenic 
artery  aneurysm  who  wishes  to  become  preg- 
nant? Both  patients  should  have  elective  resec- 
tion of  the  aneurysm,  before  delivery  in  the  first 
case.1-8 

In  summary,  awareness  of  splenic  artery  aneu- 
rysm rupture  and  its  treatment  options  may  have 
an  impact  on  maternal  and  fetal  survival.  Sur- 
gical management  must  be  expeditious,  with  the 
choice  of  operation  determined  by  location  of  the 
aneurysm  and  stability  of  the  patient.  Splenecto- 
my should  be  avoided  if  possible.  Finally,  if  the 
mother  is  stable  and  the  fetus  viable,  cesarean 
section  decreases  fetal  mortality  and  improves 
surgical  exposure.  r % 
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Introduction 

Cephalosporin-induced  vitamin  K deficiency 
has  been  observed  for  quite  some  time.  Unfor- 
tunately the  exact  coagulopathic  mechanism  has 
not  been  clearly  delineated.  The  mode  of  action 
apparently  involves  possible  metabolic  side  chains 
of  the  cephalosporin  concerned,  and,  more  im- 
portantly, patient  sources  of  vitamin  K.  Al- 
though the  disorder  is  readily  corrected,  study  of 
the  mechanism  can  contribute  substantially  to  the 
knowledge  of  the  relative  importance  of  vitamins 
K,  and  K2  in  the  body.  Clinically,  the  symptoms 
are  relatively  constant.  Vitamin  K levels  in  the 
blood  serum  are  depleted,  resulting  in  an  elevat- 
ed prothrombin  time  (PT)  and  activated  partial 
thromboplastin  time  (PTT),  often  followed  clini- 
cally by  hemorrhage  which  may  range  from  mild 
to  severe  and  even  fatal. 

This  paper  reviews  previously  described  coag- 
ulopathic cases  and  proposed  mechanisms,  and 
offers  a possible  mechanism  for  future  study  as 
well  as  a recommendation  for  prevention  of  the 
disorder. 

Previous  Cases 

Pineo  et  al1  recorded  the  first  cephalosporin- 
related  case  of  vitamin  K deficiency  in  a patient 
experiencing  acute  renal  failure,  and  later  he- 
matoma resulting  from  an  antibiotic  regimen  of 
cloxacillin,  ampicillin,  and  cephaloridine. 

Hooper  et  al2  described  three  cases  of  vitamin 
K deficiency  resulting  from  cefamandole  therapy 
and  manifested  by  prolonged  PT  values  and  mas- 
sive gastrointestinal  (GI)  bleeding.  Seven  days 
after  emergency  surgery  for  a perforated  gastric 
ulcer  one  of  the  patients  experienced  massive  GI 
bleeding  that  proved  fatal.  The  PT  was  normal 
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until  that  day,  and  no  other  clotting  defect  was 
found. 

Rymer  and  Greenlaw3  reported  seven  cases  of 
patients  from  22  to  76  years  old  who  experienced 
hypoprothrombinemia  following  cefamandole 
therapy.  All  seven  had  been  receiving  cefaman- 
dole a minimum  of  four  days. 

Holt  et  al4  recorded  the  first  incidence  of  mox- 
alactam-associated  hypoprothrombinemia  found 
in  the  literature.  This  case  involved  a 47-year-old 
man  experiencing  sternoclavicular  arthritis  due  to 
Citrobacter  diversiis,  and  later,  prolonged  PT  and 
PTT  as  a result  of  moxalactam  therapy. 

Pakter  et  al5  described  the  cases  of  a 68-year- 
old  woman  and  a 38-year-old  man,  both  of  whom 
experienced  hemorrhage  and  elevated  PT  and 
PTT  values  resulting  from  an  antibiotic  regimen 
that  included  moxalactam. 

Fainstein  et  al6  described  seven  patients,  treat- 
ed with  an  antibiotic  regimen  that  included  mox- 
alactam. who  experienced  PT  and  PTT  prolon- 
gation. In  five  of  the  cases  the  bleeding  was 
classified  as  severe. 

The  case  of  a 70-year-old  woman  is  reported 
by  Jensen.7  Four  days  after  moxalactam  therapy 
was  initiated  she  experienced  a PT  of  150  sec- 
onds, PTT  of  140.5  seconds,  and  bleeding  from 
multiple  sites,  including  the  respiratory  tract, 
genitourinary  tract,  former  venopuncture  sites, 
and  the  rectum.  The  fifth  day  the  PTT  was  three 
minutes. 

Unfortunately  avitaminosis  K and  the  resul- 
tant hypoprothrombinemia  are  not  the  only  coa- 
gulopathies credited  to  cephalosporins.  Khaleeli 
and  Giorgio8  reported  the  case  of  a 29-year-old 
mentally  retarded  woman  with  chronic  pyelone- 
phritis being  treated  for  sepsis  due  to  Klebsiella. 
Three  days  after  cefazolin  therapy  was  initiated 
the  patient  developed  severe  bleeding  from  the 
nose,  mouth,  and  venopuncture  sites.  Not  only 
did  the  PT  and  PTT  exceed  normal  limits,  but  in 
vitro  platelet  aggregation  studies  with  ADP,  ep- 
inephrine, collagen,  and  thrombin  revealed  im- 
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paired  aggregation.  By  the  fifth  day  the  bleeding 
time  exceeded  20  minutes,  with  normals  ranging 
from  four  to  six  minutes.  Bleeding  ceased  follow- 
ing discontinuance  of  cefazolin  therapy. 

Discussion 

Before  addressing  the  question  of  mecha- 
nisms, it  is  necessary  to  offer  brief  attention  to 
the  basic  structure  of  the  cephalosporins.  The  7- 
amino  cephalosporanic  acid  nucleus  is  the  com- 
mon structural  base  of  all  true  cephalosporins.  A 
four-member  beta-lactam  ring,  also  present  in 
penicillins,  and  a six-member  sulfur-containing 
dihydrothiazine  ring  compose  the  nucleus.  As  a 
result  of  various  side  chains  at  positions  3 and  7 
of  the  7-amino  cephalosporanic  acid  nucleus, 
cephalosporin  antibiotics  differ  greatly  in  their 
spectrum  of  activity  and  their  pharmacokinetic 
properties. 

The  cephalosporins  not  only  share  structural 
similarities  with  the  penicillins,  but  they  also  share 
the  capability  of  producing  platelet  dysfunction, 
as  recorded  by  Fainstein  et  al.6  Many  beta-lac- 
tam  antibiotics  have  been  implicated  in  reports 
of  platelet  dysfunction.  Carbenicillin  and  moxal- 
actam  seem  to  be  the  most  potent  platelet  inhib- 
itors of  the  penicillins  and  cephalosporins,  re- 
spectively.9 Aside  from  the  structural  similarities 
of  the  cephalosporins  and  penicillins  noted  ear- 
lier, moxalactam  and  carbenicillin  share  further 
structural  similarities.  Both  contain  a carboxyl 
group  on  the  acyl  side  chains,  which  inhibits 
platelet  aggregation.10  Bang  et  al11  recorded  re- 
sults that  unequivocally  demonstrated  suppres- 
sion of  ADP-induced  platelet  aggregation  by 
moxalactam  both  in  vivo  and  at  high  concentra- 
tions in  vitro.  Their  conclusion  was  that  of  ran- 
dom binding  by  the  antibiotic  to  the  platelet 
membrane  and  subsequent  blocking  of  ADP  re- 
ceptors for  the  agonist. 

With  respect  to  avitaminosis  K mechanisms, 
the  originally  suggested  view  of  hypoprothrom- 
binemia  associated  with  broad  spectrum  antibiot- 
ics holds  that  suppression  of  the  intestinal  flora 
accompanied  by  low  vitamin  K intake  produces 
the  vitamin  K deficiency  and  the  resultant  hypo- 
prothrombinemia.112  Hooper  et  al2  were  the  first 
to  apply  this  hypothesis  to  the  hypoprothrombi- 
nemia  involving  cephalosporins.  The  study  of 
Rymer  and  Greenlaw3  later  the  same  year  also 
agreed  that  low  vitamin  K intake  and  gut  flora 
inhibition  were  the  coagulopathic  mode  of  hy- 
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poprothrombinemia  due  to  moxalactam.  Since 
that  time  many  others  have  agreed  with  that  pro- 
posed mechanism. 5-61113'15  Another  factor  that  has 
been  held  along  with  the  originally  suggested 
mechanism  is  that  of  high  biliary  tract  concentra- 
tions of  the  causative  drug.  Those  authors  who 
agree  with  that  proposal  claim  that  high  biliary 
tract  levels  and  subsequent  elimination  of  the  an- 
tibiotic via  the  intestinal  tract  leads  to  elimina- 
tion of  the  gut  flora  by  the  drug.2-31416  With  that 
possibility  in  mind,  the  occurrence  of  impaired 
renal  function  would  produce  abnormally  high 
biliary  tract  concentration.  Therefore,  the  disor- 
der would  be  more  likely  in  patients  with  renal 
failure.  Such  has  been  the  claim  of  Rymer  and 
Greenlaw3  and  D’Elia  et  al,  15  and  Pakter  et  al.5 

Apart  from  the  originally  suggested  mecha- 
nism, a number  of  others  have  been  offered  for 
consideration.  Hepatocellular  damage  was  first 
mentioned  by  Ham12  in  relation  to  broad  spec- 
trum antibiotics,  but  they  were  not  cephalospo- 
rins. Ham,  in  the  same  publication,  also  men- 
tioned impaired  absorption  of  vitamin  K in  the 
small  intestine  as  another  possibility.  This  theory 
was  also  mentioned  by  Pineo  et  al1  as  well  as 
Fainstein  et  al.6  Mathisen  et  al13  first  recognized 
the  possibility  of  drug  interference  with  hepatic 
prothrombin  production.  Panwalker  and 
Rosenfeld16  also  mentioned  impaired  prothrom- 
bin synthesis.  Bang  et  al11  offered  the  possibili- 
ties of  inhibition  of  fibrin  formation  due  to  the 
inhibition  of  the  final  phases  of  coagulation,  in- 
hibition of  the  synthesis  of  vitamin  K-dependent 
clotting  factors,  gut  flora  eradiction,  and  possible 
hindrance  of  the  gut  flora’s  capacity  to  synthesize 
vitamin  K.  Fainstein  et  al6  mentioned  the  possi- 
bilities of  direct  alteration  of  circulating  pro- 
thrombin in  the  blood  and  interference  with  vi- 
tamin K utilization  in  the  liver. 

While  those  are  nevertheless  possibilities,  they 
are  not  nearly  so  likely  as  intestinal  flora  eradi- 
cation, or  the  possibility  of  the  methylthiotetra- 
zole  side  chain  acting  as  a metabolite  and  hind- 
ering the  reaction  that  converts  glutamic  acid 
residues  on  preprothrombin  into  gamma-carbox- 
ylglutamic  acid  residues  and,  therefore,  active 
prothrombin.  This  idea  was  first  touched  on  by 
Neu17  when  he  mentioned  that  the  bleeding  oc- 
curred with  agents  containing  the  methylthiote- 
trazole  group.  Later  on,  in  response  to  a letter 
by  Jenkinson,  Neu  stated  that  there  is  a similar- 
ity of  the  methylthiotetrazole  group  to  glutamic 
acid,  which  may  cause  alteration  in  the  precursor 
molecules  of  vitamin  Kj.10  Quintiliani  later  de- 
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scribed  this  proposed  mechanism  in  detail.18  Since 
then.  Smith  and  Lipsky9  have  also  mentioned  the 
methylthiotetrazole  side  chain  in  relation  to  hy- 
poprothrombinemia.  Not  only  is  this  theory  pos- 
tulated from  in  vivo  reports,  it  is  supported  by 
the  conclusive  in  vitro  data  of  Lipsky.19 

Conclusions 

While  the  number  of  occurrences  of  hypo- 
prothrombinemia  involving  agents  containing  the 
methylthiotetrazole  side  chain  is  too  high  to  dis- 
regard it  as  a possible  mechanism,  the  fact  that 
agents  without  the  side  chain  induces  the  same 
disorder  warrants  the  consideration  of  other 
mechanisms.  This  produces  a dual  image  of  the 
actual  pattern  of  the  coagulopathy,  which  may 
be  relieved  by  an  explanation  of  the  vitamin  K 
sources  in  man.  Vitamin  K,,  which  is  available  in 
most  vegetables,  is  not  synthesized  by  the  intes- 
tinal flora  and  is  capable  of  vitamin  K activity  in 
coagulation.3  Since  both  vitamins  are  capable  of 
vitamin  K activity  in  coagulation,  elimination  of 
the  gut  flora  and  poor  dietary  intake  must  be 
considered  as  a likely  mechanism  for  cephalospo- 
rins not  containing  the  methylthiotetrazole  side 
group.  With  regard  to  those  containing  the  me- 
tabolite group,  the  probability  of  elimination  of 
intestinal  bacteria  (and  the  body’s  source  for  K2) 
still  exists,  and  hindrance  of  vitamin  K,  by  the 
methylthiotetrazole  group  must  be  considered  as 
the  second  part  of  a two-phase  mechanism.  Once 
again,  reduced  intake  of  vitamin  Ki  would  en- 
hance the  likelihood  of  the  disorder. 

Two  authors  claim  simply  that  avitaminosis  K 
requires  immediate  parenteral  administration  of 
vitamin  K following  the  initial  outset  of  the  dis- 
order and  that  this  is  adequate.217  Others  suggest 
that  prophylactic  vitamin  K should  be  given,  es- 
pecially to  those  who  have  a high  risk  of  devel- 
oping avitaminosis  K.3-6-911-20  Few  authors,  if  any, 
would  disagree  that,  once  hypoprothrombinemia 
results  from  vitamin  K deficiency  due  to  cepha- 
losporin therapy,  parenteral  injections  of  vitamin 
K and  termination  of  the  antibiotic  therapy  would 
remedy  the  abnormality. 

We  recommend  that  patients  with  renal  dys- 
function who  are  receiving  cephalosporins  noted 
for  high  biliary  tract  concentrations,  and  patients 
receiving  cephalosporins  containing  the  methyl- 


thiotetrazole side  group  be  monitored  to  see  that 
their  intake  of  K:  is  at  a maximum.  In  the  in- 
stance of  low  intake,  parenteral  prophylactic 
vitamin  K,  would  be  advisable.  We  believe  that 
10  mg  every  other  day  should  prevent  hypopro- 
thrombinemia. 

On  the  other  hand,  if  avitaminosis  K is  not 
prevented  and  manifests  itself  in  prolonged  PT 
or  PTT,  then  10  mg  of  vitamin  Kj  should  be  ad- 
ministered twice  a day  until  the  disorder  sub- 
sides. Also,  therapy  with  the  causative  antibiotic 
should  be  discontinued  and  another  antibiotic 
substituted. 

Platelet  inhibition  is  more  slowly  corrected, 
since  the  disorder  permanently  affects  the  plate- 
let.9 Based  on  the  case  reported  by  Khaleeli  and 
Giorgio,8  the  disorder  should  rectify  itself  follow- 
ing discontinuance  of  the  antibiotic  therapy  re- 
sponsible. r y 
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Primary  Care  Specialist  Capitation 

What  You  Should  Know — What  You  Should  Ask 
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As  Tennessee  becomes  a major  battleground 
for  health  maintenance  organizations  (HMOs), 
physicians  are  begining  to  hear,  for  the  first  time, 
a term  that  is  the  embodiment  of  fears  and  con- 
cerns over  the  alternative  for  fee-for-service: 
capitation.  Already  there  is  one  HMO  in  the  state 
that  reimburses  primary  care  specialists  (PCSs) 
on  the  basis  of  capitation,  and  it  is  certain  that 
more  will  appear.  There  has  been  much  confu- 
sion as  to  exactly  what  capitation  implies,  and 
the  lack  of  knowledge  of  the  term  has  prevented 
PCSs  from  asking  the  appropriate  questions, 
when  HMOs  offer  them  a capitated  plan.  This 
article  is  intended  to  familiarize  physicians  with 
capitation,  and  by  suggesting  key  questions,  will 
allow  PCSs  to  better  discriminate  among  the  var- 
ious plans,  making  their  decision  easier  to  partic- 
ipate or  not. 

Generically,  the  term  capitation  can  be  de- 
fined as  a uniform  per  capita  payment,  usually 
on  a monthly  basis.  Operationally,  capitation  is 
a method  of  reimbursement  to  physicians  based 
on  the  number  of  patients  in  a plan  that  have 
chosen  that  doctor,  rather  than  the  quantity  of 
services  he  provides.  Nationally  it  is  the  preva- 
lent method  of  payment  for  PCSs  in  HMOs,  and 
has  even  been  adopted  by  non-HMO  plans  (e.g., 
Medicaid  Plus).  In  order  to  know  exactly  how 
many  patients  a PCS  has  in  his  panel,  an  HMO 
must  be  of  the  “gatekeeper”  type,  requiring  that 
each  subscriber  select  a PCS  upon  joining  the 
plan.  Because  there  are  several  types  of  capita- 
tion, it  is  imperative  that  physicians  understand 
exactly  what  a given  HMO  means  when  it  uses 
the  term. 

1.  What  services  that  the  PCS  provides  are  in- 
cluded in  the  capitation? 

One  type  of  capitation  provides  a large  pay- 
ment (often  $30  per  member  per  month)  and  ex- 


pects the  PCS  to  pay  for  x-rays,  laboratory,  and 
even  non-primary  care  specialist  (NPCS)  charges 
out  of  that  amount.  Whatever  is  left  over  the  PCS 
keeps.  Many  HMO  experts  and  physicians  be- 
lieve that  this  type  of  capitation  creates  such  a 
serious  conflict  of  interest,  such  as  a disincentive 
to  refer  patients  to  an  NPCS  (even  when  it  is 
necessary)  that  it  may  seriously  compromise 
quality  of  care.  Such  a capitation  plan  is  fraught 
with  more  ethical,  moral,  and  practical  problems 
than  most  physicians  would  desire  to  undertake. 

A second  type  of  capitation  provides  a lower 
amount,  but  includes  everything  a PCS  does  in 
the  office,  including  minor  surgical  procedures, 
flexible  sigmoidoscopy,  and  immunizations.  This 
method  does  not  provide  any  incentive  for  the 
PCS  to  perform  such  procedures,  even  though  he 
may  be  able  to  do  them  at  a lower  cost  than 
through  referral  to  an  NPCS.  It  also  does  not  take 
into  account  the  rapidly  escalating  cost  of  vac- 
cines. 

The  form  of  capitation  most  palatable  to  phy- 
sicians includes  all  cognitive  services  that  a PCS 
performs:  hospital  and  office  visits  as  well  as  sim- 
ple laboratory  tests  done  in  the  office  (PCV, 
U/A,  Hemoccult,  throat  cultures).  More  techni- 
cal services  (sigmoidoscopy,  suturing,  PCS  serv- 
ices) are  paid  fee-for-service.  Vaccines  are  reim- 
bursed at  current  market  price. 

2.  What  are  the  age-adjusted  capitation  amounts? 

HMOs  traditionally  provide  greater  capitation 
for  patients  in  ages  with  high  utilization  of  office 
services,  which  includes  the  first  two  years  of  life. 
Patients  between  ages  12  and  20  years  use  office 
services  less  than  any  other  group,  and  therefore 
their  capitation  is  considerably  less.  One  HMO 
in  Tennessee  also  provides  only  a small  capita- 
tion for  the  2-  to  4-year-old  patients,  claiming  it 
is  an  age  group  of  low  use.  This  is  actuarially 
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incorrect — that  age  group  is  not  a low  use  group, 
as  most  pediatricians  will  attest. 

One  HMO,  not  presently  operating  in  Ten- 
nessee, provides  $24.37  for  infants,  $9.14  for  ages 
12  to  21,  and  $10.40  for  ages  21  to  64.  Their  av- 
erage capitation  is  $10.00  per  member  per  month. 

3.  Is  there  a holdback  in  addition  to  the  capita- 
tion? What  percentage  is  held  back,  and  what  are 
the  rules  for  returning  that  holdback? 

The  holdback  is  a fund  intended  to  provide  a 
disincentive  to  overutilize  costly  services.  The 
percentages  can  vary  from  5%  to  20%.  It  is  im- 
portant that  an  HMO  explain  specifically  what 
conditions  must  exist  in  order  to  receive  this  fund. 
It  is  not  appropriate  for  an  HMO  to  say  simply 
that  the  holdback  is  returned  if  there  is  a profit. 
Lack  of  profit  may  certainly  result  from  overutil- 
ization, but  it  can  also  result  from  factors  over 
which  the  PCS  has  no  control,  such  as  low  mem- 
bership, poor  HMO  management,  and  actuarial- 
ly  unsound  premiums  that  were  set  by  the  HMO 
to  “buy  business.”  This  has  already  been  done 
by  several  HMOs  in  Tennessee,  and  it  most  cer- 
tainly reduces  the  chance  of  HMO  profitability. 
The  physician  should  not  be  asked  to  subsidize  a 
business’s  “loss  leader”  in  this  manner. 

4.  What  are  the  capitation  plans  in  year  two, 
three,  and  so  on? 

The  PCS  is  the  most  critical  person  in  any 
HMO.  PCSs  who  are  satisfied  with  their  capita- 
tion and  plan  operation  will  work  with  the  HMO, 
not  against  it,  to  reduce  overutilization.  Regard- 
less of  the  financial  success,  however,  after  the 
first  year  some  HMOs  are  quick  to  “ratchet 
down”  the  capitation  payment.  A PCS  may  be 
lured  into  a capitation  plan  by  favorable  initial 
terms  only  to  find  the  contract  is  altered  nega- 
tively in  later  years  when  his  practice  is  substan- 
tially dependent  on  the  HMO’s  patients  and  his 
ability  to  disenroll  limited. 

5.  Does  the  HMO  have  capitated  practicing  PCSs 
on  its  board  of  directors?  Who  are  they? 

Some  HMOs  have  no  physicians  on  their 
board,  while  others  have  only  a few  NPCSs  who 
may  not  be  directly  involved  by  capitation.  Phy- 
sician direction  by  a number  of  PCSs  participat- 
ing in  the  plan  is  highly  desirable. 


6.  How  are  non-primary  care  specialists  reim- 
bursed? 

Are  NPCSs  paid  their  usual  fee-for-service  with 
holdback,  or  does  the  HMO  contract  for  dis- 
counts. What  are  the  incentives  for  NPCSs  to  hold 
down  hospital  days?  If  a PCS  also  has  specialty 
training,  how  does  the  HMO  reimburse  the  PCS 
for  such  services? 

7.  Does  the  capitation  amount  vary  with  the  uti- 
lization experience  of  the  group  signed? 

HMOs  that  are  not  federally  qualified  are  al- 
lowed to  “experience  rate”  (charge  higher  pre- 
miums for  groups  with  a track  record  for  greater 
utilization  of  medical  services).  An  example  of  a 
high  use  group  includes  government  employees. 
Theoretically,  the  HMO  that  contracts  with  this 
group  could  charge  more  and  should  pass  that  on 
to  PCSs,  in  the  form  of  higher  capitation.  On  the 
other  hand,  one  HMO  in  Tennessee  actually  gave 
government  workers  a reduced  rate,  despite  their 
high  use  record.  Will  that  HMO  give  PCSs  more 
capitation  for  that  group,  their  usual  capitation, 
or  even  a lower  capitation  (because  of  their  mar- 
keting ploy  in  buying  their  business)? 

The  national  average  for  visits  to  the  PCS  for 
HMO  patients  is  2.5  visits  per  year  (naturally 
higher  for  infants  and  lower  for  the  12  to  21  age 
group).  High  use  groups  such  as  government  em- 
ployees may  have  a record  closer  to  five  or  more 
visits  per  member  per  year.  An  HMO  that  does 
not  figure  this  high  use  for  the  group  into  the 
PCS  capitation  is  deceiving  their  PCSs  and  ask- 
ing the  physicians  to  subsidize  the  business  enti- 
ty- 

8.  Are  there,  in  addition  to  capitation,  provisions 
for  catastrophic  illness  that  would  increase  a PCS’s 
payment  or  set  a cap  on  the  total  per  patient  lia- 
bility, which  the  PCS  assumes  (similar  to  stop- 
loss  insurance  that  pays  the  hospital  for  illness 
costing  over  $25,000)? 

These  questions  can  serve  as  a basis  for  the 
PCS  to  more  fully  understand  what  is  proposed. 
Many  in  the  profession  would  prefer  that  “things 
be  like  they  used  to  be.”  That  is  clearly  not  pos- 
sible given  the  current  health  care  revolution.  An 
informed  decision  by  each  physician  that  bal- 
ances patient  care  with  ethical  and  practical  eco- 
nomic considerations  should  be  the  goal  of  all  of 
those  in  the  profession.  ZT S 
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Special  Item 


Health  Care  Cost  Containment 

THURMAN  L.  PEDIGO,  SR.,  M.D. 


The  last  50  years  has  seen  a tremendous 
change  in  the  health  care  delivery  system  in  the 
United  States.  During  this  period  the  infant  mor- 
tality rate  has  been  cut  over  75%  and  life  ex- 
pectancy has  increased  by  over  25%.  These 
changes  have  been  achieved  even  though  life-style 
changes  have  markedly  increased  the  death  rate 
due  to  cancer,  automobile  accidents,  and  emphy- 
sema. These  achievements  have  not  come  cheap- 
ly. There  has  been  a tremendous  increase  in  cost 
and  utilization  of  health  care  over  this  period. 
Forty  to  fifty  years  ago  there  was  a small  ratio  of 
hospital  beds  to  population,  much  less,  for  in- 
stance, than  in  the  United  Kingdom.  In  the  late 
1940s  and  1950s,  however,  the  federal  govern- 
ment provided  many  incentives  for  development 
and  construction  of  acute  care  hospital  beds 
throughout  the  United  States  in  order  to  make 
health  care  available  to  a larger  percentage  of  the 
population. 

During  this  same  period,  insurance  companies 
were  writing  insurance  to  cover  hospitalization. 
These  insurance  policies  were  primarily  of  the 
coercive  nature  in  that  they  forced  the  policy- 
holder into  the  hospital  in  order  to  recover  insur- 
ance premiums.  Such  health  policies  generally 
covered  100%  of  hospitalization  and  surgical  fees, 
especially  if  they  were  performed  in  the  hospital, 
whereas  they  covered  no  health  care  outside  the 
hospital.  This  practice  was  so  widespread  that 
most  people  referred  to  their  insurance  policies 
as  “hospital  insurance”  rather  than  health  or 
medical  insurance.  Initially,  hospital  beds  were 
scarce,  and  only  a small  percentage  of  the  popu- 
lation was  insured  so  that  the  adverse  effect  of 
this  policy  was  not  readily  appreciated. 

During  this  time,  the  hospitals  and  physicians 

who  were  getting  paid  for  their  services  had  little 
reason  to  complain.  The  health  insurance  indus- 
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try  and  the  employers  who  were  purchasing  the 
insurance  across  the  United  States  ignored  the 
physicians  who  were  saying  that  policies  should 
provide  coverage  for  office  and/or  outpatient 
procedures.  The  individuals  who  were  ignoring 
this  plea  said  that  there  was  no  way  that  they 
could  insure  outpatient  care  without  breaking  the 
system,  and  they  therefore  continued  in  the  folly 
of  providing  premium  recovery  only  through 
hospitalization.  In  fact,  they  developed  a very 
aggressive  marketing  campaign  to  sell  the  in- 
surance as  hospitalization  insurance,  and  en- 
couraged the  population  of  the  United  States, 
particularly  the  employers,  to  provide  for  hospi- 
talization while  ignoring  outpatient  and  private 
physician  office  reimbursement.  It  is  now  appar- 
ent that  this  group  of  experts  were  wholly  wrong 
in  their  assessment  of  effects  of  providing  out- 
patient and  individual  physician  coverage  in 
health  insurance,  since  in  fact  the  hospitalization 
rate  almost  broke  the  system  before  the  insurers 
discovered  their  folly  and  began  encouraging 
outpatient  instead  of  inpatient  care. 

It  is  interesting  that  now  those  who  listened  to 
the  experts  and  were  led  down  the  path  of  in- 
creased hospital  utilization  are  now  listening  to 
them,  and  are  crying  for  pre-admission  certifica- 
tion, which  is  creating  additional  bureaucratic 
shells  with  which  to  consume  more  money  and 
impede  the  orderly  delivery  of  health  care. 

During  all  of  this,  everyone  has  been  pointing 

the  finger  at  the  physicians  and  the  hospitals  as 
being  responsible  for  the  crisis  in  health  care 
costs.  It  is  heard  everywhere  that  this  country  can 
no  longer  afford  the  present  health  care  system. 
While  this  is  all  grand  rhetoric,  it  has  no  basis  in 
fact;  if  there  is  a crisis,  it  is  one  of  priority  of 
allocation.  A nation  that  can  spend  $3  billion  a 
year  on  dog  food  and  a similar  amount  on  video 
games  has  not  yet  reached  a crisis  in  what  it  can 
afford;  it  has  only  reached  a crisis  in  how  it  wish- 
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es  to  allocate  its  money. 

Speaking  of  allocation,  the  tobacco  industry 
continues  to  spend  $2  billion  a year  on  advertis- 
ing, and  until  1974  this  nation  spent  more  on  to- 
bacco purchases  than  it  spent  on  the  entire  Med- 
icaid program.  It  is  the  attitude  across  the  United 
States  that  physicians  are  enticing,  ordering,  and 
otherwise  forcing  patients  into  the  hospital  in  or- 
der to  increase  the  cost  of  health  care  and  line 
their  own  pockets.  There  are  certainly  situations 
in  which  physicians  are  guilty  of  overutilization, 
but  those  are  in  the  minority.  The  majority  of 
primary  care  physicians  spend  probably  five  and 
possibly  ten  times  as  much  time  convincing  pa- 
tients that  they  do  not  require  hospitalization  as 
they  do  attempting  to  convince  them  they  do. 

Over  the  last  20  years  that  I have  been  practic- 
ing medicine,  the  majority  of  the  time  I have  felt 
that  I was  continually  swimming  upstream  at- 
tempting to  convince  patients  that  their  illness 
could  be  better  managed  as  outpatients  when  they 
knew  that  their  insurance  would  pay  all  of  their 
cost  if  they  were  hospitalized,  but  would  pay 
nothing  if  they  were  managed  as  outpatients.  I 
have  had  patients  insist  that  they  be  hospitalized 
when  the  major  test  that  I needed  was  a chest 
x-ray.  I have  discussed  the  reasons  for  outpatient 
studies,  such  as  upper  GI  and  barium  enema,  and 
believed  that  I had  the  patient  sold  on  being 
studied  as  an  outpatient,  only  to  have  him  call 
me  back  two  or  three  hours  later  and  tell  me  that 
the  insurance  secretary  at  work  said  that  I had  to 
hospitalize  him  so  that  his  insurance  would  pay 
for  the  workup. 

I would  submit  that  the  physician  is  the  pa- 
tient’s advocate,  and  not  a security  guard  for  the 
insurance  industry  or  the  employer.  Physicians 
spend  a great  deal  of  time  explaining  to  patients 
something  that  the  employer  and  the  insurance 
agents  should  be  explaining,  which  is  that  even 
though  their  insurance  pays  for  it  now,  they’re 
going  to  have  to  pay  a premium  that  will  make 
up  for  the  increased  cost  next  year.  It  does  little 
good  to  tell  them  that  they  might  recover  this 
money  through  other  benefits  such  as  increased 
pay  or  other  fringe  benefits,  because  they  usually 
believe  that  the  employer  and  the  insurance 
company  will  simply  take  the  savings  as  a profit. 
To  get  into  a confrontation  with  patients  about 
this  philosophy  is  detrimental  to  the  physician- 
patient  relationship,  and  may  actually  interfere 
with  the  patient’s  compliance  with  recommended 
treatment  regimens. 
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Physicians  have  been  left  with  no  other  re- 
course over  the  past  several  years  than  to  let  the 
purchasers  of  health  care  insurance  reap  the  seeds 
that  they  sow.  Over  this  same  period  the  politi- 
cians have  been  promising  a pot  of  gold  in  the 
health  care  system  but  discovering  that  they  do 
not  have  the  money  to  purchase  it.  Unwilling  to 
face  the  issue  squarely  and  admit  that  they  can- 
not provide  all  of  the  care  that  they  promised, 
the  politicians  have  attempted  to  buy  time  by  re- 
fusing to  adequately  reimburse  for  services  that 
they  have  purchased.  Failure  to  recognize  and  pay 
for  a cost  that  is  incurred  does  not  cause  the  cost 
to  go  away.  What  happens  in  this  situation  is  that 
if  the  cost  for  services  purchased  by  the  govern- 
ment is  inadequately  reimbursed,  the  difference 
is  made  up  by  shifting  the  charges  to  the  private 
sector  in  the  form  of  a “sick  tax.”  I know  of  no 
other  sector  in  this  economy  in  which  this  occurs. 
All  of  the  private  contractors  and  suppliers  to 
whom  I have  talked  tell  me  that  they  can  get 
reimbursed  much  better  for  their  services  by  the 
government  than  they  can  in  the  private  sector. 

To  compound  this  con-job  that  our  govern- 
ment has  attempted  to  foist  onto  the  American 
public,  it  seems  that,  if  indeed  everyone  does 
have  a right  to  health  care,  government  at  all 
levels — local,  state  and  federal — fails  to  meet  its 
responsibility  in  paying  for  the  poor,  near  poor, 
unemployed,  and  low-income  employed.  This 
group  of  people  accounts  for  over  13%  of  the 
health  care  dollar.  The  dollars  spent  on  health 
care  reimbursement  to  hospitals  and  physicians 
are  going  to  be  increased  by  at  least  13%,  be- 
cause the  local,  state,  and  federal  governments 
refuse  to  face  the  issue  of  uncompensated  care. 
The  most  notorious  example  of  all  of  this  is  the 
Tennessee  Medicaid  program.  The  state  reviews 
the  financial  status  of  these  individuals,  and  cer- 
tifies that  they  are  unable  to  meet  their  health 
care  needs;  yet  it  will  pay  for  only  14  days  of 
hospitalization  per  year,  which  means  that  any 
hospitalization  in  this  group  that  goes  over  14 
days  is  knowingly  and  willingly  dumped  by  the 
state  government  onto  the  private  sector  to  pay. 

While  it  is  not  the  purpose  of  this  paper  to  dis- 
cuss health  care  politics,  it  may  well  be  worth 
our  time  to  inform  ourselves  about  these  matters 
and  take  the  problem  up  with  our  local,  state, 
and  federal  representatives.  With  this  general 
overview,  I would  like  to  reveal  what  is  going  on 
in  Warren  County,  and  following  that  to  discuss 
what  can  be  done  about  health  care  costs.  To  do 
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this,  I am  going  to  share  some  1983  statistics  that 
are  local  as  well  as  state  and  nationwide. 

When  we  look  at  hospitalization  of  Warren 
County  citizens,  we  discover  that  there  is  a fairly 
high  rate  of  bed  utilization,  and  as  a matter  of 
fact,  the  number  comes  out  at  around  1,400  days 
per  1,000  population.  The  national  figure  usually 
quoted  is  1,100  days  per  1,000  population  for  the 
coercive  type  insurance  coverage.  If  we  look  at 
the  noncoercive  type  of  insurance  coverage  with- 
out any  kind  of  education  to  the  patients  and 
physicians,  we  find  the  average  bed  utilization  per 
1,000  days  is  around  800  to  900.  The  usual  goal 
quoted  for  aggressively  marketed  HMOs  and 
IPAs  is  350  per  1,000. 

I believe  this  is  very  important,  because  phy- 
sicians and  patients  have  been  schooled  in  the 
old  retrogressive,  coercive  type  insurance  poli- 
cies, and  it  takes  time  to  change  their  habits  to 
the  noncoercive  type  of  insurance.  It  can  be  done 
very  well,  and  I believe  with  excellent  results.  It 
does  require  that  the  patients  understand  that 
they  will  not  save  a penny  by  going  into  the  hos- 
pital, and  that  as  a matter  of  fact,  if  hospitaliza- 
tion costs  more,  it  will  increase  their  cost.  As  we 
look  back  at  the  1,400  days  of  hospitalization  per 
1,000  of  Warren  countians  and  break  this  down, 
we  make  some  interesting  discoveries.  In  doing 
this,  I am  assuming  that  the  average  length  of 
stay  of  patients  hospitalized  outside  Warren 
County  is  no  less  than  the  average  length  of  stay 
of  patients  hospitalized  inside  Warren  County. 
What  we  find  is  that  the  population  from  age  15 
to  65  has  a hospital  utilization  rate  of  about  850 
days  per  1,000.  If  the  experience  utilization  rate 
is  higher,  the  insurance  provided  the  employees 
should  be  examined  to  determine  if  there  is  not 
something  about  the  insurance  that  is  coercive  to 
utilize  the  hospital  beds. 

The  other  factor  that  may  be  useful  to  consider 

in  health  care  cost  is  the  amount  of  premium  dol- 
lars actually  spent  on  health  care.  I am  hearing 
numbers  as  I talk  with  different  insurance  com- 
panies of  anywhere  from  5%  to  30%  for  admin- 
istration and  other  overhead.  Blue  Cross  likes  to 
boast  of  their  5%  overhead  cost.  We  must  accept 
this  with  the  realization  that  Blue  Cross  for  years 
has  operated  primarily  in  large  claims,  and  that 
though  experienced  in  processing  claims  for  as 
much  as  $2,000  to  $5,000  for  hospitalization  and 
$250  to  $2,000  for  surgical  fees,  it  does  not  have 
a great  deal  of  experience  in  processing  the  $10 
to  $25  office  visit  charges.  If  you  question  this, 


witness  that  Blue  Cross-Blue  Shield  of  Tennes- 
see only  paid  physicians  6.7%  of  $1.7  billion  to- 
tal payout  in  Tennessee  in  1985.  If  employers  are 
getting  this  done  for  less  than  5%  they  can  be 
very  pleased  indeed  with  their  success  in  that  part 
of  cost  containment.  If  they  are  paying  over  25%, 
they  may  want  to  take  a closer  look  at  how  they 
are  spending  their  dollar. 

What  else  can  be  done?  It  is  my  belief  that  the 
most  effective  approach  to  health  care  cost  con- 
tainment is  through  a cooperative  effort  between 
the  physicians  and  purchasers  of  health  care  in- 
surance in  our  county.  The  practicing  physicians 
in  Warren  County  are  concerned  about  the  cost 
of  health  care  in  our  community,  and  have  or- 
ganized with  the  intent  of  contacting  employers 
in  our  community  to  discuss  with  them  methods 
of  health  care  cost  containment.  We  are  willing 
to  listen  to  the  problems  and  hope  that  employ- 
ers will  be  willing  to  listen  to  our  problems  in 
attempting  to  provide  for  their  employees  the 
maximum  benefit  of  modern  health  care  in  the 
most  efficient  manner. 

I believe  that  the  largest  dollar  savings  in  health 

care  today  is  in  prevention.  There  will  always  be 
escalating  costs  as  long  as  we  are  fighting  the 
battle  at  the  wrong  end  of  the  curve.  Most  esti- 
mates place  life-style  problems  as  being  respon- 
sible for  50%  of  health  care  costs.  If  employers 
could  reduce  their  health  care  expenditures  by 
50%  with  just  this  one  change,  as  well  as  in- 
crease the  productive  years  of  their  employers, 
they  could  be  heroes. 

There  are  some  things  that  can  be  done,  how- 
ever, that  will  accomplish  immediate  benefits. 
One  of  those  is  achieving  a high  usage  of  seat- 
belts.  If  employers  have  a small  number  of  em- 
ployees, it  may  take  some  time  for  this  to  show 
up.  All  they  need  to  do  to  realize  a significant 
savings  is  to  prevent  one  disabling  accident  that 
requires  several  weeks  of  hospitalization.  Cessa- 
tion of  smoking  will  have  very  strong  positive  re- 
wards in  reducing  the  rate  of  lung  cancer  within 
five  years  from  the  time  of  stopping  smoking.  This 
does  not  even  consider  the  shorter  course  of  ill- 
ness and  decreased  cost  for  medical  care  for 
complications  of  upper  respiratory  infections  in 
smokers. 

Even  providing  improved  reimbursement  for 
ambulatory  care  can  achieve  positive  preventive 
benefits.  For  instance,  I recall  one  patient  who 
has  had  three  myocardial  infarctions  and  two 
coronary  artery  bypasses,  at  a cost,  by  my  esti- 
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mate,  of  around  $45,000  in  health  care.  This  in- 
dividual is  now  totally  disabled  at  the  age  of  50. 
Because  I saw  this  patient  only  when  he  showed 
up  in  the  hospital  with  his  heart  attack  and  for 
one  or  two  visits  in  the  office  afterwards,  I asked 
him  why  he  did  not  come  in  for  follow-up  as  rec- 
ommended to  take  care  of  his  diabetes  and  high 
blood  pressure.  He  said,  “Doc,  my  insurance  will 
pay  everything  when  I go  to  the  hospital,  but  it 
won’t  pay  anything  when  I come  see  you  in  your 
office,  and  I can’t  afford  it.  And  it  won’t  pay  for 
my  medication,  and  I can’t  afford  all  the  medi- 
cation and  office  visits.”  Actually,  I believe  he 
spent  more  on  tobacco  than  he  would  have  spent 
on  office  visits  and  medication.  If  he  had  come 


in  for  regular  follow-up  and  kept  his  disease  in 
proper  control,  he  probably  wouldn’t  have  re- 
quired over  four  visits  per  year  for  maintenance. 
In  terms  of  cost  for  his  insurance  company  and 
employer,  I believe  $45,000  would  have  easily 
paid  my  four  visits  a year  for  several  years. 

This  individual  now  has  Social  Security  and 
Medicare,  comes  in  for  regular  checkups,  and,  as 
a matter  of  fact,  has  his  high  blood  pressure  and 
diabetes  in  excellent  control.  Unfortunately,  he 
has  lost  a major  portion  of  his  myocardium,  sus- 
tained extensive  damage  to  his  arteries,  and  be- 
cause of  the  extensive  damage  he  has  already 
sustained,  we  don’t  know  when  his  next  myocar- 
dial infarction  or  stroke  will  occur.  r ^ 


Knoxville  Academy  of  Medicine 


Tennessee-Kentucky  Football  Weekend 
November  21  -23,  1986 


Program  Highlights: 

Clinical  program  for  most  specialties,  Spouse  program, 
Dinner  dance,  SVMIC  Malpractice  Seminar,  and  Contract 
Care  Symposium. 

Information  From: 

Knoxville  Academy  of  Medicine 
422  W.  Cumberland  Knoxville,  TN  37902 
(615)524-4676 


PRACTICE  OPPORTUNITIES 

The  Tennessee  Physician  Placement  Service  acts 
as  a clearinghouse  for  private  practice  physicians 
seeking  a Tennessee  community  in  which  to  establish 
a practice,  whether  solo,  partnership,  group  or  salar- 
ied position  is  your  preference.  This  is  accomplished 
by  allowing  physicians  seeking  associates  and  com- 
munities seeking  a physician  to  list  their  opportunity. 
We  then  disseminate  this  information  to  inquiring  phy- 
sicians. Our  service  also  assists  physicians  interested 
in  public  health,  mental  health  or  physicians  with  a 
National  Health  Service  Corps  obligation.  There  is  no 
charge  for  this  service. 

For  further  information,  please  contact: 
Physician  Placement  Service 
Tennessee  Department  of  Health  and  Environment 
100  9th  Avenue  North 
Nashville,  Tennessee  37219 
(615)  741-7308 
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Special  Item 


Physician  Malaise:  Diagnosis  and  Treatment 

MARK  A.  DOYNE,  M.D. 


Recently  I encountered  an  old  friend  in  the 
hospital  doctors’  lounge.  Bill  had  been  in  private 
solo  practice  for  almost  ten  years  now.  As  we 
chatted  briefly  over  coffee,  he  seemed  somehow 
restless  and  unsettled,  even  edgy;  certainly  not 
the  confident,  effervescent  Bill  I used  to  know. 

It  was  painfully  obvious  that  something  was 
bothering  Bill.  I shared  with  him  some  observa- 
tions from  my  new  vantage  point,  as  I view  the 
myriad  changes  now  occurring  in  our  health  care 
delivery  system.  Bill  volunteered  that  he  was 
worried  about  his  practice  and  his  future  in  med- 
icine, because  things  were  happening  so  fast. 

We  decided  to  talk  further,  so  Bill  dropped  by 
my  office  late  one  afternoon  when  we  each  had 
more  time.  Bill  was  suffering  from  what  might  be 
called  “physician  malaise.”  Malaise  is  defined  as 
a vague  feeling  of  uneasiness  or  depression.  Oth- 
ers had  expressed  similar  feelings  to  me.  The 
M.D.  in  me  decided  to  approach  this  problem  by 
performing  what  was  in  a sense  the  time-honored 
history  and  physical.  I was  hopeful  that  I could 
reach  a diagnosis  and  formulate  a treatment  plan. 

I began  with  a Present  Illness — 

As  we  talked,  it  became  apparent  that  Bill  was 
very  concerned  about  keeping  pace  with  the  rap- 
id changes  in  our  health  care  delivery.  He  re- 
called that  as  a medical  student,  he  was  warned 
about  the  spectre  of  impending  socialized  medi- 
cine. “Doctors  were  afraid  of  Medicare  in  the  late 
1960s,”  he  remembered  aloud,  “but  Medicare 
really  wasn’t  so  bad,  not  compared  to  DRGs. 
Federally  mandated  socialized  medicine  really 
never  came,  but  now  Corporate  America  has 
stepped  in,  albeit  somewhat  belatedly,  and  has 
flexed  its  muscles.  Now  we  have  HMOs  and  PPOs 
and  IPAs  and  PPSs”  ...  his  voice  dropped  as  he 

From  Baptist  Hospital,  Nashville.  Dr.  Doyne  is  senior  vice  presi- 
dent of  Corporate  Development. 

Read  before  the  Tennessee  Orthopedic  Society  at  the  Tennessee 
Medical  Association  Annual  Meeting,  Nashville,  April  11,  1986. 

Reprint  requests  to  Baptist  Hospital,  2000  Church  St.,  Nashville, 
TN  37236  (Dr.  Doyne). 


observed  dejectedly,  “They  are  really  only  so- 
cialized medicine  that  has  been  gift-wrapped.” 
He  told  of  losing  patients  to  HMOs  and  IPAs. 
“I  guess  I really  should  become  a provider  for 
them;  70%  or  80%  of  something  is  better  than 
100%  of  nothing,”  he  said.  “But  which  one 
should  I join,  and  what  do  those  contracts  and 
their  fine  print  really  say?” 

“Competition  is  so  fierce.  Our  community  now 
is  saturated  with  private  practitioners  and  there 
seems  to  be  no  slowing  down  of  new  doctors  set- 
tling into  practice;  and  they’re  a different  breed. 
I also  have  to  compete  against  chiropractors,  and 
D.O.s,  and  podiatrists,  and  nurse  practitioners, 
and  midwives,  and  physician  assistants,  and  hyp- 
notists, and  even  faith  healers.  I even  sometimes 
fight  my  own  hospital  for  patients.” 

“When  I started  out,  the  medical  profession 
was  ‘above’  advertising.  Now  I feel  like  I have  to 
advertise  in  some  way  to  survive.  I don’t  really 
understand  what  marketing  is.  I guess  none  of 
us,  as  pre-med  students,  really  had  time  for  busi- 
ness courses  like  marketing,  or  finance  and  ac- 
counting. Who  ever  thought  that  medicine  would 
become  a business  . . . it’s  just  not  the  same  any- 
more,” he  said  wistfully. 

He  spoke  of  the  dark  cloud  of  malpractice  that 
looms  over  all  physicians  and  seems  to  color  so 
many  decisions  relating  to  patient  care.  He  talked 
about  how  we  all  practice  defensive  medicine  to 
some  extent,  and  how  we  are  all  paying  for  it. 

Bill  confided  that  his  income,  which  had  flat- 
tened out  in  the  early  1980s,  had  dropped  off  each 
of  the  last  two  years.  “With  malpractice  premi- 
ums rising,  my  patient  load  dropping,  and  my 
charges  now  controlled,  I really  don’t  know  what 
to  do,”  he  said. 

I asked  him  about — 

Allergies:  He  said,  “Malpractice  suits.” 

Vital  Signs:  Vital  signs  of  his  practice  suggest- 
ed that  his  patient  volume  was  declining  slowly 
but  steadily.  Indeed  his  books  reflected  reduced 


» 


> 


3- 

i 

■j 


OCTOBER,  1986 


629 


revenues. 

General  Appearance  (of  his  office):  Although 
his  waiting  room  was  far  from  empty,  there  were 
more  vacant  seats  than  I had  expected.  His  office 
staff  also  seemed  a little  unsettled,  somehow  sen- 
sing the  changes  and  wondering  if  each  would  be 
the  victim  of  a somewhat  overstaffed  office. 

HEENT:  He  was  concerned  that  he  was 
“hearing”  that  the  public  was  disenchanted  with 
the  medical  profession,  that  people  wanted  more 
from  their  physicians.  The  public  was  choosing 
its  doctor  more  carefully  than  ever  before. 

Heart:  His  heart  was  as  big  as  ever.  The  pa- 
tient would  always  be  his  primary  concern. 

Neurologic:  Examination  revealed  that  his  re- 
flexes (or  responses)  were  present  but  were 
somewhat  sluggish  (a  not  uncommon  finding  for 
physicians  in  general). 

Diagnosis  confirmed:  Physician  malaise. 

I now  began  my  Treatment  Formulation: 

Metaphorically,  I think  Bill  represents  all  of 
us.  His  fears  and  anxieties  are  not  at  all  difficult 
to  understand.  His  dilemma,  indeed,  is  a micro- 
cosm of  that  faced  by  America’s  private  practi- 
tioners today. 

Change  is,  indeed,  the  byword.  Major  tremors 
are  shaking  the  very  core  of  our  health  care  de- 
livery system.  The  burden  of  payment  is  being 
shifted  away  from  the  traditional  payers,  such  as 
the  federal  government,  insurance  companies, 
and  corporations,  and  is  being  placed  squarely 
on  the  shoulders  of  both  physicians  and  institu- 
tions and  the  patient.  Cost-based  reimbursement 
is  being  replaced  by  a prospective  payment  sys- 
tem in  which  risks  are  shared.  The  HMO,  PPO, 
IPA  concept,  or  some  alphabetical  variant  there- 
of, is  here  to  stay,  whether  we  like  it  or  not. 

Control,  I think,  even  more  than  money,  is  the 
overriding  issue  for  physicians.  Traditionally,  the 
real  control  of  health  care  has  been  with  doctors. 
They  are  responsible  for  70%  to  80%  of  health 
care  decisions.  Now  we  see  this  control  being 
systematically  wrested  from  them.  The  new  pow- 
er-players are  the  federal  government,  insurance 
companies,  hospitals,  and  corporations,  includ- 
ing the  large  for-profit  health  care  companies. 

Physician  income  is  being  dramatically  affect- 
ed by  changing  reimbursement  systems  and  in- 
creased competition.  In  1981  and  1982  physicians 
saw  an  absolute  decline  in  income.  A 6.8%  in- 
come increase  in  1983  was  more  than  offset  by  a 
9.6%  increase  in  expenses.  Each  year,  U.S. 
medical  schools  produce  17,000  new  physicians, 
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so  that  by  1990  a physician  surplus  of  from  70,000 
to  150,000  is  anticipated.  Meanwhile,  our  popu- 
lation is  rising  at  a relatively  slow  rate.  Experts 
predict  at  least  a 25%  drop  in  physician  income 
over  the  next  three  years. 

We  see  a melding  of  many  factors  accelerating 
the  evolution  of  our  health  care  delivery  system: 
too  many  doctors,  too  many  hospitals,  a techno- 
logical explosion,  the  proliferation  of  alternative 
delivery  systems,  a slowing  of  population  growth, 
shrinking  reimbursement,  and  the  willingness  of 
the  general  public  to  assume  responsibility  for  its 
own  health.  Emphasis  on  fitness  and  wellness  is 
increasing.  People  are  smoking  less,  losing 
weight,  and  becoming  more  knowledgeable  about 
health  matters  and  their  own  specific  illnesses. 
Up  to  100  million  people  in  this  country  exercise 
regularly.  Corporate  America  is  investing  in  the 
health  and  wellness  of  its  work  force,  and  now 
receives  a $3  return  for  every  $1  it  invests  in  cor- 
porate health  care.  The  obvious  has  finally  be- 
come obvious:  it  is  cheaper  and  wiser  to  address 
health  matters  before  rather  than  after  the  fact — 
prevention  rather  than  treatment.  A reactive 
mode  has  now  become  proactive. 

It  was  now  time  to  make  Recommendations: 

The  one  concept  that  overrides  the  entire 
process  is  change.  The  willingness  to  recognize 
change,  adapt  to  change,  and  become  flexible  is 
the  key  to  survival  for  the  practicing  physician. 

Three  distinct  categories  of  physicians  have 
evolved  in  relation  to  how  they  view  their  future 
in  medicine. 

• Newly  in  practice  (up  to  five  years).  This 
group  has  “grown  up”  with  what  many  of  us 
would  call  changes.  Priorities  are  different.  A 
balanced  life  style  is  more  important  than  in- 
come. A majority  of  this  group  may  choose  to 
become  partially  or  fully  employed  rather  than 
self-employed. 

• Mid-practice  (5  to  22  years  into  practice). 
This  group  has  seen  the  changes  and  the  evolu- 
tion and  will  be  forced  to  adapt  or  be  left  in  the 
ruins  of  yesterday.  This  group,  more  than  the 
others,  will  have  to  come  to  grips  with  the  chang- 
ing face  of  medicine. 

• Late  practice  (22  years  plus).  This  group 
may  have  a strong  enough  practice  base  and  be 
close  enough  to  retirement  that  they  might  be 
able  to  “cruise  home.”  Little  adaptation  will  be 
necessary. 

There  are  predictable  emotional  responses  to 
change.  Physicians  are  traditionally  a conserva- 
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tive  lot,  especially  southern  physicians.  The  ini- 
tial response  to  change  has  been  denial,  that  what 
we  hear  is  but  empty  and  meaningless  rhetoric. 
Anxiety  and  depression  follow  in  sequence.  This 
is  where  I found  Bill,  and  this  is  where  the  main- 
stream of  doctors  are  today.  The  next  two  stages 
are  anger,  and  then,  finally,  acceptance. 

The  stage  of  acceptance  represents  the  first  real 
step  toward  resolution  of  this  or  any  dilemma. 
Physicians  are  victims,  in  many  different  ways,  of 
their  own  narrow  areas  of  expertise  or  excel- 
lence. We  have  all  been  trained  to  respond  to  a 
set  of  symptoms  or  a disease  process. 

Our  mandate  now  is  to  become  proactive  rath- 
er than  reactive;  to  shape  the  future  rather  than 
respond  to  it.  Lee  Iacocca,  in  his  best-selling  au- 
tobiography, speaks  of  turning  crisis  into  oppor- 
tunity. Mind-set  and  attitude,  more  than  any- 
thing else,  will  forge  the  future  of  today’s 
physicians. 

Education  is  certainly  a key.  Conferences  such 
as  this  one  are  important.  Other  sources  abound, 
from  AM  News  to  coffee  lounge  conversation. 
There  is  no  paucity  of  information  available  to 
each  of  us. 

What  then,  are  some  of  the  trends,  and  how 
will  they  shape  the  future  of  the  practice  of  med- 
icine? 

• HMOs,  IPAs,  PPOs  and  other  prospective 
pricing  delivery  systems  are  here  to  stay.  Experts 
anticipate  up  to  70%  market  penetration  by  1990. 
It  is  important  to  understand  these  delivery  sys- 
tems and  how  they  might  affect  your  practice. 
Physicians  are  being  asked  to  become  partners  at 
risk  in  these  systems;  this  should  be  encouraged. 

• Increasingly,  hospitals  and  physicians  must 
become  partners  for  their  mutual  survival.  Be- 
come more  active  in  and  more  knowledgeable 
about  your  hospital’s  organization  and  manage- 
ment. Your  hospital  has  a wealth  of  information 
that  can  be  helpful  to  you,  as  well  as  resources 
to  enhance  your  practice.  Consider  joint  ven- 
tures with  your  hospitals. 

• Carefully  study  demographic  and  popula- 
tion trends;  they  can  help  you  mold  your  practice 
in  many  advantageous  ways. 

• Understand  marketing.  Medicine  is  the  last 
major  service  industry  in  America  to  become 
market-driven  and  market-oriented.  Advertising 
is  only  a small  part  of  marketing  (clearly,  one 
can  market  his  practice  without  advertising  at  all). 
Be  willing  to  seek  consultants  to  help  you  mar- 
ket. 

• Be  aware  of  costs.  Understand  that  a fair 


price  for  a quality  service  represents  a true  value 
to  your  patient. 

• Realize  that  group  practices  represent  the 
future  of  medicine.  Large  groups  have  significant 
advantages:  to  contract  with  hospitals  or  HMOs, 
to  create  a team  approach  to  care,  to  allow  ac- 
cess to  capital,  and  to  create  economies  of  scale. 
By  1995  very  few  physicians  will  practice  outside 
a group. 

• Change  your  practice  to  respond  to  de- 
mands for  healthier  life  styles,  and  a concept  of 
fitness  and  wellness.  Recognize  the  trend  toward 
ambulatory  and  home  care.  Be  aware  of  the  pub- 
lic’s desire  for  more  medical  information  and  ed- 
ucation. 

• Learn  about  information  and  communica- 
tion systems  and  how  they  can  enhance  your 
practice.  Become  computer  literate. 

Much  fat  has  been  trimmed  from  our  luxu- 
riant health  care  delivery  system  with  little  if  any 
recognizable  drop  in  the  quality  of  health  care 
thus  far.  There  will,  however,  be  a crossover 
point  where  trade-offs  must  occur,  where  diffi- 
cult choices  may  arise.  Physicians  may  be  asked 
to  make  decisions  about  cost  versus  the  quality 
or  quantity  of  care  delivered. 

Be  cognizant  that  quality  is  more  than  correct 
diagnosis  and  proper  treatment.  Our  patients 
judge  the  quality  of  care  we  provide  just  as  much 
as  by  the  “caring”  that  we  show,  by  our  willing- 
ness to  take  the  time.  They  value  the  human 
touch,  the  warmth  and  compassion  that  some- 
time gets  misplaced  along  the  way.  Truly  there  is 
an  art  and  a science  to  the  delivery  of  quality 
medical  care. 

I will  always  have  an  abiding  faith  in  the  phy- 
sician. Despite  his  foibles,  he  is  a rare  breed,  for 
the  most  part  a true  humanitarian  whose  motives 
are  pure  and  whose  reward  derives  from  know- 
ing that  he  is  imbued  with  the  skills  and  knowl- 
edge that  allow  him  an  almost  sacred  privilege — 
that  he  is  entrusted  with  the  health  and  well-being 
of  his  fellow  human  being.  He  will  remain  true 
to  this  trust  so  that  the  quality  of  medical  care 
always  remains  paramount. 

My  message,  therefore,  to  Bill  and  to  you,  is 
clear.  Take  time  to  step  back  and  assess  your  own 
practice  situation;  marshal  your  resources  to 
shape  your  future.  This  is  no  time  for  bunker  or 
ostrich  mentality.  Embrace  change  and  make  it 
your  ally.  As  John  Naisbitt  states  in  Megatrends, 
“Find  the  parade  and  get  in  front  of  it.”  And 
most  importantly,  through  it  all,  continue  to  be 
the  trustee  of  quality  health  care.  /%_.  ^ 
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Special  Item 


What  Will  the  Verdict  Be? 

HARRISON  L.  ROGERS,  Jr.,  M.D. 

President — American  Medical  Association 


Almost  exactly  a year  ago,  I accepted  the 
awesome  responsibility  of  becoming  president  of 
this  Association.  At  that  time,  I said  that  I be- 
lieve my  primary  duty  in  this  office  would  be  to 
represent  you,  the  members  of  this  House,  the 
governing  body  of  the  nation’s  principal  physi- 
cian association.  The  association  that  in  almost 
everyone’s  mind,  inside  and  outside  of  its  mem- 
bership, not  only  represents  the  medical  profes- 
sion of  the  United  States,  but  is  the  medical 
profession  of  the  United  States. 

During  my  year  in  office,  I have  done  my  level 

best  to  carry  out  that  responsibility  as  I saw  it  a 
year  ago  and  as  I still  see  it  today.  I have  repre- 
sented you  before  scores  of  meetings,  and  thou- 
sands of  physicians  from  one  end  of  this  country 
to  another  and  from  its  northern  to  its  southern 
borders.  I have  represented  you  before  medical 
students,  residents,  and  other  young  profession- 
als who  are  just  beginning  their  practice,  i have 
represented  you  before  mature  and  distinguished 
colleagues  who  have  been  a vital  part  of  the 
profession  for  decades.  And,  of  course,  I have 
also  represented  you  before  audiences  of  laymen 
and  before  representatives  of  business,  industry, 
education,  and  government. 

I have  told  all  of  those  audiences  about  this 
House  of  Delegates  and  this  Association,  about 
their  achievements  in  the  past,  their  efforts  in  the 
present,  and  their  goals  and  aspirations  for  the 
future.  But  more  important  is  the  fact  that  dur- 
ing this  year  I have  learned  a great  deal  more 
about  the  physicians  of  this  country  than  1 have 
taught.  I have  gained  much  more  information 
than  I have  imparted.  And  1 have  absorbed  a 
great  deal  more  inspiration  than  I have  been  able 
to  bestow  on  others. 


Presented  to  the  House  of  Delegates  at  the  Annual  Meeting  of 
the  American  Medical  Association,  Chicago,  June  15,  1986. 


I wish  every  one  of  you  could  have  the  oppor- 
tunity to  do  what  I have  done — to  visit  with  all 
of  those  doctors,  young,  old  and  in  between  all 
across  the  country;  to  see  them  in  their  home  en- 
vironment; to  talk  to  them  about  what  is  happen- 
ing to  medical  practice  in  their  communities,  in 
their  counties,  and  in  their  states.  But  since  all 
of  you  can’t  do  that,  I want  to  share  with  you 
some  of  the  things  I have  learned  and  some  of 
the  conclusions  I have  reached  after  very  careful 
consideration  of  my  experiences. 

I could,  of  course,  talk  about  many  of  the  very 
significant  issues  of  the  day  that  will  be  consid- 
ered during  this  House  meeting:  professional  li- 
ability, competition,  governmental  processes, 
regulations  and  laws,  and  so  on.  But  I don’t  want 
to  do  that.  Instead,  I’m  going  to  talk  about  some 
things  that  strike  me  as  more  important  than  any 
of  those,  because  they  are  basic  to  the  very  fab- 
ric of  our  profession  and  of  our  practices. 

I think  the  first  thing  that  all  of  us  who  have 

been  around  for  many  years  must  realize  is  that 
medical  practice  has  changed,  in  both  evolution- 
ary and  revolutionary  ways,  and  furthermore,  that 
it  is  never  going  to  be  what  it  was.  The  changes 
are  going  to  continue  and  increase,  not  diminish. 
We  need  to  stop  talking — indeed,  we  need  to  stop 
thinking — in  terms  of  what  is  traditional  and  what 
is  new,  what  is  alternative  and  what  is  custom, 
and  all  of  the  other  terms  we  use  to  describe  the 
variations.  Terms  that  directly  or  indirectly,  sub- 
tly or  obviously,  rank  them.  There  is  no  such 
thing  anymore  as  a best  or  even  better  way  to 
practice  medicine.  Perfectly  competent,  consci- 
entious doctors  are  practicing  in  solo  or  small 
partnership  offices,  being  paid  a fee  for  each 
service.  Doctors  who  are  just  as  competent  and 
just  as  conscientious  are  practicing  in  shopping 
centers.  They  are  salaried  employees  of  hospitals 
and  other  institutions.  They  are  members, 
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whether  by  contract  or  by  salary,  of  health  main- 
tenance organizations  (HMOs).  They  are  partic- 
ipants in  preferred  provider  organizations  (PPOs), 
negotiating  their  fees  with  a management  service 
rather  than  with  the  individual  patient.  They  are 
in  large  medical  groups  of  single  or  multiple  spe- 
cialties. They  are  practicing  in  hospitals  which 
have  turned  some  of  their  rooms  or  floors  into 
hotels  and  which  have  Wendy’s  or  McDonald’s 
in  their  lobbies  to  help  their  financial  situation. 
They  are  in  joint  business  ventures  with  hospi- 
tals, competing  directly  with  other  hospitals  and 
with  other  physicians.  And,  all  of  them — what- 
ever their  practice  form — are  trying  to  learn  how 
to  take  care  of  patients  who  are  unable  to  pay 
for  everything  they  need  because  their  insurance 
coverage  is  limited,  or  because  their  government 
program  has  been  cut  back,  or  simply  because 
they  do  not  have  insurance. 

It’s  become  my  very  sincere  opinion  that  every 
time  this  House  debates  a subject  relating  to  tra- 
ditional medical  practice  versus  alternative  prac- 
tice, it  alienates  physicians  on  at  least  one  side 
and  perhaps  on  both. 

I think  it’s  important — vitally  important — to 

the  future  of  this  Association  in  its  efforts  to  con- 
tinue attracting  physician  members  that  every- 
thing we  say  from  now  on  relates  to  medical 
practice  . . . period  . . . without  descriptive  ad- 
jectives which,  whether  we  like  it  or  not  and 
whether  we  mean  it  or  not,  automatically  com- 
pliment certain  forms,  while  demeaning  others. 

Fortunately,  the  AMA  has  begun  to  recognize 
that  need  and  to  capitalize  on  its  ability  to  reach 
all  physicians.  For  example,  last  year,  trying  to 
address  the  issue  of  the  changes  in  practice  forms, 
the  AMA  created  a task  force  to  study  physician 
relationships  with  health  care  facilities.  It  was 
designed  to  identify  the  AMA’s  role  in  helping 
doctors,  individually  and  collectively,  whose  pri- 
mary practice  setting  is  other  than  hospitals  or 
individual  offices.  Its  purpose  is  to  find  ways  in 
which  the  AMA  can  help  all  doctors  pursue  their 
profession  to  the  very  fullest  extent,  to  be  sure 
that  no  doctor  believes  himself  or  herself  to  be 
beyond  the  sincere  interest  of  the  profession. 

The  results  and  recommendations  of  that  study 
were  reviewed  by  your  Board  of  Trustees  late  last 
year  and  a report  came  to  this  House  in  Decem- 
ber. One  of  the  concrete  results  was  a national 
forum  for  salaried  physicians,  which  was  held 
yesterday  in  connection  with  this  very  meeting. 
Salaried  doctors  were  selected  for  the  first  forum 


because  of  our  own  findings,  in  our  1983  Socio- 
economic Monitoring  System,  that  23%  of  all 
doctors  are  to  some  degree  employees  of  hospi- 
tals, governments,  and  other  institutions,  that 
39%  of  young  physicians  are  employed,  and  that 
the  most  common  form  of  compensation  for  em- 
ployed physicians  is  a practice  salary. 

Another  wise  step  that  the  AMA  has  taken  is 

the  establishment  three  years  ago  of  the  Hospital 
Medical  Staff  Section,  which  now  represents  more 
than  20%  of  all  the  hospitals  in  the  nation,  and 
consistently  attracts  600  to  700  doctors  to  its 
meetings,  which  are  held  in  connection  with  those 
of  the  AMA  House. 

There  are  all  kinds  of  new  issues  in  the  rela- 
tionship between  doctors  and  hospitals,  one  of 
the  most  important  of  which  is  that  more  than  a 
third  of  the  nation’s  acute  care  hospital  beds  are 
now  owned,  leased  or  managed  by  multi-hospital 
systems,  profit  or  non-profit.  Estimates  are  that 
by  1990  multi-hospital  systems  will  control  more 
than  half  of  the  hospital  beds.  That  isn’t  neces- 
sarily bad.  But  it  means  that  there  are  new  con- 
siderations in  relationships  and  those  considera- 
tions were  what  brought  about  the  Hospital 
Medical  Staff  Section. 

There  are  many  other  practical  ways  in  which 
we  can  help  doctors  with  their  practices  and  with 
their  relationships  with  the  organizations  and  in- 
stitutions with  which  they  are  affiliated.  But  there 
is  a consideration  that  transcends  all  of  the  prac- 
ticalities: I believe  we  have  an  obligation,  a sa- 
cred obligation,  to  expend  every  possible  effort 
to  maintain  the  practice  of  medicine,  not  as  a 
business  but  as  a calling,  not  as  a livelihood  but 
as  a dedication,  not  as  a trade  but  as  an  art  and 
a true  profession.  The  loss  of  those  aspects  of 
medical  practice  is  the  greatest  threat,  not  only 
to  us  and  our  members  but  to  the  people  of  this 
nation,  and  if  we  don’t  do  something  about  it 
there  is  no  one  else. 

Almost  every  force  being  exerted  on  doctors  to- 
day is  pushing  them  away  from  the  professional 
aspects  of  what  they  do  and  toward  the  business 
aspect.  Governmental  DRG  programs,  reduc- 
tions made  in  Medicare  and  Medicaid  benefits 
and  payments,  restrictions  on  private  insurance 
benefits,  pre-admission  certification,  second 
opinion  requirements,  requirements  for  outpa- 
tient and  ambulatory  care,  all  of  those  and  many 
others,  tend  to  make  the  doctor  think  first  about 
the  financial  aspects  of  the  needed  services  and 
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whether  the  patient  or  a third  party  will  be  will- 
ing, or  able,  to  pay  for  them.  The  financial  situ- 
ation of  hospitals  is  putting  pressure  on  many 
doctors  to  give  minimum  care  to  patients  and  to 
discharge  them  earlier  than  before,  so  money  can 
be  saved.  The  capitation  arrangement  of  many 
HMOs  and  PPOs  and  other  negotiated  financial 
arrangements  tends  to  pressure  doctors  to  keep 
patients  out  of  the  hospital  and  to  save  money 
on  all  services  that  are  provided.  In  other  words, 
there  is  a very  real  and  very  serious  movement 
toward  maintaining  a business  ethic  in  the  prac- 
tice of  medicine  rather  than  a professional  eth- 
ic— a movement  toward  protecting  the  owners 
and  shareholders  of  institutions  rather  than  pro- 
tecting patients.  That  kind  of  pressure,  indeed, 
that  kind  of  attitude,  is  not  universal,  but  it  ex- 
ists and  it  seems  to  be  growing. 

Our  surveys  of  physicians  show  that  they  fear 
a lessening  of  quality  care  because  of  financial 
constraints  and  early  discharge.  It  is  up  to  us,  the 
medical  profession,  to  do  everything  we  can  to 
stamp  out  the  reason  for  that  fear  wherever  it 
appears.  Of  course,  we  cannot  do  that  by  decree. 
We  cannot  do  it  by  demand.  We  can  do  it  only 
with  persuasion  and  education. 

We  have  to  reach  the  profession  to  let  doctors 

know  the  dangers  they  face  in  weakening  their 
adherence  to  professional  standards.  We  have  to 
reach  the  public  with  the  equally  important  in- 
formation about  the  danger  to  them,  if  doctors 
are  forced  to  reduce  their  adherence  to  profes- 
sional standards.  One  of  the  most  insidious  things 
about  the  problem  is  that  a great  part  of  the  dan- 
ger does  not  lie  in  anyone’s  intention.  It  comes 
from  the  circumstances  of  many  of  the  forms  of 
medical  practice.  That  seems  particularly  true  of 
such  forms  as  the  shopping  center  clinic,  the 
neighborhood  emergency  care  center,  and  the 
ambulatory  surgery  center.  Many  of  the  patients 
who  choose  such  locations  for  care  very  likely  will 
go  once  and  never  return.  In  contrast  to  the  close 
relationship  that  existed  some  years  ago  between 
the  typical  doctor  and  the  typical  patient,  doctors 
are  now  caring  for  strangers,  and  patients  are 
going  to  strangers  for  care. 

We  have  always  prided  ourselves  on  being  the 
principal  advocates  for  our  patients.  How  can  we 
be  successful  advocates  for  strangers?  And  if  what 
we  have  always  believed  about  the  patient-phy- 
sician relationship  is  even  partially  true,  both  sides 
are  losing  a great  deal  by  not  seeing  each  other 
more  than  once — by  not  having  any  relationship. 
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Another  aspect  of  the  situation  is  that  some 

systems  of  care  limit  the  contact  between  pa- 
tients and  doctors.  In  a large  group,  such  as  an 
HMO,  probably  a PPO,  somebody  else  handles 
all  of  the  details  of  appointments,  payments  and 
so  on.  Doctors  provide  only  the  technical  medi- 
cal service.  They  have  neither  need  nor  oppor- 
tunity to  know  about  the  life  of  a patient,  the 
job,  the  school,  the  family,  the  children,  the  fi- 
nances or  anything  else.  That  kind  of  separation 
is  also  bad  for  the  overall  quality  of  care  if,  in- 
deed, there  is  any  truth  to  the  efficacy  of  a pa- 
tient-physician relationship.  Beginning  with  the 
AMA  and  extending  outward  through  every  oth- 
er national  medical  society,  every  specialty  soci- 
ety, every  state,  regional,  county  and  municipal 
society,  and  to  every  individual  physician  in  this 
country,  we  have  to  find  a way  to  show  society 
that  it  is  we  who  are  primarily  concerned  that  the 
care  delivered  is  of  the  highest  possible  quality 
regardless  of  any  other  circumstance. 

We  must  prove  to  them  that  we  absolutely  re- 
fuse to  compromise  on  that  quality — that  our 
purpose,  our  only  reason  for  existing,  is  to  care 
for  patients  in  their  time  of  need,  whether  it  be 
a relatively  minor  illness  or  a major  catastrophe. 
An  important  aspect  of  getting  that  story  across 
is  for  us  to  continue  what  we  have  been  doing  in 
the  areas  of  advocacy  for  the  profession  and  the 
patient.  We  must  continue  our  work  with  gov- 
ernment. We  must  continue  our  programs  of  co- 
operation and  discussion  with  business  and  in- 
dustry and  all  of  the  other  elements  of  society, 
both  inside  and  outside  of  the  health  care  field. 
But  there  is  something  else  we  can  do. 

We  must  increase  the  visibility  of  physicians  in 

every  community  among  the  citizens  of  that  com- 
munity. Even  those  who  don’t  go  to  a doctor  be- 
cause they  are  lucky  enough  not  to  have  a health 
problem  must  know  that  the  physicians  of  their 
community  are  out  there  pulling  for  them.  One 
way  that  we  can  increase  our  visibility  in  our 
communities  is  by  becoming  more  active,  not  only 
as  doctors,  but  as  citizens.  I believe  that  every 
doctor  ought  to  tithe  his  or  her  time,  giving  10% 
of  his  or  her  time  to  the  betterment  and  welfare 
of  the  community.  On  a voluntary  basis,  doctors 
can  attend  council  meetings  or  school  board 
meetings  to  speak  up  where  matters  of  health  and 
patient  care  are  concerned.  They  can  offer  their 
services  to  voluntary  boards  and  committees.  Or 
their  tithe  of  time  can  be  official.  They  could  run 
for  public  office,  serving  the  city  council,  school 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


board  or  other  community  political  body.  As 
physicians,  all  of  us  take  a considerable  amount 
from  the  community  in  terms  of  a comfortable 
livelihood.  It  is  only  fair  that  we  put  a great  deal 
back  in.  In  this  way  we  add  to  our  visibility  with 
our  patients  and  with  the  people  who  do  not  deal 
with  us  as  patients. 

In  very  informal,  private  conversations  with 

other  doctors  in  a lot  of  different  places,  I have 
proposed  a fantasy  that  I’ll  share  with  you.  It  goes 
like  this:  There  has  never  been  a time  in  the  his- 
tory of  the  medical  profession  when  we  have 
faced  as  many  challenges  as  we  face  today.  Many 
of  them,  in  fact,  will  be  the  subjects  of  resolu- 
tions and  reports  that  this  House  will  consider 
over  the  next  four  days.  But  they  are  also  mat- 
ters that  every  doctor  faces  and  lives  with  in  his 
or  her  practice  every  day.  In  my  fantasy,  the  na- 
tion finally  decides  to  make  an  ultimate  decision. 
As  a medical  profession,  we  are  called  before  the 
bench,  in  the  court  of  public  opinion,  which  is, 
when  all  is  said  and  done,  the  final  arbiter  of 
every  issue  in  this  country.  We  are  brought  be- 
fore it  so  that  a determination  can  be  made,  once 
and  for  all,  whether  doctors  shall  remain  free  to 
practice  the  kind  and  quality  of  medicine  they 
believe  in,  or  whether,  as  a profession,  they  will 
be  turned  into  a regulated  public  utility,  subject 


to  all  of  the  applicable  rules  and  laws. 

When  we  stand  before  that  bench  of  final 
opinion,  I like  to  ask  who  will  stand  with  us?  Will 
we  have  the  support,  for  example,  of  all  of  the 
other  elements  of  the  health  care  field?  Or  will 
they  forsake  us,  deciding  that  it  might  be  a good 
thing  if  we  were  finally  knocked  down  from  our 
high  and  mighty  position.  Will  the  public  be  there 
to  support  us  because  they  know  that  we  have 
always  been  there  to  help  them  and  have  dedi- 
cated ourselves  to  their  care?  Or  will  they  for- 
sake us  because  they  believe  what  our  critics  have 
said  for  so  long — that  our  primary  interest  has 
been  in  making  a great  deal  of  money  for  what- 
ever we  do.  In  a sense,  that  is  a fantasy.  In  an- 
other, it  is  not.  Because  actually,  we  stand  be- 
fore that  court  of  public  opinion  every  day. 
Decisions  are  being  made,  a few  at  a time,  cov- 
ering relatively  small  areas  at  a time. 

But  the  final  result  will  be  the  same.  We  will 

be  a true  profession,  able  to  fulfill  our  purposes, 
only  if  the  people  of  this  country  know  and  more 
important,  if  they  believe,  that  our  success  means 
their  success.  Only  if  they  believe  that  our  wel- 
fare means  their  welfare.  Finally,  only  if  they  be- 
lieve, and  this  is  the  one  that  really  counts,  that 
our  freedom  to  practice  medicine  means  their 
freedom  to  be  cared  for.  r ^ 


THE  UNIVERSITY  OF  TENNESSEE,  MEMPHIS 
75TH  ANNIVERSARY— MEDICAL  ACCOMPLISHMENTS 

A new  publication,  which  traces  the  history  of  U.T.  Memphis  through  the  medical  accomplish- 
ments of  its  faculty  and  alumni,  was  made  available  in  September  1986. 

James  E.  Hamner,  III,  D.D.S.,  Ph.D.,  Assistant  to  the  Chancellor  and  Professor,  Department  of 
Pathology,  U.T.  College  of  Medicine,  wrote  the  book  with  consultation  by  an  advisory  committee 
composed  of  ten  emeritus  faculty  members  from  the  various  U.T.  Memphis  colleges.  Designed  to 
celebrate  U.T.  Memphis’  75th  Anniversary,  the  320-page  hardback  book  published  by  Parthenon 
Press  in  Nashville  includes  a history  of  U.S.  medical  education  prior  to  the  formation  of  the  U.T. 
Medical  Units  in  1911,  the  history  of  how  five  Tennessee  medical  schools  were  merged  between  1911- 
1914  to  form  U.T.  Memphis,  and  an  illustrated  compilation  of  medical  accomplishments  (used  in  its 
generic  sense)  by  U.T.  Memphis  faculty  and  alumni  by  decade  from  1911-1986.  There  are  also  com- 
plete appendiceal  listings  of  all  chancellors,  deans  of  each  college,  alumni  publications,  campus  build- 
ings, etc.  It  contains  240  illustrations,  16  tables,  and  2 maps  with  a foreword  by  Chancellor  James  C. 
Hunt  and  a preface  by  Dr.  Simon  R.  Bruesch. 

Copies  of  the  book  may  be  obtained  from  Dr.  James  E.  Hamner,  III,  U.T.  Memphis,  62  S. 
Dunlap,  Room  507,  Memphis,  TN  38163;  phone  (901)  528-6354.  The  cost  is  $25  per  book  plus  $2 
mailing/handling. 
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Trauma  Rounds 


Repair  of  High  Extracranial  Carotid  Artery  Injury 

WILLIAM  A.  WALKER,  M.D.;  R.  PHILLIP  BURNS,  M.D.;  and 
RICHARD  C.  MORRISON,  M.D. 


Introduction 

Traumatic  aneurysms,  or  lesions  of  the  extra- 
cranial carotid  artery  system,  are  an  uncommon 
vascular  injury  that  may  result  from  either  blunt 
or  penetrating  trauma.  Though  McCollum1  re- 
ported a series  of  37  aneurysms  of  the  extracran- 
ial carotid  artery  during  a 21-year  study  at  Bay- 
lor University,  only  two  were  traumatic  in  origin. 
Rhodes2  reported  a series  of  23  extracranial  ca- 
rotid artery  aneurysms  at  the  University  of  Mich- 
igan during  a 16-year  study,  four  of  which  were 
the  result  of  trauma.  Traumatic  aneurysms,  or 
injuries  of  the  distal  internal  carotid  artery,  pres- 
ent a unique  challenge  to  the  vascular  surgeon, 
the  most  pressing  problems  being  adequate  ex- 
posure and  distal  control. 

Case  Report 

A 28-year-old  woman  arrived  in  the  Emergency  Depart- 
ment after  sustaining  two  gunshot  wounds  to  the  head.  Upon 
arrival,  she  was  awake  and  alert,  with  stable  vital  signs.  One 
entrance  wound  was  found  in  the  right  preauricular  area  and 
one  in  the  right  posterior  cervical  region.  No  exit  wounds 
were  identified,  and  a bullet  fragment  was  palpable  in  the 
soft  tissues  adjacent  to  the  left  mastoid  process.  There  was  a 
hematoma  in  the  right  anterior  cervical  region  which  extend- 
ed medially  and  caused  displacement  of  the  right  tonsillar  pil- 
lar to  the  midline.  The  patient  had  no  neurological  deficit. 
On  skull  x-ray  all  bullet  fragments  were  outside  the  calvar- 
ium. 

Emergency  cerebral  angiography  demonstrated  a persis- 
tant intimal  irregularity  involving  the  extracranial  distal  inter- 
nal carotid  artery  within  2 cm  of  the  base  of  the  skull.  Blood 
flow  past  this  area  was  normal.  The  external  carotid  artery 
was  occluded  above  the  mandible.  The  patient  remained  neu- 
rologically  stable  and  was  subsequently  discharged  home  for 
close  outpatient  follow-up  on  the  11th  hospital  day. 

Two  weeks  later,  on  readmission  for  further  evaluation, 
the  patient  was  asymptomatic  except  for  mild  but  frequent 
headaches.  Physical  examination  was  normal,  with  reduced 
swelling  at  injury  sites.  The  carotid  pulses  were  symmetrical 
and  without  bruit,  and  there  were  no  palpable  masses  on  either 
side  of  the  neck.  Repeat  cerebral  angiography  demonstrated 
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a pseudoaneurysm  of  the  most  distal  aspect  of  the  extracran- 
ial internal  carotid  artery  on  the  right,  with  satisfactory  but 
reduced  flow  past  this  lesion. 

A direct  approach  to  repair  was  deemed  indicated  and 
necessary,  and  under  general  anesthesia,  using  maxillary/ 
mandibular  (full  mouth)  arch  bars  and  manual  anterior  sub- 
luxation of  the  temporomandibular  joint,  the  proximal  ca- 
rotid vessels  were  exposed  by  a vertical  incision  along  the 
anterior  border  of  the  sternocleidomastoid  muscle,  which  was 
extended  superiorly  into  a “lazy  s”  preauricular  incision  for 
additional  exposure.  After  obtaining  proximal  vascular  con- 
trol, dissection  was  carried  distally  along  the  internal  carotid 
artery  to  identify  and  expose  the  12th  cranial  nerve,  which 
was  mobilized  to  facilitate  retraction.  The  posterior  belly  of 
the  digastric  muscle,  the  stylohyoid  muscle,  and  the  stylo- 
glossus muscles  were  all  divided  as  they  were  encountered. 
After  the  ninth  cranial  nerve  was  identified  and  preserved, 
the  styloglossus  and  the  stylopharyngeus  muscles  were  divid- 
ed and  retracted,  exposing  the  internal  carotid  artery  up  to 
the  base  of  the  skull.  The  pseudoaneurysm  measured  approx- 
imately 2 cm  with  a 6-  to  8-mm  distal  cuff  of  extracranial 
artery.  Distal  vascular  control  was  obtained  by  wedging  a Fo- 
garty balloon  in  the  intracranial  portion  of  the  internal  ca- 
rotid artery.  An  extensive  search  for  a suitable  vein  for  re- 
construction had  been  unsuccessful,  presumably  because  of 
previous  intravenous  drug  abuse,  so  that  after  resection  of 
the  aneurysm,  reconstruction  of  the  artery  was  completed  us- 
ing a 6-mm  PTFE  graft.  The  distal  and  proximal  anastomoses 
were  completed  with  interrupted  7-0  and  8-0  monofilament 
suture,  after  which  adequate  flow  through  the  graft  was  not- 
ed. The  divided  muscles  were  reapproximated,  the  wound 
closed  in  layers,  and  the  mandible  was  returned  to  its  ana- 
tomic position  and  secured  in  place  using  the  arch  bars. 

Postoperatively,  the  patient  experienced  no  complica- 
tions, and  remained  neurologically  intact.  The  arch  bars  were 
removed  on  the  tenth  postoperative  day  and  she  was  dis- 
charged shortly  thereafter  for  continued  outpatient  follow-up. 
She  has  remained  neurologically  stable. 


Discussion 

The  mortality  from  untreated  carotid  aneu- 
rysms approaches  70%,  their  natural  course  being 
expansion  with  rupture,  distant  embolization  from 
intramural  thrombus,  or  spontaneous  complete 
occlusion  of  the  artery.3  Surgical  management  of 
carotid  aneurysms  dates  back  to  the  work  of  Sir 
Astley  Cooper,  who  in  1805  ligated  a carotid  ar- 
tery proximal  to  an  aneurysm.  His  first  patient 
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died,  but  a second  patient,  in  1808,  survived  for 
13  years.4  His  work  formed  the  basis  of  surgical 
management  of  carotid  aneurysms  for  over  a 
century,  and  still  has  a limited  place  in  the  cur- 
rent treatment  of  these  lesions.  The  overall  mor- 
tality of  30%  following  ligation  of  the  carotid  ar- 
tery prompted  a search  for  alternative  forms  of 
treatment.5  Wrapping  of  the  aneurysm  with  fas- 
cia or  cellophane  is  no  longer  considered  accept- 
able treatment.3  The  first  resection  of  a carotid 
aneurysm  with  end-to-end  anastomosis  was  re- 
ported by  Shea6  in  1953.  The  first  prosthetic  graft 
replacement  following  carotid  aneurysm  resec- 
tion was  accomplished  by  Beall  et  al7  in  1959. 
Since  1960,  other  authors  have  reported  similar 
success,  and  resection  of  the  aneurysm  with  re- 
construction of  the  artery  is  now  the  treatment 
of  choice.8-9  Reconstruction  may  be  accom- 
plished by  either  direct  end-to-end  anastomosis 
or  insertion  of  an  interposition  graft,  either  het- 
erograft or,  perferably,  autogenous  vein  graft. 

Exposure  and  distal  control  of  lesions  involv- 
ing the  distal  internal  carotid  artery  provide  a 
unique  challenge  to  the  surgeon.  Anatomically, 
the  internal  carotid  artery  initially  lies  posterior 
and  lateral  to  the  external  carotid  artery,  but  be- 
comes increasingly  more  medial  as  the  arteries 
ascend  in  the  neck.  At  lower  levels,  the  internal 
carotid  artery  is  crossed  superficially  by  the  12th 
cranial  nerve,  the  posterior  belly  of  the  digastric 
muscle,  the  stylohyoid  muscle,  and  the  ninth  cra- 
nial nerve.  Near  the  base  of  the  skull,  the  inter- 
nal carotid  artery  is  separated  from  the  more  lat- 
eral external  carotid  artery  by  the  styloid  process, 
the  styloglossus  muscle,  and  the  stylopharyngeus 
muscle.  At  this  point,  the  internal  carotid  artery 
lies  posterior  and  medial  to  the  ramus  of  the 
mandible. 

In  1980,  Fry10  described  an  approach  to  the 
distal  internal  carotid  artery  utilizing  anterior 
subluxation  of  the  mandible.  Subluxation  may  be 
carried  out  using  full  mouth  arch  bars  for  bi- 
lateral mandibular  subluxation,  or  transnasal/ 
circumdentate  (Ivy  loop  method)  or  circuman- 
dibular/transnasal  techniques  for  unilateral  sub- 
luxation. The  latter  two  techniques  are  more  ad- 
vantageous because  of  the  short  amount  of  time 
required.11  The  internal  carotid  artery  emerges 
from  behind  the  ramus  of  the  mandible  with 


anterior  subluxation  and  provides  exposure  of  this 
vessel  up  to  the  base  of  the  skull. 

Distal  vascular  control  of  the  internal  carotid 
artery  may  be  obtained  by  several  methods.  With 
distal  stump  pressures  of  40  to  60  mm  Hg,  sev- 
eral authors  state  that  internal  shunting  may  not 
be  needed.12  A Fogarty  balloon-tipped  catheter 
passed  into  the  cavernous  portion  of  the  internal 
carotid  artery  provides  excellent  distal  vascular 
control  when  inflated.  When  shunting  is  desired, 
a tapered  catheter  wedged  into  the  cavernous 
portion  of  the  artery,  as  described  by  Hershey,13 
or  a catheter  secured  in  position  distally  by  an 
inflatable  balloon,  have  been  successfully  used. 
We  utilized  total  occlusion  without  apparent 
problem,  and  believe  interrupted  fine  suture 
technique  distally  is  preferred  in  this  instance  be- 
cause of  the  size  of  vessel  and  limited  exposure. 

Conclusion 

Traumatic  aneurysms  of  the  distal  internal  ca- 
rotid artery  are  rare  lesions  that  can  challenge 
the  expertise  of  the  vascular  surgeon.  We  have 
employed  anterior  subluxation  of  the  mandible 
for  exposure  of  the  distal  portion  of  the  artery 
and  found  it  to  provide  acceptable  exposure  up 
to  the  base  of  the  skull.  Distal  control  can  be 
achieved  with  balloon  occlusion,  tapered  shunts, 
or  balloon-tipped  shunts,  depending  on  the  clin- 
ical situation.  r y 

REFERENCES 

1.  McCollum  CH,  Wheeler  WG,  Noon  GP,  et  al:  Aneurysms  of  the  extra- 
cranial carotid  artery.  Am  J Surg  137:196,  1979. 

2.  Rhodes  EL,  Stanley  JC,  et  al:  Aneurysms  of  the  extracranial  carotid  ar- 
teries. Arch  Surg  111:337,  1976. 

3.  Thompson  JE,  Austin  DS:  Surgical  management  of  cervical  carotid  aneu- 
rysms. Arch  Surg  74:80,  1957. 

4.  Cooper  A:  Account  of  the  first  successful  operation  performed  on  the 
common  carotid  artery  for  aneurysm  in  the  year  of  1808  with  postmortem  exam- 
ination in  the  year  1821.  Guys  Hosp  Rep  1:53,  1836. 

5.  Winslow  M:  Extracranial  aneurysms  of  the  internal  carotid  artery:  history 
and  analysis  of  cases  registered  up  to  Aug.  1,  1925.  Arch  Surg  13:689,  1926. 

6.  Shea  PC,  Glass  LF,  Reid  WA:  Anastomosis  of  common  and  internal 
carotid  arteries  following  excision  of  mycotic  aneurysms.  Surgery  37:829,  1955. 

7.  Beall  AC,  Crawford  ES,  Cooley  DA,  et  al:  Extracranial  aneurysms  of 
the  carotid  artery.  Postgrad  Med  32:93,  1962. 

8.  Raphael  HA,  Bernatz  PE,  Spittell  JA  Jr,  et  al:  Cervical  carotid  aneu- 
rysms: treatment  by  excision  and  restoration  of  arterial  continuity.  Am  J Surg 
105:771,  1963. 

9.  Webb  RC,  Barker  WF:  Aneurysms  of  the  extracranial  internal  carotid 
artery.  Arch  Surg  99:501,  1969. 

10.  Fry  RE,  Fry  WS:  Extracranial  carotid  artery  injuries.  Surgery  88:581, 
1980. 

11.  Fisher  DF,  Clagett  GP,  Parker  JI,  et  al:  Mandibular  subluxation  for  high 
carotid  exposure.  J Vase  Surg  1:727,  1984. 

12.  Hays  RJ,  Levinson  SA,  Wylie  ES:  Intraoperative  measurement  of  ca- 
rotid back  pressure  as  a guide  to  operative  management  of  carotid  endarterecto- 
my. Surgery  72:953,  1972. 

13.  Hershey  FB:  Operation  for  aneurysm  of  the  internal  carotid  artery  high 
in  the  neck.  Angiology  25:24,  1974. 


638  JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


MRI  Case  of  the  Month 


CHARLES  C.  GAROVICH,  M.D.;  CHARLES  L.  ROBINETTE,  JR.,  M.D.;  and 
EVERETTE  I.  HOWELL,  M.D. 


History 

A 67-year-old  white  man  was  admitted  for  evaluation  of 
a 50-year  history  of  psychiatric  and  personality  disorder.  He 
had  had  headaches  for  “most  of  his  life.”  During  his  present 
admission,  a magnetic  resonance  image  (MRI)  scan  was  or- 
dered to  rule  out  an  organic  cause  for  his  personality  and 
psychiatric  disorder  and  increasing  dementia. 

Please  examine  the  MRI  (Fig.  1)  and  see  if  you  can  arrive 
at  the  correct  diagnosis. 


Discussion 

The  advent  of  MRI  has  radically  altered  the 
evaluation  of  the  neuroaxis,  being  far  superior  to 
CT  in  differentiating  gray  and  white  matter.  This 
is  extremely  useful  in  evaluating  patients  with 
dementia,  since  the  pathologic  processes  causing 
dementia  involve  primarily  the  white  matter.  MRI 
is  also  far  superior  to  CT  in  evaluating  the  spinal 
cord,  brainstem,  and  posterior  fossa  because  it 
does  not  image  cortical  bone,  eliminating  that  ar- 
tifact as  seen  in  CT.  In  addition,  MRI  involves 
no  ionizing  radiation. 

The  present  case  demonstrates  a high-intensi- 
ty  signal  in  the  anterior  third  ventricle,  the  loca- 
tion characteristic  for  a colloid  cyst.  The  colloid 
cyst  is  most  frequently  found  in  adolescence  and 
young  adults,  classically  producing  intermittent 
headaches,  nausea,  and  vomiting  due  to  inter- 
mittent elevation  of  intracranial  pressure  from 
intermittent  obstruction  of  the  foramen  of  Mon- 
ro by  the  cyst. 


From  the  Departments  of  Radiology  (Drs.  Garovich  and  Robin- 
ette) and  Neurosurgery  (Dr.  Howell),  HCA  Park  View  Medical  Cen- 
ter, Nashville,  TN  37203. 


Figure  1.  The  colloid  cyst  (arrow)  is  seen  anteriorly  within  the  third 
ventricle  near  the  foramen  of  Monro.  The  dilated  lateral  ventricle  is 
seen  above  the  colloid  cyst.  A tortuous  basilar  artery  is  seen  anterior 
to  the  brainstem. 


Although  the  age  of  this  patient  is  unusual, 
colloid  cysts  have  been  found  in  elderly  patients, 
and  have  been  associated  with  personality  disor- 
ders. The  advantage  of  MRI  in  this  study  is  the 
ability  to  examine  multiple  imaging  planes,  which 
greatly  helps  in  surgical  planning. 

DIAGNOSIS:  At  surgery,  a colloid  cyst  was 
found.  Postoperatively,  the  patient  progressed 
satisfactorily.  r S 
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Radiology  Case  of  the  Month 


A Patient  With  Bone  Pain 

P.  H.  PATEL,  M.D.  and  SANKAR  LAKSHMAN,  M.D. 


Case  Report 

A 59-year-old  white  man  was  admitted  for  evaluation  of 
upper  gastrointestinal  bleeding.  He  had  been  having  melena 
on  and  off  for  a month.  He  denied  hematemesis  or  any  ab- 
dominal pain.  He  had  an  80  pack/year  history  of  smoking  and 
ingested  aspirin-containing  products.  His  other  symptoms  in- 
cluded cough  with  clear  sputum,  shortness  of  breath,  and  an- 
kle edema.  Physical  examination  revealed  signs  of  congestive 
heart  failure  with  mitral  regurgitation  and  aortic  stenosis. 
Admission  data  revealed  a hemoglobin  of  9.6  mg/dl,  hema- 
tocrit of  29%,  and  an  MCV  of  79  cup.  Upper  gastrointestinal 
endoscopy  revealed  gastritis.  During  hospitalization  the  pa- 
tient also  complained  of  pain  in  his  left  shoulder,  hands,  knees, 
and  feet.  X-rays  of  his  hands,  feet,  and  right  knee  (Figs.  1-3) 
are  shown  for  your  evaluation. 

What  is  your  diagnosis? 

(1)  Pachydermoperiostosis 

(2)  Thyroid  acropachy 

(3)  Acquired  syphilis 

(4)  Hypertrophic  osteoarthropathy 


Figure  1.  X-ray  of  hands. 


From  the  Departments  of  Gastroenterology  and  Radiology,  Vet- 
erans Administration  Medical  Center,  and  the  Department  of  Internal 
Medicine,  East  Tennessee  State  University,  Quillen-Dishner  College 
of  Medicine,  Johnson  City. 

Reprint  requests  to  Division  of  Gastroenterology  (111D),  Veter- 
ans Administration  Medical  Center,  Mountain  Home,  TN  37684  (Dr. 
Patel). 
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Discussion 

These  x-rays  reveal  periosteal  reaction  or  new 
bone  formation.  Periosteal  reaction  is  seen  main- 
ly in  the  metacarpals,  metatarsals,  and  the  fe- 
mur. It  is  thus  a symmetrical,  generalized  perios- 
teal reaction  greater  than  1 mm  in  thickness, 
suggesting  a benign  process.  Such  new  bone  for- 
mation can  be  commonly  seen  in  all  of  the  con- 
ditions mentioned,  and  infrequently  in  other 
conditions  mentioned  in  Table  1.  Thick  undulat- 
ing periosteal  reaction  is  also  commonly  seen  in 
venous  stasis,  but  pain  is  not  a feature  in  this 
condition.  History  and  physical  examination  can 
be  very  helpful  in  differentiating  the  various  con- 
ditions. 

Pachydermoperiostosis,  also  known  as  Tour- 
aine-Solente-Gole  syndrome,  is  a primary  form 
of  hypertrophic  osteoarthropathy.1  It  is  familial 
and  appears  to  be  transmitted  by  an  autosomal 
dominant  gene  with  variable  expression.  Symp- 
toms usually  begin  in  the  second  decade.  These 


Figure  2.  X-ray  of  feet. 
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patients  may  have  digital  clubbing,  recurrent  joint 
effusion,  and  characteristic  facial  features. 

Thyroid  acropachy  occurs  in  hyperthyroidism 
or  Grave’s  disease,  along  with  exophthalmos, 
pretibial  myxedema,  and  other  signs  of  Grave’s 
disease.23  Here  the  periosteal  new  bone  forma- 
tion is  irregular  and  may  have  small  radiolucent 
areas,  giving  it  a bubbled  or  spiculated  appear- 
ance. The  bones  involved  are  mainly  the  meta- 
carpals  and  phalanges,  and  rarely  the  long  bones. 
These  changes  may  occur  years  after  the  onset  of 
hyperthyroidism. 

In  acquired  syphilis,  a history  of  exposure  may 
be  obtained,  and  other  signs  of  syphilis  may  be 
seen.  In  addition,  the  serologic  tests  will  be  pos- 
itive. Other  conditions  mentioned  in  Table  1 may 
also  be  similarly  ruled  out. 

Thus  hypertrophic  osteoarthropathy  is  the  most 
likely  diagnosis.  The  radiologic  appearance  is  very 
characteristic.4  The  new  bone  formation  is  sym- 
metrical, and  appears  first  in  the  area  of  muscu- 
lotendinous insertions  and  distal  diaphyseal  re- 


Figure  3.  X-ray  of  right  knee. 


gions  of  the  long  bones.  These  changes  may  then 
progress  proximally.  The  thickness  of  growth  may 
vary  from  1 to  10  mm.  The  bones  involved  most 
frequently  include  the  tibia,  fibula,  radius,  ulna, 
femur,  humerus,  metacarpal,  and  metatarsal 
bones.  Other  bones  may  be  involved  in  rare  in- 
stances. Although  this  generalized  bone  reaction 


TABLE  1 

BENIGN  CONDITIONS  CAUSING  PERIOSTEAL  REACTION 


Common 

Uncommon 

Adults 

Hypertrophic 

Lupus  erythematosus 

osteoarthropathy 

Polyarteritis  nodosa 

Periostitis  associated  with 

Rheumatoid  arthritis 

vascular  insufficiency 

Reiter's  syndrome 

Thyroid  acropachy 

Psoriatic  arthritis 

Pachydermoperiostosis 

Thermal  injuries 

Acquired  syphilis 

Osteomyelitis 
Widespread  infarcts 
Scurvy 

Infants  and  Children 

Infantile  hyperostosis 

Prematurity 

Hypervitaminosis  A 

Infantile  Hurler's 
Gaucher's  disease 
Histiocytosis 
Rubella 

Healing  Rickets 
Battered  child  syndrome 

Figure  4.  X-ray  of  chest,  PA  view.  Active  infiltrative  changes  are  seen 
within  the  left  upper  lobe  with  loss  of  volume. 
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is  a benign  process,  it  is  usually  associated  with 
other  conditions.5  Bronchogenic  carcinoma  is  an 
important  cause;  10%  of  patients  with  lung  can- 
cer may  have  hypertrophic  osteoarthropathy.6-7 
Thus  a chest  x-ray  should  always  be  obtained  in 
a patient  with  hypertrophic  osteoarthropathy  (Fig. 
4).  Investigations  confirmed  that  this  patient  had 
squamous  cell  carcinoma  of  the  left  upper  lobe 
and  larynx. 

Numerous  other  conditions  can  cause  hyper- 

TABLE  2 

CAUSES  OF  HYPERTROPHIC  OSTEOARTHROPATHY 
AND  CLUBBING 

Symmetrical  Clubbing 

Thoracic 

Pulmonary  (75%-80%) 

Bronchogenic  carcinoma 
Brochiectasis 
Mesothelioma 
Empyema 
Lung  abscess 
Pneumoconiosis 
Pulmonary  tuberculosis 
Thoracic  lymphoma 
Fungal  infection 
Metastatic  tumors  (e.g., 
fibrosarcoma, 
osteosarcoma,  giant  cell 
tumor) 

Tumors  of  the  ribs 
Pulmonary  hemangioma 
Congenital  pulmonary  cyst 
Cystic  fibrosis 
Fibroma  of  the  pleura 
Cardiovascular  (1 0%-1 5%) 

Bacterial  endocarditis 
Aneurysm  of  the  arch  of 
aorta 

Cyanotic  congenital  heart 
disease 

Chronic  congestive  heart 
failure 

Cardiac  tumors 


Unilateral  Clubbing 

Aneurysm  of  the  subclavian  artery,  the  innominate  artery  or  the 
arch  of  the  aorta 
Pancoast’s  tumor 
Lymphangitis 

Brachial  arteriovenous  aneurysm 
Axillary  neoplasms 

Recurrent  subluxation  of  the  shoulder 
Hemiplegia 

Clubbing  Involving  Toes  Alone 

Patent  ductus  arteriosus  with  right  to  left  shunting 

Unidigital  Clubbing 

Trauma 
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trophic  osteoarthropathy  (Table  2).  Hypertroph- 
ic osteoarthropathy  is  also  associated  with  digital 
clubbing  and  synovitis,  also  seen  in  our  patient 
(Fig.  5)  in  fingers  as  well  as  toes.  Clubbing  may 
or  may  not  occur  with  hypertrophic  osteoarthro- 
pathy, and  hypertrophic  osteoarthropathy  may 
occur  without  clubbing,  but  in  most  instances  they 
are  associated. 

Clubbing  is  due  to  bulbous  changes  and  dif- 
fuse enlargement  of  the  terminal  phalanges  of  the 
fingers  and  toes.  Normally,  when  the  nail  bed  is 
observed  from  the  side,  there  is  an  angle  of  about 
160°  between  the  base  of  the  nail  and  the  adja- 
cent dorsal  surface  of  the  terminal  phalanx.  In 
early  clubbing  this  base  angle  is  obliterated,  and 
it  becomes  180°  or  more.  This  is  due  to  increased 
deposition  of  connective  tissue  in  the  nail  bed. 
Round  cell  infiltration,  fibroblastic  proliferation, 
and  dilation  and  thickening  of  the  blood  vessel 
walls  occur,8  and  there  is  also  an  increase  in  the 
distal  digital  soft  tissues. 

In  hypertrophic  osteoarthropathy  there  is  in- 
flammation and  edema  of  the  periosteum  and 
subperiosteal  tissue,8  and  later  there  is  deposi- 
tion of  new  osteoid  beneath  the  periosteum.  This 
osteoid  then  mineralizes,  causing  a new  layer  of 
bone  in  the  areas  mentioned  above.  There  is 
thinning  of  the  cortex  of  the  original  bone,  and 
osteoporosis  of  the  cancellous  portion.  Patho- 
logic fractures  occur  rarely. 

The  pathogenesis  of  hypertrophic  osteoarthro- 
pathy and  clubbing  is  still  unclear,  despite  exten- 
sive research.  Studies  in  a dog  model  and  in  pa- 
tients with  vagotomy  suggest  that  these  changes 
may  be  due  to  a reflex  neural  mechanism,  with 
afferent  fibers  from  the  lesion  (such  as  pulmo- 


Figure  5.  Clubbing  of  the  fingers. 
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Extrathoracic 

Gastrointestinal  (5%-1 0%) 
Chronic  ulcerative  colitis 
Amebic  and  bacillary 
dysentery 
Crohn’s  disease 
Intestinal  tuberculosis 
Multiple  polyposis  of  colon 
Small  bowel  tumors 
Sprue 

Cystic  fibrosis 
Lymphoma  of  the  small 
bowel 

Whipple’s  disease 
Carcinoma  of  the  colon 
Esophageal  polyps 
Hepatic 

Cholangiolytic  biliary 
cirrhosis 
Hepatoma 
Portal  cirrhosis 
Secondary  hepatic 
amyloidosis 

Miscellaneous  (5%-10%) 
Carcinoma  of  the 
nasopharynx 
Thymoma 
Renal  carcinoma 
Myxedema 
Pregnancy 


nary  lesions)  passing  through  the  vagus  nerve.9 
This  may  also  explain  why  hypertrophic  osteoar- 
thropathy and  clubbing  occur  in  diverse  thoracic 
and  abdominal  conditions.  In  a few  patients  va- 
gotomy has  brought  about  both  improvement  in 
symptoms  and  regression  of  the  hypertrophic  os- 
teoarthropathy and  clubbing.  Other  proposed 
pathogenetic  mechanisms  include  tissue  anoxia, 
substances  elaborated  by  tumors  causing  the  par- 
aneoplastic syndromes,  circulating  tumor  im- 
mune complexes,  and  a role  for  prostaglandins. 

Hypertrophic  osteoarthropathy  may  precede 
the  symptoms  of  the  associated  disease  by  as 
much  as  18  months.10  Thus  although  hypertroph- 
ic osteoarthropathy  can  be  familial  or  idiopathic, 
a cause  should  always  be  sought. 


DIAGNOSIS:  (4)  Hypertrophic  osteoarthropa- 
thy. CZZ? 
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Health  and  Environment  Report 


Tennessee’s  School  Health  Program 

SUZANNE  M.  ROTHACKER,  R.N.,  Ph.D. 


The  fourth  year  of  the  Tennessee  Healthy 
Children  Initiative  began  in  July  1986  with  the 
newly  initiated  School  Health  Program,  a collab- 
orative effort  involving  regional  and  local  public 
and  private  health  care  providers,  local  school 
personnel,  parents,  and  communities.  In  keeping 
with  the  thrust  of  the  Healthy  Children  Initia- 
tive, the  new  School  Health  Program  focuses  on 
primary  prevention  and  begins  in  the  kindergar- 
ten and  elementary  grades.  The  Regional  School 
Health  Plans  for  1986-1987  address  the  needs  of 
students  in  these  early  grades,  although  some  re- 
gions have  included  students  in  other  grades  in 
their  special  projects. 

Each  of  the  13  regions  of  the  Tennessee  De- 
partment of  Health  and  Environment  has  sub- 
mitted a Regional  School  Health  Plan  addressing 
the  goals  and  objectives  listed  below.  Each  re- 
gion has  three  new  state  positions,  which  are 
being  used  to  form  a school  health  team  in  the 
target  area.  At  least  two  of  these  positions  are 
nursing  positions;  the  third  position  varies  with 
regional  needs  from  a health  educator  to  a med- 
ical social  worker  to  another  public  health  nurse. 
These  individuals  function  as  a team  rather  than 
as  separate  individuals  working  apart  from  each 
other.  Since  an  optimal  school  nurse  to  student 
ratio  is  judged  to  be  between  1:750  and  1:1500, 
each  region  is  using  its  team  of  three  nurses  to 
provide  a comprehensive  school  health  program 
to  2,250  to  4,500  children. 

A variety  of  approaches  and  emphases  are 
represented  by  the  various  plans  developed  by 
each  of  the  regions.  The  first  program  year  in- 
volves a limited  number  of  schools  as  selected  by 
each  region.  Basic  goals  and  objectives  include 
• assisting  communities  in  identifying  their 
own  school  health  needs  and  in  developing 
community-specific  responses  to  these  needs, 
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• working  with  schools  to  prevent  as  many 
health  problems  as  possible  and  to  assure 
early  intervention  when  problems  are  iden- 
tified, 

• supporting  teachers  in  teaching  the  health 
education  curriculum,  and 

• demonstrating  the  effectiveness  of  specific 
health  promotion  models  in  improving  se- 
lected areas  of  health  knowledge  or  health 
behaviors. 

Several  special  projects  have  been  developed 
to  demonstrate  effective  strategies  for  delivering 
health  services  and  health  education  in  Tennes- 
see schools.  In  Memphis/Shelby  County  a com- 
prehensive school-based  health  clinic  (including 
prenatal  care  services)  has  been  started  at  Book- 
er T.  Washington  High  School.  Chattanooga/ 
Hamilton  County  is  producing  a series  of  public 
television  programs  for  parents,  teachers  and 
students  about  family  life  education.  Tennessee’s 
Southwest  Region  developed  a program  to  pro- 
vide community  health  education,  including  peer 
counseling  activities,  to  teenagers  in  primarily 
nonwhite  areas.  The  focus  of  the  latter  program 
is  teen  pregnancy  prevention  and  counseling,  and 
referral  and  follow-up  for  pregnant  teens.  Ten- 
nessee’s Mid-Cumberland  Region  is  providing 
school  health  services  for  multiple-handicapped 
and  chronically  ill  children  at  the  Warf  School  in 
Dickson  County.  Knox  County  is  expanding  the 
Students  Against  Drunk  Driving  program  to  ten 
additional  high  schools.  All  of  these  projects  in- 
clude monies  for  additional  personnel  in  order  to 
make  them  operable. 

The  key  person  in  the  entire  effort  is  the  school 
health  nurse.  Her  activities  include  screening  and 
referral  for  health-related  problems,  manage- 
ment of  communicable  diseases,  consultation  with 
school  personnel  on  obtaining  appropriate  health 
care  for  children  with  special  health  needs,  con- 
sultation with  school  systems  on  development, 
implementation,  and  evaluation  of  school  health 
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policy,  and  assistance  to  school  personnel  teach- 
ing the  mandatory  health  education  curriculum. 
Other  health  personnel  (physicians,  dentists, 
health  educators,  nutritionists,  immunization 
representatives,  speech  pathologists,  and  audiol- 
ogists) also  have  important  roles  to  play  in  im- 
plementing the  new  School  Health  Program. 
Physicians,  especially,  are  encouraged  to  work 
with  the  local  school  health  committee  in  order 
to  develop  an  open  communication  system  re- 
garding the  physical  and  psychological  needs  of 
school  age  children. 

All  Regional  School  Health  Programs  are 
being  evaluated  according  to  two  major  outcome 
measures  and  four  major  process  measures.  These 
measures  have  been  selected  to  accompany  the 
goals  and  objectives  listed  above.  The  outcome 
measures  are  reduction  in  chronic  health-related 
student  absenteeism  and  improvement  in  select- 


ed areas  of  health  knowledge  or  health  behavior. 
The  process  measures  include  completion  of  a 
school  health  needs  assessment  including  number 
of  recommended  actions  taken;  number  and  kind 
of  health  problems  identified  by  school  health 
staff  through  screenings,  referrals,  or  other 
mechanisms,  and  percentages  of  identified  prob- 
lems resolved  appropriately;  percentage  of  ap- 
propriately immunized  school  children;  and  num- 
ber and  kind  of  teacher  assistance  activities 
carried  out  with  respect  to  the  health  education 
curriculum. 

In  summary,  the  statewide  School  Health  Pro- 
gram was  begun  in  the  summer  of  1986  with  re- 
gional and  central  office  staff  persons  working 
closely  together.  The  first  year  of  the  program  is 
being  treated  as  a developmental  year.  A more 
formal  and  structured  program  can  then  be 
planned  for  1987-1988.  r~  ^ 
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Loss  Prevention  Case  of  the  Month 


Good  Rapport  and  Good  Record: 
Antidote  for  Litigation 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A gravida  3,  para  3 in  her  mid-40s  had  been  experiencing 
low  abdominal  pain,  bloating,  headaches,  menstrual  dysfunc- 
tion, and  occasional  hot  flashes  for  some  time;  she  suspected 
menopause  as  a cause  for  her  complaints,  and  sought  the 
services  of  her  gynecologist.  On  examination  she  was  found 
to  have  a uterus  that  was  of  13  weeks  gestational  size  and 
slightly  irregular.  Because  of  her  menstrual  dysfunction,  in- 
termittent abdominal  pain,  and  enlarged  uterus  suggesting  a 
symptomatic  uterine  myoma,  an  abdominal  hysterectomy  was 
recommended. 

The  patient  desired  to  discuss  this  with  her  husband,  and 
they  both  returned  to  the  gynecologist’s  office  where  the  pro- 
cedure was  explained  including  the  risks  and  benefits  of  sur- 
gery. Complications  such  as  infection,  thrombo-embolus,  and 
risks  of  anesthesia  were  discussed.  Following  this  discussion, 
the  patient  agreed  to  the  procedure. 

The  surgery  was  smooth  and  straightforward,  with  the  ex- 
ception of  ligation  of  the  lower  cardinal  ligament  on  the  right 
side.  During  this  phase  of  the  procedure  two  sutures  consec- 
utively broke.  The  first  time,  the  tissue  could  be  grasped 
without  moving  the  second  clamp,  but  the  second  time  the 
clamp  had  to  be  repositioned. 

The  first  postoperative  day  the  patient  had  an  elevation 
of  her  temperature  to  102°F,  thought  perhaps  to  be  due  to 
some  cuff  cellulitis  for  which  she  was  placed  on  antibiotic 
therapy  with  defervescence.  She  also  complained  of  cramping 
mid-abdominal  and  lateral  abdominal  pain,  however,  the 
etiology  of  which  was  uncertain.  It  was  originally  thought  to 
be  due  to  the  incidental  appendectomy,  which  was  retroper- 
itoneal. 

When  the  pain  continued,  an  intravenous  pyelogram  (IVP) 
was  ordered,  and  was  interpreted  by  a radiologist  as  showing 
a partial  obstruction  of  the  distal  right  ureter  with  mild,  right- 
sided hydronephrosis.  This  was  explained  to  the  patient  as 
being  due  to  some  postoperative  intrabdominal  edema.  The 
patient  was  anxious  to  go  home,  and  since  her  pain  was  easily 
controlled  with  oral  medication,  she  was  discharged  with  in- 
structions, and  an  appointment  to  consult  a urologist. 

Following  discharge,  the  gynecologist  met  one  of  his  urol- 
ogist colleagues  in  the  hall  the  following  day  and  they  went 
over  the  films  together.  The  urologist  didn’t  think  there  was 
much  evidence  of  obstruction,  but  thought  it  represented 
chronic  nephritis,  and  recommended  a repeat  IVP  within  two 
months.  There  was  no  further  discussion. 

At  the  two-month  postoperative  visit  a repeat  IVP  re- 
vealed a nonfunctioning  right  kidney,  and  the  patient  was  re- 
ferred to  the  urologist  immediately  for  a formal  consultation. 
The  urologist  reviewed  the  original  films,  and  indeed  found 
the  right  kidney  nonfunctioning;  he  had  no  choice  but  to  rec- 
ommend a nephrectomy.  At  surgery,  the  right  ureter  was 
found  ligated  low  on  the  right  side. 

Dr.  Avery  is  medical  director  for  Continuing  Medical  Education, 
St.  Thomas  Hospital,  Nashville. 


Loss  Prevention  Comments 

Retrospective  analysis  of  this  case  suggests 
several  areas  where  one  would  strongly  suspect 
physician  negligence.  First,  it  could  be  said  that 
the  etiology  of  the  postoperative  fever  (102°F) 
was  not  thoroughly  investigated,  and  second,  one 
might  complain  that  the  opinion  of  the  radiolo- 
gist was  not  pursued  aggressively  with  retrograde 
pyelography  to  more  precisely  determine  the 
condition  of  the  right  ureter  and  kidney.  Third, 
the  “informal”  consultation  was  not  document- 
ed; this  might  have  supported  the  management 
by  the  gynecologist.  Fourth,  the  urologist  could 
possibly  be  criticized  for  not  suggesting  more  ag- 
gressive evaluation  of  this  patient’s  condition. 

Since  no  claim  was  pressed  in  this  case,  we 
can  conclude  that  the  physician/patient  relation- 
ship was  strong  enough  to  negate  any  feelings  of 
anger  on  the  part  of  this  patient  despite  the  pos- 
sibility that  on  retrospective  analysis  someone 
could  contend  that  both  the  gynecologist  and  the 
urologist  should  have  made  different  decisions  in 
the  management  of  this  case.  WHY? 

First,  the  gynecologist  presented  to  both  the 
patient  and  her  husband  the  necessary  informa- 
tion to  allow  them  to  become  partners  with  him 
in  the  management  of  his  patient.  Second,  the 
procedure  was  described  and  risks  were  openly 
discussed.  Sufficient  time  was  given  the  patient 
and  her  husband  to  allow  for  an  informed  patient 
decision.  Third,  the  doctor  patiently  handled  the 
questions  they  raised  both  preoperatively  and 
postoperatively.  Fourth,  the  medical  record  sub- 
stantiated a reasonable  approach  to  diagnosis  and 
treatment,  including  the  process  of  informed 
consent,  even  though  specific  reference  to  uri- 
nary tract  injury  was  not  documented. 

The  prevention  of  malpractice  litigation,  even 
in  the  face  of  possible  mistakes  of  management, 
depends  primarily  on  a good  physician/patient 
relationship  and  good  medical  record.  r s’ 


646 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


pre/kJent*/ 

pogc 


James  R.  Royal 


Responsibility — Opportunity  1986 

When  you  read  this  we  will  be  very  close  to  a very  important,  maybe 
crucial,  time  in  Tennessee — the  1986  elections.  The  manner  in  which  our 
profession  will  be  practiced  will  be  affected  to  a marked  degree  by  this  elec- 
tion. It  is  probably  the  most  important  election  in  our  working  lives. 

We  will  be  electing  a new  governor,  a complete  House  of  Representa- 
tives, and  half  a Senate.  The  House  will  elect  a new  speaker  and  possibly 
the  Senate  will  elect  a new  leader — the  lieutenant  governor.  The  leadership 
and  membership  of  many  committees  will  change.  Much  of  our  legislative 
agenda  will  be  affected  by  these  changes.  If  we  are  to  have  any  effective 
input  into  health  legislation,  we  must  get  involved  in  this  election,  both  at 
the  local  and  the  state  level. 

Also,  our  representatives  we  send  to  Washington  will  be  considering  many 
proposals  which  will  have  a direct  impact  on  the  medical  profession  and  how 
we  are  allowed  to  practice  it.  We  must  make  sure  that  the  ones  we  send  are 
friendly — or  at  least  not  unfriendly — to  our  cause. 

This  year  we  have  a great  opportunity  to  have  a real  impact  on  health- 
related  legislation.  We  can  also  have  some  impact  on  tort  reform  to  help 
relieve  us  of  some  of  the  problems  of  the  liability  insurance  crisis.  Drug 
abuse,  public  safety,  environmental  problems,  and  many  other  health-relat- 
ed items  will  be  subjects  for  debate  and  legislation  this  year.  Our  input  will 
be  vital. 

We  as  physicians  and  good  citizens  must  get  more  involved  at  the  local, 
state,  and  national  levels.  We  must  pick  our  candidates  carefully  and  then 
work  to  elect  them.  We  see  thousands  of  people  daily  who  come  to  us  be- 
cause they  respect  and  trust  our  abilities  and  judgment.  We  can  tell  them 
our  story  and  ask  them  to  support  those  who  will  give  us  the  best  health 
care  for  our  people.  Our  spouses  and  our  families  should  get  involved  in 
electing  a friendly  Washington  delegation,  State  House,  Senate,  and  gover- 
nor. 

With  two  good  and  well-qualified  candidates  for  governor  we  can't  lose. 

So  pick  your  candidate  and  work  for  him. 

Your  IMPACT  Board  has  been  actively  involved  in  many  races  and  has 
financially  aided  many  friendly  candidates,  but  it  is  impossible  to  be  in- 
volved in  every  race.  If  you  have  not  already  joined  IMPACT,  it’s  not  too 
late.  Join  us  now. 

Individual  physicians  in  each  district  can  affect  the  outcome  of  almost 
every  race  if  they  become  involved. 

I’m  looking  forward  to  the  next  four  years.  I sincerely  believe  we  have 
the  obligation  and  the  golden  opportunity  to  make  a real  impact  on  the 
future  of  the  medical  profession  in  Tennessee.  Let’s  go  to  work! 

I : 
, | 


journal  of  the 

«enne//ee 

msdkal  a/zockiHon 

PUBLISHED  MONTHLY 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL 
PROFESSION  OF  TENNESSEE 

OFFICE  OF  PUBLICATION:  112  LOUISE  AVENUE, 
NASHVILLE,  TN  37203 

JOHN  B.  THOMISON,  M.D.,  EDITOR 

ADDISON  B.  SCOVILLE,  JR. , M.D.,  ASSOCIATE  EDITOR 

JEAN  WISHNICK,  MANAGING  EDITOR 

Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1 103,  Act  of  October  3,  1917, 
authorized  July  15,  1932 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire 
merely  giving  credit  to  this  publication 


Address  papers,  discussions  and  scientific  matter  to 
John  B Thomison,  M.D.,  Editor,  P O Box  70, 
Nashville,  TN  37202 

Address  organizational  matters  to  L Hadley  Williams, 
Executive  Director,  1 12  Louise  Avenue,  Nashville,  TN  37203 

COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

OSCAR  M McCALLUM,  M D , Chairman,  Henderson 

SIDNEY  L.  BICKNELL,  M D , Jackson 

CLAUDE  H CROCKETT  JR  . M D , Bristol 

WINSTON  P CAINE,  M D , Chattanooga 

TEDW,  HILL,  M D , Gallatin 

FRANCIS  W GLUCK,  JR.,  M.D.,  Nashville 

JOHN  B THOMISON,  M D , Nashville,  Ex-Officio 


OCTOBER,  1986 


editorial/ 


Let  Your  Mind  Alone 

Be  not  drunk  with  wine,  but  be  filled  with  the  Spirit. 

Ephesians  5:18 

I saw  the  other  day  where  for  output  alone, 
Bombay,  India  is  the  film  capital  of  the  world, 
having  for  some  time  now  supplanted  Hollywood 
for  that  title.  Other  Indian  cities  also  have  a sig- 
nificant film  output.  Though  perhaps  it  is  the 


other  way  around,  the  natural  corollary  is  that 
the  Indian  public  is  the  world’s  most  avid  con- 
sumer of  the  movies.  The  reason  given  for  this  is 
that  life  in  India  is  so  drab,  not  to  say  horrid, 
that,  good  Hindus  that  they  are,  they  escape  into 
the  spirit  world  of  the  make-believe,  the  heady 
vapors  of  the  vine  and  its  nirvana  being  pro- 
scribed. 

Ever  since  the  caveman  watched  the  birds  be- 
coming besotted  as  they  pecked  away  at  rotten 
cherries  or  some  such,  the  human  being  has  been 
monkeying  around  with  his  mind  in  one  way  or 
another.  Some  of  the  American  Indians  found 
that  by  way  of  its  mescaline  content,  cactus  juice 
from  the  peyotl  helped  them  commune  with  the 
spirits,  not  all  of  them  friendly.  The  Chinese  took 
the  same  course  with  seeds  of  the  poppy.  De- 
spite strictures  placed  upon  such  practices  by 
various  religions,  the  sage  advice  contained  in  the 
title  of  the  book  by  James  Thurber  that  heads 
this  piece  has  been  widely  ignored  in  all  times 
and  places.  Other  religions  have  confined  such 
practices  to  ritual.  Whether  the  spirits  that  are 
released  by  them  emanate  from  the  nether  parts 
of  the  universe  or  simply  from  the  nether  parts 
of  the  participant’s  mind  has  been  widely  disput- 
ed; nevertheless,  those  shades  are  real  enough  to 
the  participants,  and  may  be  both  physically  and 
mentally  destructive,  and  not  just  to  the  partici- 
pant, either,  but  through  him  to  his  environment 
as  well. 

Though  there  have  always  been  in  Western 
culture  a few  devotees  of  the  derivatives  of  hemp, 
cocoa,  and  the  poppy,  mostly  through  travel  to 
exotic  places,  the  West  has  stuck  mostly  to  alco- 
hol to  fend  off  the  snake  and  heal  its  bite,  pos- 
sibly because,  unlike  other  drugs,  alcohol,  used 
in  moderation,  affords  gastronomic  delight  of 
such  magnitude  that  it  has  evoked  such  maxims 
as  “a  meal  without  wine  is  like  a day  without 
sunshine.”  Notwithstanding  such  a superb  rec- 
ommendation, it  will  still  call  up  the  devil  if  giv- 
en half  a chance. 

As  though  alcohol  were  not  bad  enough,  a 
couple  of  decades  or  so  ago  a breed  of  disaffect- 
ed youth  generically  characterized  as  hippies  in- 
troduced, among  other  execrable  practices,  pot 
smoking.  The  active  principle  of  marijuana,  or 
cannabis,  is  extracted  from  hemp,  which  one  way 
or  another  gives  one  enough  rope  to  hang  him- 
self, so  to  speak.  Cannabis  has  been  used  ritually 
by  Indians  in  Mexico  for  centuries,  and  the  habit 
was  brought  up  into  California  by  the  “move- 
ment,” from  there  to  spread  over  the  country. 
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Perhaps  we  can  take  some  comfort  in  a report 
by  the  Pentagon  that,  based  on  a questionnaire 
answered  by  17,000  officers  and  enlisted  men, 
marijuana  use  has  fallen  to  9%  from  27%  six 
years  ago.  On  the  other  hand,  perhaps  there  isn’t 
much  comfort  there.  The  military  service  is  a 
bummer  anytime,  and  in  peacetime  it  is  unques- 
tionably boring.  Necessarily  separated  from  our 
families  when  I was  in  the  service  40  years  ago, 
we  spent  many  of  our  off-duty  hours  in  the  inglo- 
rious pursuit  of  the  artificial  sunshine  of  Gin 
Lane.  It  is  something  of  a wonder  that  most  of 
us  recovered  from  the  sunburn.  If  the  incidence 
of  pot  smoking  is  down,  we  veterans  must  won- 
der what  is  taking  its  place,  and  hope  it  is  noth- 
ing worse  than  alcohol.  The  President’s  drug 
screening  program  makes  a lot  of  sense.  Though 
terribly  destructive  to  some,  and  though  who  the 
“some”  are  is  generally  inapparent  until  it  is  too 
late,  for  most  people  alcohol  is  not  particularly 
addicting;  the  same  cannot  be  said  for  the  other 
“junk,”  which  hooks  all  comers. 

Sherlock  Holmes  is  sometimes  used  as  an  ex- 
ample of  what  cocaine  can  do  for  you — to  show 
that  it  can  sharpen  your  wits.  If  I read  my  Holmes 
correctly,  he  took  to  the  cocaine  only  after  a case 
was  solved — never  during  it.  That's  in  the  first 
place  (or  maybe  it’s  the  second).  The  other  place 
may  be  the  more  important,  which  is  that  Sher- 
lock Holmes  is  a piece  of  fiction.  I really  think 
there  is  not  much  evidence  that  cocaine,  aside 
from  limited  medical  use,  has  ever  done  anything 
to  help  anyone;  contrariwise,  there  is  a wealth  of 
documentation  of  what  it  has  done  to  destroy  its 
victims. 

You  will  understand,  of  course,  that  when  I 
say  the  world  is  spinning  faster  and  faster  and 
threatening  to  throw  us  off,  I am  not  speaking  of 
real  estate.  There  are  not  many  heads  that  are 
sharp  enough  to  guide  it  even  when  they  are  clear; 
it  takes  a clear  head  these  days  just  to  hang  on. 
The  Apostle  Paul,  who  admonished  the  Ephe- 
sians not  to  be  drunk  with  wine  but  to  be  filled 
with  the  Spirit,  also  bore  witness  that  we  do  not 
wrestle  with  flesh  and  blood,  but  with  powers  and 
principalities.  You  do  not  even  have  to  believe 
in  a spirit  world  at  all  to  appreciate  the  wisdom 
of  that  observation.  Regardless  of  their  source, 
evil  spirits  in  multitudes  are  being  released  by  the 
tinkering  we  do  with  our  minds,  largely  in  the 
name  of  recreation. 

Some  of  us  believe  it  is  possible  to  go  to  the 
devil  for  eternity;  others  do  not.  All  of  us, 
though,  should  know  that  one  does  not  have  to 


wait  that  long,  and  that  there  are  many  seeming- 
ly harmless  ways  to  get  there.  Things  are  seldom 
so  bad  that  they  can’t  get  worse,  and  it’s  easy 
enough  for  them  to  get  that  way  by  themselves 
without  being  helped  along.  I am  not  sure  that 
as  physicians  we  do  all  we  should  to  convince  the 
public  that  that  is  so.  I see  a lot  about  what  law 
enforcement  officials,  corporate  executives,  and 
governmental  people  are  doing  and  saying  to 
ward  it  off.  We  should  be  more  in  evidence,  I 
think,  in  telling  people  to  let  their  minds  alone. 

J.B.T. 


On  a Clear  Day — 

If  you  can  meet  with  triumph  or  disaster 

And  treat  those  two  impostors  just  the  same  . . . 

Yours  is  the  earth,  and  everything  that’s  in  it  . . . 

“If” 

— Rudyard  Kipling 

. . . Time  and  chance  happeneth  to  them  all. 

Ecclesiastes  9:11 

One  of  the  major  tenets  on  which  I have  al- 
ways operated  is  that  disaster  lurks  around  every 
corner;  that  way,  one  is  pleased  when  things  go 
right,  and  not  surprised  when  they  don’t.  It  ob- 
viates a lot  of  recriminations,  and  contributes  a 
whole  lot  to  one’s  equinimity — provided,  of 
course,  one  can  keep  that  in  mind.  That  time  and 
chance  happen  to  us  all  is  almost  as  hard  to  re- 
member in  triumph  as  in  disaster  (in  context,  the 
preacher  was  commenting  that  the  race  is  not 
necessarily  to  the  swift  or  the  battle  to  the 
strong).  It  all  seems  fairly  obvious  when  it  doesn’t 
matter,  though  less  so  when  it  does. 

Glacier  Bay  is  surely  one  of  the  natural  won- 
ders of  the  world.  For  one  thing,  it  did  not  even 
exist  200  years  ago  when  George  Vancouver  first 
explored  the  area.  It  was  just  one  big  ice  floe. 
The  16  active  tidewater  glaciers  that  empty  into 
the  bay  have  been  receding  ever  since,  until  a 
couple  of  the  larger  ones  recently  began  to  grow 
again — one  of  them  at  the  amazing  speed  of  43 
feet  a day  in  the  past  few  months.  Though  that 
sounds  like  a lot,  one  has  to  keep  in  mind  the 
vast  distances  in  the  area.  Some  of  the  glaciers 
are  as  much  as  two  miles  across  and  more  than  a 
thousand  feet  deep.  Glacier  Bay  is  in  little  dan- 
ger of  being  filled  in  again  during  the  foreseeable 
future — keeping  in  mind,  of  course,  that  time  and 
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chance  happen  to  it,  too,  and  that  a few  years 
more  or  less  is  nothing  more  than  yesterday  when 
it  is  past.  That  neither  Glacier  Bay  nor  God  care 
whether  it  is  filled  in  or  not  is  also  one  of  those 
things  that  is  sometimes  too  much  for  our  limited 
comprehension. 

The  relative  warmth  of  the  water  and  air  tend 
to  rot  the  ice  so  that  fracturing  of  the  ice  wall 
leads  to  calving,  the  rather  obvious  term  applied 
by  whalers  to  iceberg  formation.  It  also  tends  to 
make  steam,  which  can  obscure  all  that  magnif- 
icence and  make  sightseeing  chancy,  not  to  say 
negligible.  Some  of  the  more  spectacular  vistas 
are  often  unavailable  to  ships  because  their  ac- 
cess is  blocked  by  icebergs.  The  whole  area  is 
accessible  only  by  water  or  air,  and  by  water  from 
only  about  May  to  September,  since  though  the 
deeper  water  remains  at  about  40°F,  the  surface 
freezes  over.  In  fact,  the  whole  Alaskan  panhan- 
dle has  only  water  and  air  transportation;  no 
roads  connect  Ketchikan  and  Juneau  with  the 
outside  world.  Juneau  has  100  inches  of  snow  and 
90  inches  of  rain  each  year.  On  the  coast,  where 
Ketchikan  and  Sitka  are  located,  the  Japan  cur- 
rent moderates  the  temperature  so  that  there  is 
less  snow — it  mostly  just  rains.  There  was  a post- 
card in  a Ketchikan  shop  showing  a lady  in  a yel- 
low slicker  standing  in  the  pouring  rain,  being 
told  by  a small  boy,  “I  don’t  know,  lady.  I’m 
only  five  years  old.”  That’s  the  bad  news;  it 
makes  recommending  an  Alaska  cruise  hazard- 
ous. 

The  good  news,  though,  is  that  when  fair 
weather  prevails,  as  it  did  for  us,  the  splendor  of 
the  Inside  Passage  and  Glacier  Bay  is  matchless. 
Glacier  Bay  performed  for  us  in  what  the  park 
ranger  who  accompanied  us  referred  to  as 
“mountain-clear”  weather,  indicating  that  all  the 
mountaintops  were  visible.  Indeed,  the  sky  was 
cloudless  and  the  air  crisp  and  clear  at  46°F,  with 
a stiff  breeze  that  kept  the  water  swept  clean  of 
mist  and  haze.  Whales  frolicked  in  the  early  light 
at  Glacier  Bay’s  entrance,  and  sea  gulls,  which 
nest  alongside  the  glaciers,  fished  assiduously  in 
swarms  along  the  glaciers’  face  as  falling  ice 
stunned  the  fish  below.  In  the  ten  days  we  spent 
along  the  usually  rainy  West  Coast,  Seattle’s 
snowy  Mount  Rainier  sparkled  in  pristine  air,  and 
in  quaint  Victoria,  with  its  incomparable  But- 
chart  Gardens,  in  lovely  Vancouver  and  Expo  ’86, 
over  Juneau’s  icefields,  and  in  rainy  Ketchikan, 
historic  Sitka,  the  former  Alaskan  (and  the  old 
Russian)  capital,  and  incomparable  Linn  Canal 
topped  by  Skagway,  the  entrance  to  the  Klon- 
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dike,  we  saw  no  rain  and  few  clouds.  Except  for 
our  few  hours  in  Juneau  we  experienced  no 
cloudy  days.  What  a difference  a week  makes. 
The  tour  the  previous  week  had  had  incessant 
rain  and  fog. 

That  time  and  chance  do  happen  to  us  all  was 
never  more  apparent  to  my  wife  and  me  than 
when  peering  from  the  tour  bus  we  spotted  two 
familiar  figures  walking  down  a street  in  Ketchi- 
kan; they  turned  out  to  belong  to  the  immediate 
past  president  of  TMA,  Clarence  Sanders,  M.D., 
of  Gallatin,  and  his  wife,  who  waved  in  disbelief, 
marveling  as  we  did  at  the  coincidence.  We  nev- 
er saw  them  again;  they  apparently  were  sailing 
on  one  of  the  two  other  cruise  ships  docked  with 
ours,  Holland  America’s  Nieuw  Amsterdam. 

In  response  to  my  comment  on  the  gorgeous 
day  in  Sitka,  a shopkeeper  responded  that  it  was 
not  so  unusual.  “We  have  lots  of  days  like  this,” 
she  said.  She  did  not  specify  further,  and  I did 
not  pursue  it.  In  Juneau  we  were  told  that  being 
August,  it  was  now  fall;  spring  is  June  and  sum- 
mer July.  The  rest  is  winter,  and  that  is  when 
most  of  the  year’s  44  sun  days  occur.  We  were 
not  there  on  one  of  the  sunny  days,  but,  we  were 
told,  we  were  seeing  good  weather — it  was  not 
raining. 

If  one  needs  good  weather  to  enjoy  travel,  one 
had  better  stay  home.  One  can  freeze  in  Florida 
in  unheated  rooms  or  suffocate  in  Maine  in 
unairconditioned  ones.  One  can  be  flooded  out 
in  the  desert  or  baked  in  the  rain  forest.  Disaster 
does  indeed  lurk  around  every  corner,  though 
that  does  not  mean  it  will  necessarily  happen; 
then,  too,  one  man’s  meat  is  another  man’s  poi- 
son. I like  to  take  pictures,  and  mountain-clear 
weather  yields  spectacular  ones.  On  the  other 
hand,  some  of  my  best  ones  have  come  from  gray 
days,  and  storms  can  do  marvelous  things. 

Some  people  believe  that  chance  reigns  su- 
preme; they  would  say  we  were  lucky.  Others 
would  say  there  is  no  such  thing  as  luck — that 
everything  is  laid  out  for  us.  Still  others  are  not 
so  sure  either  way,  being  content  to  know  His 
eye  is  on  the  sparrow.  It  is  likely  that  most  peo- 
ple never  think  about  it,  one  way  or  another. 
However  that  may  be,  the  ten  in  our  party  en- 
joyed the  splendid,  sparkling  scenery;  perhaps 
even  more  we  enjoyed  each  other’s  company,  and 
we  enjoyed  the  Nieuw  Amsterdam,  things  that 
did  not  depend  on  the  weather.  It  was  a com- 
pletely marvelous  time,  and  for  it  we  are  thank- 
ful. 

J.B.T. 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


in  memoffoffi 


Everett  Leo  Haas , age  60.  Died  August  5,  1986.  Grad- 
uate of  Vanderbilt  University  School  of  Medicine. 
Member  of  Sullivan  County  Medical  Society. 

Lamar  L.  Knight,  age  69.  Died  August  4,  1986.  Grad- 
uate of  Temple  University  School  of  Medicine.  Mem- 
ber of  Knoxville  Academy  of  Medicine. 

Samuel  Lrederick  Strain,  age  90.  Died  July  27,  1986. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Memphis-Shelby  County  Medical 
Society. 


ncui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Oliver  Benton,  III,  M.D.,  Cleveland 
Edwin  G.  Grafton,  Jr.,  M.D.,  Cleveland 

COCKE  COUNTY  MEDICAL  SOCIETY 

Walter  Eagan,  M.D.,  Newport 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Carlton  Wallis,  Jr.,  M.D.,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Mohammad  H.  Koucheki,  M.D.,  Crossville 
M.  Dale  Perrigan,  M.D.,  Crossville 

DEKALB  COUNTY  MEDICAL  SOCIETY 

Doug  G.  Hooper,  M.D.,  Smithville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Kenneth  Dale  Smith,  M.D.,  Columbia 

McMINN  COUNTY  MEDICAL  SOCIETY 

Robert  E.  Bledsoe,  Jr.,  M.D.,  Athens 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

George  Balas,  M.D.,  Memphis 
Walter  N.  Cosby,  M.D.,  Memphis 
William  Ward  Daniels,  Jr.,  M.D.,  Eads 
Olga  P.  Edwards,  M.D.,  Memphis 
Thaddeus  B.  Gaillard,  M.D.,  Memphis 
Linda  L.  Gant,  M.D.,  Memphis 
John  Joseph  Ghidoni,  M.D.,  Memphis 
Dianna  J.  Thomas,  M.D.,  Memphis 
Mark  Willard  Weatherly,  M.D.,  Memphis 
Mark  S.  Young,  M.D.,  Memphis 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Twenty-one  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during  July 
1986. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Billy  J.  Allen,  M.D.,  Ooltewah 
Charles  F.  Barnett,  M.D.,  Knoxville 
David  N.  Collins,  M.D.,  Chattanooga 
Robert  W.  Dunavant,  M.D.,  Bolivar 
Jere  W.  Ferguson,  M.D.,  Bristol 
William  J.  Fidler,  Jr.,  M.D.,  Memphis 
Noel  T.  Florendo,  M.D.,  Memphis 
James  K.  Goodlad,  M.D.,  Chattanooga 
Li-Min  Hwang,  M.D.,  Chattanooga 
Howard  B.  Leeper,  M.D.,  Brentwood 
Alexander  C.  McLeod,  M.D.,  Nashville 
John  R.  Nelson,  Jr.,  M.D.,  Knoxville 
Joseph  F.  Ralston,  Jr.,  M.D.,  Fayetteville 
Hal  S.  Rhea,  Jr.,  M.D.,  Memphis 
Ralph  H.  Ruckle,  M.D.,  Portland 
Douglas  R.  Shanklin,  M.D.,  Memphis 
Samuel  A.  Smith,  M.D.,  Nashville 
John  V.  Snodgrass,  M.D.,  Rockwood 
Charles  L.  Stimpson,  M.D.,  Shelbyville 
Larry  H.  Westerfield,  M.D.,  Kingsport 
Phil  J.  White,  M.D.,  Chattanooga 


NASHVILLE  ACADEMY  OF  MEDICINE 

Harvey  Ellsworth  Butler,  M.D.,  Nashville 
Jeffrey  B.  Carter,  M.D.,  Nashville 
Meredith  A.  Ezell,  M.D.,  Nashville 
Barbara  Castle  Kennedy,  M.D.,  Nashville 
Paul  Raymond  McCombs,  M.D.,  Nashville 
Douglas  Ole  Olsen,  M.D.,  Brentwood 
John  B.  Pietsch,  M.D.,  Nashville 
Phillip  P.  Porch,  M.D.,  Nashville 
Charles  E.  Saunders,  M.D.,  Nashville 
David  Reed  Watts,  M.D.,  Nashville 
Jeff  David  Whitfield,  M.D.,  Nashville 
William  B.  Worthington,  M.D.,  Nashville 
George  D.  Wright,  M.D.,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Fred  Moore,  III,  M.D.,  Dyersburg 

ROBERTSON  COUNTY  MEDICAL  SOCIETY 

Donavon  Schwisow,  M.D.,  Cross  Plains 
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SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Thomas  V.  Clayton,  M.D.,  Johnson  City 

TIPTON  COUNTY  MEDICAL  SOCIETY 

Henry  J.  Fischl,  M.D.,  Covington 

WILSON  COUNTY  MEDICAL  SOCIETY 

Jack  A.  Coleman,  M.D.,  Lebanon 

Nov.  8 

Nov.  8-11 
Nov.  9-13 

Nov.  10-13 

Nov.  11-14 

Nov.  12-16 

announcement/ 

Nov.  13-16 
Nov.  13-17 

CALENDAR  OF  MEETINGS 

Nov.  15-18 

NATIONAL 

Nov.  16-19 

Nov.  1-4 

National  Perinatal  Association — Hilton, 

Washington,  D.C. 

Nov.  17-22 

Nov.  2-5 

American  Association  for  the  Study  of  Liver 

Disease — Marriott,  Chicago 

Nov.  19-22 

Nov.  2-7 

American  Association  of  Blood  Banks — 

Hilton,  San  Francisco 

Nov.  19-23 

Nov.  2-7 

American  Society  of  Therapeutic  Radiology 

Nov.  30-Dec.  5 

and  Oncology — Bonaventure,  Los  Angeles 

Nov.  2-7 

Association  of  Military  Surgeons  of  the  US — 

San  Antonio,  Tex. 

Dec.  4-7 

Nov.  4-8 

International  Meeting  of  the  Peripheral 

Neuropathology  Association  of  America — 
Hilton  Head,  S.C. 

Dec.  6-7 

Nov.  5-9 

American  Society  of  Cytology — Westin, 
Detroit 

Dec.  17-21 

Association  for  the  Advancement  of  Psy- 
chotherapy— Grand  Hyatt,  New  York 
Southern  Medical  Association — Atlanta 
American  Academy  of  Ophthalmology — 
Convention  Center,  New  Orleans 
Interstate  Postgraduate  Medical  Associa- 
tion— Town  & Country  Hotel,  San  Diego 
American  Academy  of  Occupational  Medi- 
cine— Hyatt  Regency  Capitol  Hill,  Wash- 
ington, D.C. 

American  Medical  Women’s  Association — 
Sheraton,  St.  Louis 

American  Academy  of  Psychosomatic  Med- 
icine— Hilton,  New  York 
American  Medical  Directors  Association — 
Las  Vegas 

American  Association  for  Clinical  Immu- 
nology and  Allergy — Harbor  Beach  Hotel  & 
Resort,  Ft.  Lauderdale,  Fla. 

American  Geriatrics  Society — Marriott, 
Chicago 

American  Epilepsy  Society — Sheraton,  Se- 
attle 

American  Group  Practice  Association — 
Marriott  Copley  Place,  Boston 
Gerontological  Society  of  America — Mar- 
riott, Chicago 

Radiological  Society  of  North  America — 

Palmer  House,  Chicago 

Society  for  Ear,  Nose,  and  Throat  Advances 

in  Children — Philadelphia 

National  Kidney  Foundation — Washington, 

DC. 

American  Psychoanalytic  Association — New 
York 


CHANGE  OF  ADDRESS  NOTICE 

if  you  have  changed  your  address  recently,  or  intend  to  do  so  shortly,  please 
return  this  coupon  properly  filled  out  to  insure  uninterrupted  delivery  of  your 
copies  of  the  Journal  of  the  Tennessee  Medical  Association. 

OLD  ADDRESS  _ _ 

Name 

Street 

City State Zip 

NEW  ADDRESS  

Street 

City State Zip 

Effective  Date  of  New  Address 

Cut  out  and  mail  to:  Tennessee  Medical  Association,  1 12  Louise  Ave.,  Nashville,  TN  37203 
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Highlights  of  the  TMA  Board  of  Trustees  Meeting 

July  13,  1986 


The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  third  quarter  meeting  in  Fairfield  Glade  on  July  13,  1986. 

THE  BOARD: 

TMA-IPA  Organizational  Approved  the  general  organizational  structure  of  a statewide  TMA-IPA  as 

Structure  recommended  by  the  IPA  Task  Force. 


JUA  Report 

Ad  Hoc  Committee  on  Medicaid 
Uniform  Reimbursement  System 


Received  a report  from  Dr.  Sanders  that  the  Joint  Underwriting  Association 
Board  had  voted  to  return  $4.5  million  to  participating  physicians  in  1986. 

Approved  the  appointment  of  an  ad  hoc  committee  to  work  with  Medicaid  on 
the  issue  of  Medicaid  uniform  reimbursement,  as  directed  by  Resolution  No. 
6-86,  adopted  by  the  TMA  House  of  Delegates  in  April  1986. 


Southeastern  Conference  on 
Drug  Abuse 

Contract  Evaluation  Service 


Geriatrics  Symposium 


Received  a report  on  the  status  of  plans  for  TMA  cosponsorship  of  the  South- 
eastern Conference  on  Drug  Abuse,  Sept.  24-26,  1986  in  Nashville. 

Voted  to  increase  the  price  for  TMA’s  contract  evaluation  service  to  $225  for 
the  first  person  or  group  requesting  the  evaluation.  All  subsequent  evaluations 
will  be  available  for  a fee  of  $25. 

Approved  TMA  cosponsorship  of  a Geriatrics  Symposium,  to  be  held  in  con- 
junction with  a regional  meeting  of  the  American  Medical  Directors  Associa- 
tion in  December  1986  in  Nashville. 


TMA  Auxiliary  Report 
SVMIC 

Mid-South  Foundation  for 
Medical  Care 

IMPACT 


Impaired  Physician  Program 


Tort  Reform 


Proposed  Perinatal  Advisory 
Committee  Regulations 

Improved  Primary  Care  Liaison 


AMA  Pilot  Study 

Non-Smoking  Coalition 

Nominee  to  Board  of  Medical 
Examiners 

Committee  Appointments 


Received  a report  from  TMA  Auxiliary  president  Mrs.  Joanne  Edmonson  that 
Tennessee  received  two  membership  awards  and  five  AMA-ERF  awards. 

Received  a report  from  Dr.  Lewis  that  SVMIC  has  been  given  an  A -I-  rating 
by  A.M.  Best,  Inc. 

Received  a report  that  HCFA  has  awarded  the  PRO  contract  to  the  Mid-South 
Foundation  for  Medical  Care.  HCFA  is  interested  in  regionalizing,  and  in  the 
future  Tennessee  may  be  bidding  on  contracts  in  other  states. 

Received  a report  that  IMPACT  has  a total  membership  of  907  (701  sustaining 
members;  111  corporate  contributors;  95  auxilians). 

Approved  the  use  of  Tharp  Award  funds  for  developing  a computerized  rec- 
ords system  for  the  Impaired  Physician  Program. 

Received  a report  from  TMA  Executive  Director  L.  Hadley  Williams  on  the 
formation  of  a statewide  coalition  for  tort  reform.  Each  participating  organi- 
zation has  been  asked  to  contribute  $500  for  membership.  Individual  member- 
ships will  be  $100.  The  Board  approved  $500  for  TMA  membership  in  the 
Tennessee  Association  for  Civil  Justice  Reform. 

Voted  to  support  the  Tennessee  Society  of  Obstetrics  and  Gynecology’s  op- 
position to  proposed  regulation  of  state  perinatal  centers. 

Voted  to  appoint  the  physicians  serving  on  the  Medicaid  Medical  Care  Advi- 
sory Committee  as  ex-officio  members  of  the  TMA  Governmental  Medical 
Services  Committee. 

Voted  to  support  the  AMA  pilot  study  designed  to  place  physicians  in  schools 
as  volunteer  instructors  in  drug  abuse  prevention  programs. 

Appointed  Dr.  Phillip  Pedigo,  Memphis,  as  TMA’s  representative  to  the  Ten- 
nessee Non-Smoking  Coalition. 

Voted  to  submit  for  consideration  of  appointment  to  the  Board  of  Medical 
Examiners  the  name  of  Dr.  John  Dorian,  Memphis. 

Appointed  Dr.  William  P.  Stallworth,  Knoxville,  as  a member  of  the  TMA 
Committee  on  Hospitals.  Appointed  Drs.  Kimball  Maull  of  Knoxville,  John 
Morris,  Jr.  of  Nashville,  and  Riley  Jones  of  Memphis  as  members  of  the  TMA 
Emergency  Medical  Services  Committee. 
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REPORT 


What’s  News 


Instant  Alamo  Provides  Faster  Service 


Alamo  Expansion  Continues 

■ Recent  Alamo  openings  include: 

- Houston/Hobby 

- Houston  Intercontinental 

- New  Orleans 

- Burbank 


Alamo’s  Instant  Alamo  program  stores  a customer’s  individual  rental  information  (including 
your  Association  I.D.  #)  for  instant  reference  each  time  he  reserves  an  Alamo  car. 

A renter  can  enroll  in  the  Instant  Alamo  program  on  the  spot  at  any  Alamo  Rental  location 
or  through  the  mail  in  applications  provided  at  the  rental  counters.  He  will  be  assigned  a personal 
Instant  Alamo  identification  number,  which  will  access  all  of  the  renter’s  personal  data  stored 
in  Alamo’s  computer.  When  renting,  simply  provide  the  Instant  Alamo  I.D.  number,  driver’s 
license  and  credit  card  and  a computerized  rental  agreement  will  be  ready  within  seconds. 


■ Alamo  plans  to  continue 
expansion  in  June  with: 

- Wash.,  D.C./Dulles 

- Oklahoma  City 


■ Alamo’s  current  locations  include: 


Albuquerque 

Atlanta 

Boston 

Burbank 

Charlotte 

Chicago 

Cincinnati 

Clearwater 

Dallas/Ft.  Worth 

Daytona  Beach 

Denver 

Ft.  Lauderdale 

Ft.  Myers 

Hawaii/Hilo 

Hawaii/Kona 

Houston 

Jacksonville 

Kauai/Lihue 

Key  West 

Las  Vegas 

Los  Angeles 

Maui/Kahului 

Melbourne 

Memphis 

Miami 

Nashville 

New  Orleans 

Oahu/Honolulu 


Oahu/Waikiki 
Oakland 
Ontario,  CA 
Orange  County 
Orlando 
Palm  Springs 
Phoenix 
Portland 
Reno 

Salt  Lake  City 
San  Antonio 
San  Diego 
San  Francisco 
San  Jose 
Sarasota 
Savannah 
Seattle 
Thmpa 
Hicson 

Washington,  D.C. 
West  Palm  Beach 

Opening 

Soon: 

Philadelphia 
Pittsburgh 
Raleigh/Durham 
Oklahoma  City 
Kansas  City 


Low  Association  Rates 
Guaranteed  thru  Dec.  15,  1986 


Fully 

Equipped 

Model: 

NATIONWIDE 

FLA.  & HAWAII 

Daily 

Weekly 

Weekly  Specials 

Economy 

CM 

CM 

$ 9995 

$ 7995 

Compact 

s24 

$11995 

$ 3995 

Midsize 

$26 

$1 3995 

s 9995 

Standard 

IO 

00 

$15995 

*11995 

Midsize 

Wagon 

o 

CO 

*17995 

$12995 

Luxury 

$32 

$19995 

$1 5995 

Basic  rates  do  not  include:  one-time  fuel  service  charge  of  $9.99  for  Vz 
tank  minimum,  tax,  optional  Collision  Damage  Waiver  or  Personal  Accident 
Insurance.  Association  Rate  Program  Renters  receive  a $3,000  deductible 
should  Collision  Damage  Waiver  be  declined.  Similar  or  larger  car  may 
be  substituted.  One-way  drop  charges  may  apply.  Standard  rental  require- 
ments apply.  Prices  subject  to  change  without  notice.  24-hour  reservation 
required  or  higher  rate  may  apply. 


Instant  Alamo  Benefits 

• Faster  reservations... just  give  your  I.D.#, 
destination,  flight,  time  of  arrival,  and  length 
of  stay.  Tlie  rest  is  on  file  in  our  computer. 

• Faster  rental  processing... your  rental 
agreement  is  ready  within  seconds  at  the 
counter.  Simply  verify  the  information  and 
you’re  on  your  way. 

• Faster  re  turns... for  credit  card  customers, 
tear-off  your  copy  of  the  rental  agreement 
and  deposit  the  rest  in  our  Express  Return. 

• Personal  preferences... we  know  what 
you  want.  Your  preferred  credit  card  and 
car  class  preference  are  also  on  file  for 
your  convenience. 

For  Instant  Guaranteed 
Reservations 

• Call  your  professional  travel  agent  or  Alamo 
at  1-800-732-3232 

• Have  your  Association  I.D.#  ready 

• Request  plan  “BY” 

• Use  your  Instant  Alamo  # to  speed  service. 


Association  Travel$aver  Certificate 

FIRST  DAY  FREE  - COMPACT  CAR  AND  ABOVE 


Alamo  features  fine  General  Motors  cars 
such  as  the  Buick  Paik  Avenue. 


• Minimum  3-day  Rental 

• Valid  Aug.  15  - Dec.  15,  1986  Nationwide 

• Must  be  in  conjunction  with  BY  Rates 

• Coupon  reprints  and  reproductions  acceptable 

• Limit  one  coupon  per  rental 


ID# 


93128 

ALAMO  ASSOCIATION  ID  # REQUIRED 


Present  this  certificate  on  arrival  at  the  Alamo  counter  at  any  location.  Call  your 
Professional  Travel  Consultant  or  Alamo  at  1-800-732-3232.  Reserve  24  hours  in  advance. 
Be  sure  to  use  your  Association  I.D.  Number  and  request  Plan  “BY”. 
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From  the  Auxiliary 


Building  a Better  Image 


Each  year,  the  American  Medical  Association 
Auxiliary  (AMAA)  selects  a focus  around  which  pro- 
grams, projects,  workshops,  and  seminars  are  planned. 
The  focus  that  Pat  Durham  (Mrs.  Mylie  E.,  Jr.),  the 
new  AMAA  president,  has  chosen  for  1986-1987,  is 
the  motivational  philosophy  of  improving  the  Auxilia- 
ry’s image. 

My  theme  of  “Building  a Better  Image”  is  an  ex- 
tension of  this  philosophy.  Since  its  beginning,  the  im- 
age of  the  medical  auxiliary  has  changed  vastly  from 
that  of  a social  emphasis  with  occasional  health-related 
projects,  to  a real  working  relationship  with  the  coun- 
ty and  state  medical  societies.  Today,  many  counties 
regularly  include  the  local  auxiliary  president  in  their 
monthly  board  meetings.  Likewise,  the  TMA  Board  of 
Trustees  includes  the  Auxiliary  president  in  meetings, 
as  well  as  having  Auxiliary  representatives  on  various 
committees.  As  president  of  the  TMA  Auxiliary 
(TMA A),  I am  grateful  for  this  fine  working  relation- 
ship. 

How  the  public  views  the  physician  is  a real  con- 
cern of  the  physician’s  spouse.  Collectively,  this  is  also 
a concern  of  the  Auxiliary.  The  physician’s  spouse  is 
in  the  public  eye  whether  the  spouse  desires  it  or  not. 
According  to  Mrs.  Durham,  auxiliaries  have  long  since 
taken  off  their  hats  and  gloves  and  are  delving  into 
more  meaningful  projects,  such  as  working  with  com- 
munity health,  impaired  physicians,  AMA-ERF,  child 
abuse,  mental  health,  promoting  legislation  on  health 
issues,  and  providing  involvement  and  support  to 
medical  student  and  resident  spouses. 

Membership  will  be  given  high  priority  in  the 
TMAA  this  year.  The  physician’s  spouse  receives  a 
bargain  with  $15  natonal  dues,  $12  state  dues  plus  lo- 
cal dues.  Belonging  to  the  medical  auxiliary  on  a 
county,  state,  and  national  level  provides  the  auxilian 
with  the  opportunity  to  share  interests,  talent,  and 
leadership  on  all  three  levels.  At  the  fall  board  meet- 
ing in  Nashville,  Sept.  7 and  8,  Jo  Walker  (Mrs.  Ar- 
thur), an  auxilian  from  Waverly  who  is  a member  of 
the  Davidson  County  Auxiliary,  will  present  a talk  en- 
titled “Accentuate  the  Positive,”  with  emphasis  on 
Building  a Better  Image.  Mrs.  Linda  Nance,  AMAA 
membership  chairman  of  Wilmington,  N.C.,  will  pres- 
ent an  in-depth  membership  workshop.  Other  work- 
shops will  be  held  for  legislation  and  AMA-ERF 
chairmen  and  for  county  treasurers. 


Two  new  areas  are  being  explored  this  year.  Nancy 
Dodd  (Mrs.  David)  of  the  Stones  River  Auxiliary 
(Murfreesboro)  is  serving  as  statewide  chairman  of  a 
special  committee  which  has  been  established  to  form 
support  groups  for  impaired  physicians’  families.  The 
Teen  Health  Workshop,  a pilot  project  slated  for  the 
spring  of  1987  in  West  Tennessee,  will  not  only  be 
helpful  and  informative  to  the  teens  and  counselors 
who  will  participate,  but  also  will  enhance  the  public 
image  of  the  TMA  and  the  TMAA,  joint  sponsors  of 
the  project. 

The  TMAA  accomplished  a bit  of  “image  building” 
on  a national  level  at  the  recent  AMAA  Convention 
in  June  in  Chicago.  Tennessee  was  presented  with  two 
membership  awards  for  the  organization  of  the  Mc- 
Minn  County  Auxiliary  and  the  reorganization  of  the 
Campbell  County  Auxiliary.  The  TMAA  also  received 
five  awards  for  AMA-ERF  in  the  following  categories: 

• Most  money  raised  by  a state  auxiliary — 
$137,447.81. 

• Most  money  raised  by  state  auxiliary  and  physi- 
cians (combined)— $150,807.81. 

• Largest  amount  raised  by  a county  (Shelby) — 
$43,921.86 

• Second  largest  amount  raised  by  a county 
(Knox)— $35,609.00. 

• Greatest  amount  per  capita — $55.78. 

Warm  congratulations  were  received  from  auxilians 
from  many  states.  The  Tennessee  delegation  was  bom- 
barded with  such  questions  as,  “How  do  you  raise  so 
much  money  in  Tennessee?”  to  “What  is  your  se- 
cret?” As  anyone  who  has  ever  been  state  or  county 
AMA-ERF  chairman  knows,  the  secret  is  hard  work 
coupled  with  enthusiasm  and  a spark  of  ingenuity.  This 
has  produced  fantastic  results  in  both  large  and  small 
counties.  If  every  county  auxiliary  in  the  state  would 
participate  in  1986-1987  in  just  one  fund-raiser,  Ten- 
nessee would  more  than  equal  the  contributions  from 
last  year.  At  the  moment,  the  TMAA  can  be  justly 
proud  of  its  accomplishments  in  this  area. 

The  Auxiliary  is  ready  and  willing  to  assist  the  Ten- 
nessee Medical  Association  in  all  worthwhile  endeav- 
ors. Your  interest  is  our  interest!  Please  call  on  us  if 
the  need  arises. 

Joanne  Edmonson,  President 
TMA  Auxiliary 
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continuing  medical 
education  opportunity/ 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  1 credit  toward  the 
AM  A Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 

IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY 
Clinical  Training  Program 

Opportunities  for  advanced  clinical  education  for  physi- 
cians in  family  practice  and  in  various  subspecialties  have  been 
developed  by  the  School  of  Medicine  and  the  Division  of 
Continuing  Education  of  Vanderbilt  University.  The  practic- 
ing physician,  with  the  guidance  of  the  participating  depart- 
ment chairman,  can  plan  an  individualized  program  of  one  to 
four  weeks  to  meet  recognized  needs  and  interests.  The  ex- 
perience will  include  contact  with  patients,  discussion  with 
clinical  and  academic  faculty,  conferences,  ward  rounds, 
learning  individual  procedures,  observing  new  surgical  tech- 
niques, and  access  to  excellent  library  resources.  Experience 
in  more  than  one  discipline  may  be  included. 

Eligibility:  All  licensed  physicians  are  eligible.  Credit:  AM  A 
Physician’s  Recognition  Award  (Category  1)  and  AAFP 
Continuing  Education  Accreditation.  Application:  For  infor- 
mation and  application  contact  Continuing  Medical  Educa- 
tion, Vanderbilt  School  of  Medicine,  CCC-5316  MCN,  Nash- 
ville, TN  37232,  Tel.  (615)  322-4030. 

Continuing  Education  Schedule 

Dec.  5-6  High  Risk  Obstetrics  Seminar  and  the  Ev- 

erett M.  Clayton-John  Zelenik  Memorial 
Lecture 

Dec.  6-7  Update  in  Anesthesiology 

For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  School  of  Medicine,  CCC-5326  MCN, 
Nashville,  TN  37232,  Tel.  (615)  322-4030. 


The  schedule  of  activities  is  individualized  in  response  to  the 
physician’s  request  by  the  participating  department.  The  ex- 
perience includes  conferences,  ward  rounds,  audiovisual  ma- 
terials and  contact  with  patients,  residents,  and  faculty. 


Participating  Departments 


Anesthesiology 

Clinical  Nutrition 

Clinical  Pharmacology  . . 

Family  Medicine 

Internal  Medicine 

Allergy/Immunology 
Cardiology 


Dermatology  . . 

Endocrinology  . 
Gastroenterology 


General  Medicine 


Geriatrics 

Hematology/Oncology 
Infectious  Diseases  . . 

Nephrology 

Neurology 

Pulmonary  Medicine  . 


Rheumatology/Arthritis  . 
Obstetrics  & Gynecology  . . . 

Ophthalmology 

Pathology 

Pediatrics 

Adolescent  Medicine  . . . 

Child  Psychiatry 

Developmental  Pediatrics 

General  Pediatrics 


Neonatology 

Pediatric  Cardiology  . . 
Pediatric  Endocrinology 

Pediatric  Hematology.  . 
Pediatric  Immunology  . 
Pediatric  Neurology . . . 
Pediatric  Nutrition.  . . . 
Psychiatry 


Mireille  Lecorps,  M.D. 

. . .Margaret  Hargreaves,  M.D. 

Joseph  Byron,  Ph  D. 

Rupert  Francis,  M.D. 

. . . Lawrence  J.  Prograis,  M.D. 

Bahram  Eslami,  M.D. 

John  Thomas,  M.D. 
Kermit  R.  Brown,  M.D. 
Thomas  W.  Johnson,  Sr.,  M.D. 
David  Horowitz,  M.D. 

Larry  W.  McNeil,  M.D. 

. . . . Bruce  W.  Trotman,  M.D. 
Ludwald  O.P.  Perry,  M.D. 
Buntwal  O.  Somayaji,  M.D. 

Donald  Boatright,  M.D. 

Pamela  C.  Williams,  M.D. 
Charles  W.  McGinnis,  M.D. 

Deborah  Manning,  M.D. 

Robert  S.  Hardy,  M.D. 

Frank  E.  Thomas,  M.D. 

Kyuna  W.  Chong,  M.D. 

. .Calvin  L.  Calhoun,  Sr.,  M.D. 
. . Clinton  L.  Cummings,  M.D. 

Joseph  Stinson,  M.D. 
Paul  Talley,  M.D. 

Paul  Wheeler,  M.D. 

Henry  W.  Foster,  M.D. 

Jimmi  H.  Logan,  M.D. 

. . . .Sheldon  M.  Epstein,  M.D. 

. . . Edward  E.  Caldwell,  M.D. 

Evan  Moore,  M.D. 

Bonita  Settle,  M.D. 

Lionel  Willoughby,  M.D. 

Rose  Evans,  M.D. 

Barbara  Kennedy,  M.D. 
Barbara  Nabrit-Stephens,  M.D. 

Christopher  Kirya,  M.D. 

Jami  G.  Shakibi,  M.D. 

Churku  M.  Reddy,  M.D. 

Charlene  Weissberg,  M.D. 

Saburo  Hara,  M.D. 

Mary  Ann  South,  M.D. 

Barbara  Olson,  M.D. 

Festus  Adebonojo.  M.D. 

Harold  W.  Jordan,  M.D. 

Lloyd  C.  Elam,  M.D. 


Surgery 

General Louis  J.  Bernard,  M.D. 

Frank  A.  Perry,  Sr.,  M.D. 

Neurosurgery Charles  E.  Brown,  M.D. 

Orthopaedics Wallace  T.  Dooley,  M.D. 

Patrick  Lecorps,  M.D. 

Physical  Medicine  & Rehabilitation Andani  Prakash.  M.D. 

Thoracic  & Cardiovascular Ira  D.  Thompson,  M.D. 

Urology Harvey  E.  Butler,  M.D. 


Fee:  $75  per  day  or  $275  per  five  day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AM  A Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  American  Academy  of  Family  Physi- 
cians and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Dr.  Henry  A. 
Moses,  Ph.D.,  Director  of  Continuing  Education,  Meharry 
Medical  College,  1005  D.B.  Todd  Boulevard,  Nashville,  TN 
37208,  Tel.  (615)  327-6235. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  the  following  services 
and  departments  in  the  medical  school  to  allow  practicing 
physicians  to  participate  in  that  service’s  activities  for  a peri- 
od of  one  day  to  one  week.  This  program  provides  an  oppor- 
tunity for  physicians  to  study  in  depth  for  a specified  period. 
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UNIVERSITY  OF  TENNESSEE 

Continuing  Education  Schedule 

Memphis 
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Chronic  Pain  Management: 

A Logical  Approach 

WINSTON  C.  V.  PARRIS,  M.D. 


Introduction 

Pain  is  one  of  the  most  common  symptoms 
bringing  patients  to  physicians.  Acute  pain  is 
managed  very  effectively  and  very  comprehen- 
sively by  various  disciplines  within  the  medical 
profession  today.  Chronic  pain,  on  the  other 
hand,  is  frequently  managed  neither  very  suc- 
cessfully nor  very  logically,  and  in  fact,  chronic 
pain  management  represents  a failure  of  modern 
medical  science.  In  the  middle  to  late  1960s, 
Bonica1  and  a group  of  Seattle  physicians  recog- 
nized this  inadequacy,  and  almost  single-hand- 
edly proposed  the  concept  of  the  multidiscipli- 
nary pain  control  center.  Since  that  time,  pain 
clinics  have  developed  across  the  country  with 
varying  degrees  of  organization  and  success. 

In  the  late  1970s,  alternative  models  of  pain 
clinics  began  to  develop,  and  it  became  accepta- 
ble to  propose  pain  clinics  to  suit  the  needs  of 
the  individual  patient,  the  individual  hospital,  and 
the  individual  community.  The  pain  clinics  may 
range  from  a physician  in  solo  practice  doing 
nerve  blocks,  to  a multidisciplinary  clinic  with  a 
number  of  specialists  practicing  full  time  in  the 

From  the  Pain  Control  Center,  Department  of  Anesthesiology, 
Vanderbilt  University  Hospital,  Nashville. 
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evaluation  and  management  of  the  chronic  pain 
patient.2  Under  the  proper  circumstances  both 
may  work,  but  in  most  situations  where  pain  re- 
habilitation is  desirable,  either  extreme  may  be- 
come unwieldy,  ineffective,  and  occasionally 
counterproductive.  At  the  Vanderbilt  Pain  Con- 
trol Center,  we  have  attempted  to  find  a middle 
ground  to  promote  a multidisciplinary  or  multi- 
modal concept,  having  a limited  group  of  spe- 
cialists to  evaluate  the  paient  and  another  group 
available  for  consultation  when  appropriate. 

Acute  Pain  vs  Chronic  Pain 

Most  patients  with  acute  pain  have  an  identi- 
fiable pathologic  lesion  that  may  be  treated  sur- 
gically, pharmacologically,  or  by  conventional 
means;  in  a majority  of  cases  this  culminates  in 
the  decrease  or  the  elimination  of  pain.  A few 
patients  continue  to  have  persistent  and,  at  times, 
increasing  pain  in  spite  of  the  resolution  of  the 
acute  process  that  initiated  the  pain.  After  an  ar- 
bitrary period  of  three  to  six  months,  this  pain 
process  is  labeled  chronic  pain.  There  are,  how- 
ever, a large  number  of  patients  in  whom  the  in- 
itiating cause  of  the  pain  is  never  identified  either 
pathologically  or  physiologically  but  in  whom  the 
pain  continues  resulting  in  significant  disability 
and  suffering.  These  patients  are  also  labeled 
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chronic  or  learned  pain  patients.3  Their  manage- 
ment has  always  presented  problems,  and  their 
processing  through  the  conventional  medical  sys- 
tem may  continue  to  exacerbate  their  pain  and 
fail  to  produce  any  effective  relief.  It  is  for  these 
patients  that  multidisciplinary  pain  control  cen- 
ters or  pain  clinics  are  most  effective  in  providing 
some  relief. 

Clinical  Features 

Chronic  pain  patients  may  demonstrate  some 
or  all  of  the  following  clinical  features: 

• Depression.  Because  of  the  frustrating  and 
unrelenting  nature  of  chronic  pain,  and  the  fail- 
ure of  resolution  of  the  painful  process  after  sub- 
mission to  conventional  therapy,  the  patient  usu- 
ally becomes  depressed.  This  depression  may  be 
augmented  by  underlying  endogenous  depres- 
sion, which  the  patient  had  beforehand  and 
which,  in  fact,  may  make  the  patient  prone  to 
developing  the  chronic  pain  syndrome.4 

• Disability.  Chronic  pain  disables  patients 
physically,  mentally,  and  spiritually.  Patients  may 
experience  one  or  all  of  these  forms  of  disability, 
and,  depending  on  their  previous  environmental, 
cultural,  social,  and  economic  background,  the 
manifestations  of  disability  may  affect  their  func- 
tion and  eventual  outcome. 

• Dependency.  Because  pain  is  a symptom  of 
a disease  process,  pain  usually  means  disease.  The 
worse  the  pain,  the  more  serious  the  disease 
process  is  perceived  to  be.  This  could  result  in 
the  patient’s  perception,  not  only  of  serious  pain, 
but  of  serious  disease,  resulting  in  dependency 
on  the  medical  system  for  medication,  surgery, 
and  other  related  support.  In  some  cases,  the  pa- 
tient may  also  become  dependent  on  the  family 
for  financial  support  for  his  well-being. 

• Disuse.  One  of  the  fundamental  approaches 
to  managing  acute  disease  processes  is  to  provide 
rest  to  the  injured  or  diseased  part,  which  af- 
fords injured  tissues  the  facility  for  regeneration 
and  reestablishment  of  proper  functioning.5 
Though  that  is  effective  for  acute  disease  proc- 
esses, it  is  counterproductive  in  chronic  pain 
states.  Rest  for  long  periods  results  in  decalcifi- 
cation of  bones,  softening  of  tendons  and  liga- 
ments, and  general  dysfunction  of  the  musculo- 
skeletal system.  The  end  result  is  augmentation 
of  chronic  pain. 

• Doctor  Shopping.  In  an  attempt  to  find  that 
elusive  cure  and  to  obtain  a “quick  fix,”  patients 
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keep  visiting  doctor  after  doctor,  without  giving 
any  individual  doctor  the  opportunity  for  under- 
standing in-depth  the  circumstances  and  factors 
that  influence  the  chronic  pain.6  Each  physician, 
because  of  his  brief  contact  with  the  patient,  pro- 
vides some  medication  to  relieve  the  pain.  All 
these  various  medications  make  the  patient  de- 
pendent on  a variety  of  narcotics,  sedatives,  and 
hypnotics,  which  in  most  cases  do  nothing  to  solve 
the  chronic  pain  problem. 

• Drug  Abuse  or  Misuse.  The  American  cul- 
ture is  dominated  by  technological  progress, 
which  also  applies  to  pharmaceutical  progress. 
Patients  are  given  the  impression  (particularly 
through  the  television  medium)  that  there  is  a 
pharmacologic  solution  to  most  problems. 
Therefore  they  use  drugs  and,  in  particular,  nar- 
cotics, sedatives,  hypnotics,  and  tranquilizers  in 
multiple  prescriptions  in  an  attempt  to  relieve 
chronic  pain.  This  attempted  solution  then  be- 
comes part  of  the  complex  problem. 

Economic  Impact  of  Chronic  Pain 

An  analysis  of  the  cost  of  providing  care  for 
chronic  pain  patients,  including  hospital  stay, 
surgical  procedures,  pharmacologic  interven- 
tions, support  facilities,  time  lost  from  work,  so- 
cial security  disability  payments,  workmen’s 
compensation  payments,  and  other  disability 
payments  makes  chronic  pain  management  a ma- 
jor factor  in  the  spiraling  health  care  costs.  In 
1979,  $54  billion  were  spent  on  chronic  pain;  of 
this,  $16.1  billion  were  spent  on  low  back  pain 
management.  By  1985,  these  figures  had  tripled, 
and  are  still  rising.  Further,  the  chronic  pain 
problem  has  not  been  improved  by  these  rising 
costs. 

It  is  against  this  background  that  the  multidis- 
ciplinary pain  control  center  is  proposed  as  a 
useful  adjunct,  or  in  some  cases  an  alternative  to 
conventional  care,  for  patients  with  chronic  pain. 

Algology 

Algology  is  the  subspecialty  involving  the  study 
of  chronic  pain.  The  word  is  derived  from  the 
Greek  root  “algos,”  which  means  pain,  and  “lo- 
gos” which  means  study.  The  first  meeting  of  the 
American  Academy  of  Algology  was  held  in 
Washington,  D.C.  in  1984;  at  this  meeting  var- 
ious physician  specialists  involved  in  the  manage- 
ment of  chronic  pain  gathered  to  discuss  ways  to 
improve  the  provision  of  such  care.  It  is  hoped 
that  this  body  might  provide  not  only  technical 
means  for  improving  the  quality  of  care,  but  also 
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guidelines  to  monitor  standards  of  care  as  well  as 
for  certifying  physicians  providing  that  care  and 
the  institutions  where  the  care  is  provided. 

Vanderbilt  Pain  Control  Center 

The  Vanderbilt  Pain  Control  Center  is  a rela- 
tively new  one;  its  major  goals  are  to  provide 
clinical  services  and  rehabilitation  for  patients 
with  chronic  pain,  to  provide  management  of 
pain-related  problems  of  drug  abuse,  to  cooper- 
ate with  lawyers  in  certain  controversial  cases  of 
pain-related  disability,  to  promote  the  wellness 
concept,  to  teach  coping  skills  and  to  augment 
optimism  in  chronic  pain  patients,  to  provide 
counseling  services  to  patients  for  the  prevention 
and  handling  of  difficult  pain  problems,  and  to 
develop  research  projects  for  clinical  and  basic 
studies  of  pain. 

Members  of  the  pain  team  include: 

• An  M.D.  algologist,  who  is  also  an  anesthe- 
siologist. The  M.D.  algologist  evaluates  and  in- 
terviews all  patients  and  examines  them.  A di- 
agnosis is  then  made  and  a management  plan  is 
developed.  This  information  is  communicated  to 
the  referring  physician,  and  after  obtaining  in- 
formed consent  the  treatment  program  is  com- 
menced. Nerve  block  is  administered  by  the 
anesthesiologist. 

• A clinical  psychologist,  who  provides  psy- 
chometric testing  and  other  psychological  inter- 
ventions. He  also  assists  in  rehabilitation  by  re- 
structuring the  patient’s  approach  to  chronic  pain 
and  coping  with  the  resulting  disabilities. 

• A nurse-algologist,  who  assists  in  patient 
education  and  general  rehabilitation,  and  also  as- 
sists weight  management  and  comfort  measures 
for  pain  relief. 

• A neurosurgeon,  who  specializes  in  pain 
management,  is  available  to  the  pain  clinic;  he 
brings  a wealth  of  new  possibilities  for  the  sur- 
gical solution  of  the  pain  problem.  These  surgical 
options  are  utilized  both  as  a last  resort  after 
conservative  methods  have  failed  and  for  specific 
indications  that  are  currently  emerging. 

• A movement  specialist,  who  deals  with  the 
problems  of  disuse  and  disability  and  provides 
various  activities  to  enable  the  patient  not  only 
to  move  the  affected  parts  where  the  pain  is  lo- 
cated, but  also  to  move  the  entire  body.  This  also 
distracts  the  patient  from  his  pain. 

In  addition  to  the  above,  a group  of  consul- 
tants is  available  for  referral.  These  include  an 
orthopedic  surgeon,  a general  surgeon,  a hema- 
tologist/oncologist, a radiation  oncologist,  an  in- 


ternist, a psychiatrist,  a physical  therapist,  an  oc- 
cupational therapist,  a vocational  therapist,  and 
a social  worker.  They  are  utilized  whenever  nec- 
essary on  an  individual  basis.  The  net  result  is  a 
comprehensive  support  service  to  the  patients  at- 
tending the  pain  control  center. 

Pain  Classification 

Several  psychometric  tests  have  been  devised 
for  measuring  chronic  pain.  Whereas  each  test 
has  had  some  benefit,  all  have  been  incomplete 
and  inadequate  in  the  overall  measurement  of 
chronic  pain.  Though  the  Emory  Pain  Estimate 
Model  is  no  exception,  it  does  provide  a system 
of  compartmentalizing  patients,  not  only  from  a 
prognostic  point  of  view  but  also  from  a thera- 
peutic and  a statistical  one. 

The  pain  estimate  model  devised  by  Brena  et 
al7  of  Emory  University  examines  two  groups  of 
correlates,  which  are  tissue  pain  pathology  and 
pain  behavior.  The  parameters  examined  in  pain 
pathology  include  the  physical  examination,  the 
neurological  examination,  radiological  studies, 
and  laboratory  studies.  Each  may  be  assigned  a 
value  of  0 to  2.5  depending  on  the  degree  of  pa- 
thology present.  The  sum  of  those  values  is  plot- 
ted on  a horizontal  scale.  Similarly,  measures  of 
pain  behavior  are  depicted  on  a vertical  scale 
from  0 to  10  points  as  shown  in  Fig.  1. 

The  four  parameters  that  make  up  behavioral 
assessment  include  psychological  testing  (the 
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Figure  1.  Emory  Pain  Estimate  Model 
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Symptom  Checklist  or  the  SCL-90),  the  activity 
checklist,  which  is  a measure  of  the  patient’s  am- 
bulation, the  drug  use  rating  scale,  and  the  so- 
matic inventory,  which  measures  the  patient’s 
pain  verbalization.  The  horizontal  pathology  scale 
is  then  intersected  midway  by  the  vertical  behav- 
ior scale  to  yield  four  quadrants.  Each  quadrant 
first  represents  a separate  pain  state  or  classifi- 
cation. Class  1 patients  by  definition  have  low 
pain  pathology  but  high  pain  behavior  and  are 
referred  to  as  pain  amplifiers.  Class  2 patients 
have  low  pain  behavior  and  low  pain  pathology 
and  are  referred  to  as  pain  verbalizers.  Class  3 
patients  have  high  pain  behavior  and  high  pain 
pathology  and  are  referred  to  as  chronic  suffer- 
ers, while  class  4 patients  have  high  pain  pathol- 
ogy but  low  pain  behavior  and  are  referred  to  as 
pain  reducers. 

The  Emory  Pain  Estimate  Model  is  not  a per- 
fect tool  but  it  is  useful  for  categorizing  patients 
and  also  for  prescribing  therapy  and  predicting 
outcome.  This  classification  is  used  in  the  evalu- 
ation of  patients  at  the  pain  control  center,  and 
current  reexamination  of  it  is  under  way  to  make 
it  more  responsive  to  patients  who  fall  into  sev- 
eral gray  areas  under  the  present  classification. 

Treatment  Methods  Offered 

In  keeping  with  the  goals  of  the  pain  control 
center,  and  to  facilitate  rehabilitation,  the  teach- 
ing of  coping  skills,  and  the  general  decrease  in 
chronic  pain,  the  following  methods  are  used, 
depending  on  individual  circumstances. 

Nerve  Block  Therapy 

Nerve  block  therapy8  is  a time-honored,  effec- 
tive technique  to  provide  changes  in  pain  percep- 
tions through  temporary  interruptions  of  periph- 
eral nervous  pathways  and  possibly  through  deep 
hyperstimulation  analgesia.  In  the  management 
of  pain-disabled  patients,  nerve  blocks  should  al- 
ways be  integrated  in  the  treatment  programs  for 
functional  and  emotional  rehabilitation.  Solu- 
tions used  for  nerve  block  include  normal  saline 
as  a test  for  the  patient’s  placebo  responses;  high 
potency-long  duration  anesthetic  agents  such  as 
0.25%  bupivacaine;  neurolytic  solutions  for  pain 
control  in  selected  cases  of  terminal  malignan- 
cies, such  as  6%  phenol  and  absolute  alcohol; 
corticosteroids  such  as  triamcinolone  or  methyl- 
prednisolone  acetate  (Depo-Medrol)  may  be 
added  to  the  anesthetic  agent  if  inflammation  and 
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edema  are  prominent  nociceptive  factors.  Nerve 
blocks  commonly  used  are  shown  in  Table  1. 

Psychological  Interventions 

Psychological  Testing.  Each  patient  is  inter- 
viewed by  the  clinical  psychologist  and  asked  to 
complete  an  SCL-90  and  Pain  Questionnaire.  The 
SCL-90  is  a 90-item  checklist  that  contains  nine 
subscales  for  measuring  general  psychological 
distress.  These  scales  identify  both  physical  and 
emotional  adjustment  factors.  The  Pain  Ques- 
tionnaire provides  information  on  how  the  pain 
interferes  with  the  patient’s  activities,  how  the 
patient  describes  the  pain,  and  how  others  re- 
spond to  the  patient.  Both  measures  serve  to 
identify  patients  who  have  significant  emotional 
factors  relating  to  their  chronic  pain  complaints. 

Relaxation.  Most  patients  with  chronic  pain 
have  accompanying  muscle  tension,  which  often 
serves  to  increase  their  pain.  They  are  instructed 
in  diaphragmatic  breathing,  progressive  muscle 
relaxation,  and  autogenic  relaxation  procedures, 
which  have  been  shown  to  decrease  the  pain  in- 
tensity, distract  the  patient  from  the  pain,  and 
diminish  anxiety,  which  assist  the  patient  in 
sleeping  at  night  without  relying  on  medication. 

Biofeedback.  To  augment  the  relaxation  train- 
ing, biofeedback  is  used  in  instructing  the  patient 
on  how  to  decrease  muscle  tightness  and  to  in- 
crease vasodilation.  Sensitive  equipment  moni- 
tors body  reactions  (either  muscle  tension  or  skin 
temperature)  and  displays  this  information  by  a 
gauge,  lights,  or  a tone.  In  this  way,  the  patient 
learns  to  regulate  his  own  body  functions,  and 
ultimately  to  control  the  physiological  factors  that 
influence  the  pain. 

Behavior  Modification.  Chronic  pain  patients 
often  adopt  life  styles  that  are  counterproductive 

TABLE  1 

COMMONLY  USED  NERVE  BLOCKS 

Sympathetic  blocks  (stellate  ganglion  blocks,  celiac  plexus  blocks,  and 

lumbar  sympathetic  blocks) 

Lumbar,  cervical,  caudal,  and  thoracic  epidural  steroid  injections 

Sphenopalatine  blocks 

Differential  spinal  blocks 

Trigger  point  injections 

Epidural  blood  patch 

Reserpine  (Bier)  intravenous  block 

Peripheral  nerve  block 

Neurolytic  intrathecal  and  epidural  block 

Chemical  transphenoidal  hypophysectomy 
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for  resuming  normal  activity.  They  remain  inac- 
tive, they  rely  on  excessive  medications,  and  they 
fail  to  assume  responsibility  either  at  work  or  at 
home.  Strategies  used  to  assist  the  patients  in  re- 
turning to  a normal  life  style  include  patient  ed- 
ucation, monitoring  of  behavior,  goal  setting, 
cognitive-behavior  therapy,  family  therapy,  group 
therapy,9  and  praise  and  positive  reenforcement. 

Other  treatment  methods  include  group  ther- 
apy, drug  detoxification  (methadone  withdrawal 
and  clonidine  withdrawal),  thermography,  move- 
ment therapy,  physical  therapy,  occupational 
therapy,  vocational  therapy,  and  relaxation  ther- 
apy. 

Site  of  Treatment 

Chronic  pain  patients  may  be  managed  as 
either  outpatients  or  inpatients.  Ninety-five  per- 
cent of  the  patients  seen  at  the  Vanderbilt  Pain 
Control  Center  are  studied  as  outpatients  and 
only  5%  are  inpatients.  The  goals  are  the  same 
in  both  groups,  but  the  outpatient  approach  is 
preferable  because  it  is  less  costly,  it  is  easier  to 
influence  behavioral  change,  the  patient  can  still 
remain  in  his  environment  and  deal  with  it,  and 
he  does  not  become  dependent  on  the  medical 
system. 

The  criteria  for  the  selection  of  patients  into 
the  inpatient  program  are  the  presence  of  drug 
dependency  requiring  drug  detoxification,  and  the 
presence  of  major  interpersonal  relationship  dis- 
ruptions. 


Special  Studies 

Special  studies  for  chronic  pain  patients  in- 
clude heat  beam  dolorimetry,  magnetic  therapy 
(still  under  investigation),  the  measurement  of 
vasoactive  principles  (for  example,  endorphins, 
encephalins,  prostaglandins,  serotonin,  vasoki- 
nin,  and  substance  p may  be  used  in  the  future 
as  an  important  tool  in  pain  research).  Thermog- 
raphy is  also  being  used  as  a research  tool  to  cor- 
relate the  findings  of  some  of  the  above-men- 
tioned methods  and  also  to  assess  changes  in  the 
patient’s  situation  following  nerve  block  and  var- 
ious neurosurgical  procedures.  A variety  of  psy- 
chometric tests  are  being  done  to  assist  in  the 
quantification  and  measurement  of  patients  with 
chronic  pain.  r A 
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Dissecting  Aortic  Aneurysm 
Secondary  to  Giant  Cell  Aortitis 

EDWARD  C.  MCDONALD,  M.D.;  WILLIAM  S.  STONEY,  JR.,  M.D.;  and 

PATRICK  H.  MOULTON,  M.D. 


Introduction 

Giant  cell  aortitis  is  a rarely  described  cause 
of  aortic  aneurysm,  in  spite  of  the  fact  that  giant 
cell  arteritis  is  not  an  uncommon  disease  among 
elderly  people.1-2  Aneurysmal  dilatation  of  the 
aorta  is  more  usually  attributed  to  atherosclero- 
sis, infectious  processes  such  as  syphilis,  congen- 
ital defects,  and  acquired  and  hereditary  disor- 
ders such  as  trauma,  coarctation  of  the  aorta,  and 
Marfan's  syndrome.  Deaths  resulting  from  giant 
cell  arteritis  are  unusual  and  most  commonly  re- 
sult from  a catastrophic  complication  of  inflam- 
mation involving  the  aorta,  coronary  arteries,  or 
intracranial  arteries.34  Despite  the  large  volume 
of  cardiothoracic  surgery  done  at  St.  Thomas 
Hospital,  no  previous  case  of  giant  cell  aortitis 
with  dissection  has  been  documented  in  our  pa- 
thology files. 

Histologically,  giant  cell  aortitis  is  a panarter- 
itis characterized  by  granulomatous  inflamma- 
tion involving  the  full  thickness  of  the  arterial 
wall.  There  is  degeneration  of  the  elastica  and 
replacement  of  normal  tissue  by  giant  cells,  in- 
flammatory cells,  and  necrotic  debris.  This  in- 
flammatory process  weakens  the  arterial  wall 
predisposing  to  dilatation  and  dissection  of  the 
vessel.5  We  report  a case  of  aortic  aneurysm  with 
dissection  due  to  giant  cell  aortitis. 

Case  Report 

A 74-year-old  woman  was  transferred  to  St. 
Thomas  Hospital  with  a several  day  history  of 
severe  chest  pain  and  widened  mediastinum 
thought  possibly  due  to  dissecting  aortic  aneu- 
rysm. Six  days  earlier  she  experienced  several 
episodes  of  sharp  stabbing  pain  in  the  left  chest, 
which  rapidly  increased  in  intensity  and  did  not 
radiate  to  her  back  or  arms.  The  pain  was  not 
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associated  with  diaphoresis,  syncope,  or  nausea; 
eating  had  precipitated  at  least  one  of  the  painful 
episodes. 

Past  medical  history  and  review  of  systems 
were  essentially  noncontributory  except  for  a 
longstanding  history  of  chronic  degenerative  os- 
teoarthritis and  hypertension.  Family  history  was 
noncontributory. 

Physicial  examination  revealed  a hypertensive 
elderly  woman  in  no  acute  distress,  with  regular 
pulses  and  respirations.  The  skin  was  warm  and 
dry.  Peripheral  pulses  were  equal,  without  bruit. 
No  evidence  of  peripheral  vascular  insufficiency 
was  noted,  and  there  was  no  jugular  venous  dis- 
tention. Examination  of  the  heart  revealed  a 
murmur  of  aortic  insufficiency,  but  no  rubs,  gal- 
lops, or  other  abnormality  were  noted. 

An  echocardiogram  showed  the  aortic  root  to 
be  at  the  upper  limits  of  normal,  without  evi- 
dence of  thickening  of  the  aortic  valve.  Chest 
x-rays  documented  a widened  mediastinum.  An 
arteriogram  demonstrated  a thoracic  aneurysm 
with  a markedly  dilated  ascending  aorta  and  mild 
aortic  insufficiency.  The  transverse  aorta  showed 
a nonopacified  “thickening”  of  the  aortic  wall 
laterally  which  gradually  diminished  in  thickness 
in  the  distal  descending  aorta.  No  intimal  flap  or 
false  lumen  was  evident  angiographically  (Fig.  1). 
A subsequent  CT  scan  showed  a crescent-shaped 
channel  of  opacification  beginning  near  the  ori- 
gin of  the  left  subclavian  artery  and  continuing 
distally  to  a level  near  the  diaphragm.  This  was 
considered  to  represent  a false  lumen,  with  find- 
ings consistent  with  a large  aneurysm  of  the  tho- 
racic aorta,  complicated  by  dissection  of  the  de- 
scending portion  (Fig.  2). 

At  surgery  a very  large  10-cm  ascending  aortic 
aneurysm  was  resected.  The  aorta  had  a thin  pli- 
able wall  without  evidence  of  hemorrhage,  dis- 
section, or  false  lumen.  The  dilated  segment  was 
resected  and  replaced  with  a dacron  graft.  The 
descending  thoracic  aneurysm  was  not  explored 
at  surgery.  Following  a prolonged  recuperation 
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Figure  1.  Arteriogram  demonstrating  a markedly  dilated  ascending 
aorta.  The  vessel  wall  is  thickened  but  nonopacified. 


the  patient  was  discharged  from  the  hospital  in 
good  condition,  and  is  currently  being  closely 
followed;  resection  of  the  thoracoabdominal  por- 
tion of  the  aorta  is  planned. 

Pathologic  Findings.  Received  in  the  patholo- 
gy laboratory  were  two  segments  of  aorta  meas- 
uring 5.5  x 3 x 0.6  cm  and  5 x 2 x 0.6  cm. 
The  tissue  was  brownish  tan  in  color  with  focal 
yellow  discoloration  over  a smooth  intimal  sur- 
face. There  was  no  gross  evidence  of  atheroscle- 
rosis or  calcification.  Routine  light  microscopy 


Figure  2.  CT  scan  shows  a crescent-shaped  channel  of  opacification 
(arrow)  beginning  near  the  origin  of  the  left  subclavian  artery  and  ex- 
tending distally  to  the  diaphragm.  The  channel  of  opacification  was 
considered  a false  lumen  of  aortic  dissection. 


revealed  a panarteritis  typical  of  giant  cell  aorti- 
tis. The  periadventitial  connective  tissues  were 
heavily  infiltrated  by  a mixed  lymphoplasmacytic 
infiltrate,  and  the  media  demonstrated  irregular 
areas  of  necrosis  and  degeneration  of  the  elasti- 
ca.  The  necrotic  zones  were  surrounded  by  pali- 
saded histiocytes  and  giant  cells  (Fig.  3).  Elastic 
stains  readily  demonstrated  the  interruption  and 
fragmentation  of  medial  elastic  tissue  in  the  in- 
flamed areas.  Phagocytosed  elastic  fibers  were 
present  within  giant  cells  (Fig.  4).  The  intima  was 
mildly  fibrotic,  and  showed  little  evidence  of  ath- 
erosclerosis. The  endothelial  hyperplasia  and 
perivascular  plasmacytic  infiltrate  commonly  seen 
in  luetic  arteritis  was  not  present,  nor  was  there 
endarteritis  of  the  vasa  vasorum. 

Discussion 

Aortic  aneurysms  are  produced  when  the  ves- 
sel undergoes  abnormal  dilatation;  their  etiology 
is  multiple.  Most  are  atherosclerotic,  but  others 
can  be  postinflammatory,  or  they  can  develop  as 
a result  of  acquired  or  inherited  diseases  such  as 
trauma,  or  Marfan’s  syndrome.  Giant  cell  aorti- 
tis is  rare,  and  may  be  associated  with  aneurys- 
mal dilatation  of  the  aorta,  with  aortic  dissec- 
tion.5'7 

Giant  cell  aortitis  was  first  described  by  Sproul 
and  Hawthorne  in  1937. 8 A strong  association 
exists  between  temporal  arteritis  and  giant  cell 
aortitis,  and  large  vessel  involvement  should  be 
considered  in  patients  with  this  diagnosis.5-910 
Over  the  years  it  has  become  evident  that  giant 
cell  aortitis  is  simply  a localized  expression  of 
more  diffuse  giant  cell  arteritis.  In  our  patient, 
temporal  artery  biopsies  were  not  performed,  but 
no  evidence  of  currently  symptomatic  temporal 
arteritis  or  polymyalgia  rheumatica  were  elicited 
by  history  or  physical  examination. 

Giant  cell  aortitis  as  a cause  of  aortic  aneu- 
rysms has  not  been  previously  documented  in  the 
pathology  laboratory  at  St.  Thomas  Hospital,  a 
cardiovascular  referral  center.  Medical  imaging 
criteria  also  indicated  an  associated  dissection  of 
the  descending  thoracoabdominal  portion  of  aor- 
ta. Dissecting  aortic  aneurysms  due  to  giant  cell 
aortitis  have  rarely  been  described  in  the  medical 
literature.  In  300  cases  of  dissecting  aneurysms, 
Shennan  et  al11  describe  a case  resembling  “rheu- 
matic” arteritis,  but  no  giant  cells  were  seen,  and 
Sailer12  in  his  review  of  500  cases  of  aortic  dissec- 
tion makes  no  comment  on  seeing  a case  of  giant 
cell  arteritis. 

The  possibility  of  luetic  arteritis  as  a predis- 
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Figure  3.  Photomicrograph  of  the  aortic  wall  showing  an  intramural 
lymphoplasmacytic  infiltrate  with  giant  cells  and  necrosis  characteris- 
tic of  giant  cell  arteritis  (hematoxylin-eosin,  x250). 


posing  cause  to  the  vasculitis  was  considered,  but 
lack  of  history  and  absence  of  typical  pathologi- 
cal features  effectively  ruled  out  this  diagnosis. 
The  lesion  has  some  histopathologic  resemblance 
to  Takayasu’s  disease,  but  the  clinical  presenta- 
tion, age,  and  lack  of  intimal  fibrosis  precluded 
this  diagnosis. 

In  summary,  giant  cell  aortitis  is  probably  a 
localized  manifestation  of  a more  generalized 
vasculitis  that  oftentimes  includes  the  manifesta- 
tions of  polymyalgia  rheumatica  and  temporal 
arteritis.  Though  giant  cell  arteritis  is  generally 
not  considered  a fatal  disease,  involvement  of  in- 
tracranial, coronary,  or  major  elastic  arteries  such 
as  the  aorta  have  been  associated  with  death.13 
Rarely,  giant  cell  aortitis  may  result  in  sympto- 
matic aneurysmal  dilatation  of  the  aorta,  with 
aortic  dissection.  These  are  complications  that 
may  be  potentially  life-threatening. 

Summary 

We  have  reported  a case  of  giant  cell  aortitis 
associated  with  dissecting  aortic  aneurysm. 
Aneurysmal  dilatation  of  the  aorta  due  to  aortitis 
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Figure  4.  Elastic  stains  demonstrate  necrosis  and  fragmentation  of 
elastica  lamina  by  a mixed  chronic  inflammatory  infiltrate  with  giant 
cells  (Verhoeff-Van  Gieson  elastic  stain,  x250). 


has  rarely  been  described  in  the  medical  litera- 
ture and  has  not  been  previously  documented  in 
the  pathology  laboratory  at  St.  Thomas  Hospital, 
a tertiary  care  cardiovascular  referral  center. 
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Special  Item 


Gate  Keeper — Points  to  Ponder 

THURMAN  L.  PEDIGO,  SR.,  M.D. 


And  I say  also  unto  thee,  That  thou  art  Peter,  and 
upon  this  rock  I will  build  my  church:  and  the  gates  of 
hell  shall  not  prevail  against  it. 

And  I will  give  unto  thee  the  keys  of  the  kingdom 
of  heaven:  and  whatsoever  thou  shalt  bind  on  earth 
shall  be  bound  in  heaven:  and  whatsoever  thou  shalt 
loose  on  earth  shall  be  loosed  in  heaven. 

Matthew  16:18-19 

The  term  gate  keeper  derives  from  prehistoric 
activities  in  which  some  desirable  object  was 
guarded  and  access  was  denied  to  those  who  are 
undeserving.  Deserving  could  be  achieved  by 
good  works  or  other  qualifying  attributes  or  sim- 
ply by  willingness  to  pay  the  tariff  for  access.  The 
mythological  dog,  Cerberus,  guarded  the  gate  of 
Hades;  St.  Peter  is  the  best  known  of  gate  keep- 
ers for  the  duration  of  recorded  history.  One  may 
surmise  that  St.  Peter  does  an  impeccable  job, 
and  all  those  who  are  qualified  pass  through  the 
Golden  Gate  and  none  who  fail  to  qualify  are 
allowed  entry.  To  the  best  of  my  knowledge  the 
ethics  of  St.  Peter  and  the  performance  of  his 
duty  has  never  been  questioned. 

As  applied  to  medicine,  the  gate  keeper  is  a 

relative  newcomer,  but  the  term  is  used  in  much 
the  same  context  as  a way  to  assure  that  those 
who  qualify  for  more  expensive  secondary  or  ter- 
tiary care  receive  it,  and  that  none  who  fail  to 
qualify  shall  be  able  to  partake  of  medical  pro- 
cedures or  services  not  required.  The  gate  keep- 
er concept  has  been  espoused  and  praised  by 
some  and  criticized  by  many.  When  one  analyzes 
the  criticisms,  one  finds  that  the  number  of  them 
have  to  do  as  much  with  who  the  gate  keeper  is 
as  with  the  philosophical  and  ethical  concept.  The 
primary  care  physician  is  criticized  as  being  both 
underqualified  and  overqualified  to  perform  the 
service.  The  nursing  profession  likes  to  empha- 

Reprint  requests  to  1502  Sparta  Road,  McMinnville.  TN  37110 
(Dr.  Pedigo). 


size  that  the  gate  can  be  kept  most  effectively 
and  economically  by  a nurse  because  nurses  are 
both  less  expensive  and  eminently  qualified  to 
manage  the  patients’  minor  problems  and  assist 
them  in  referral  to  the  secondary  or  tertiary  care 
consultant  who  is  most  appropriate  to  manage  the 
case.1  An  argument  from  some  of  the  consultant 
specialists  and  subspecialists  is  that  the  primary 
care  physician  is  both  inadequately  trained  and 
insufficiently  experienced  to  determine  when  pa- 
tients should  be  referred  for  consultation.2 

To  analyze  the  dilemma  surrounding  the  var- 
ious arguments  relating  to  the  appropriateness 
and  effectiveness  of  the  gate  keeper  system,  one 
needs  to  understand  three  basic  forces  driving  the 
system.  The  first  is  the  desire  of  purchasers  and 
consumers  of  health  care  to  have  access  to  health 
care  without  immediate  identifiable  out-of-pock- 
et cost.  Secondly,  those  consumers  and  pur- 
chasers of  health  care  would  like  the  ultimate  cost 
of  total  health  care  that  is  shared  throughout  the 
population  to  be  of  some  finite  level,  presumably 
the  lower  the  better.  This  obviously  utopian  goal 
of  providing  an  elaborate  quantity  of  superior 
quality  technological  health  care  at  a bargain 
basement  price  is  laudable  but  difficult  to  accom- 
plish. If  one  totally  removes  the  financial  incen- 
tive to  the  consumer  to  discriminate  in  the  con- 
sumption of  health  care,  one  must  then  find 
another  way  of  limiting  the  consumer’s  access  to 
health  care  if  one  is  to  attain  the  bargain  base- 
ment price. 

Now,  anyone  in  the  position  of  limiting  access 
to  a desired  benefit  may  be  in  a position  of  cre- 
ating some  degree  of  dissatisfaction  in  the  indi- 
vidual who  is  having  his  access  limited.  The  pur- 
chasers’ desire  to  avoid  performing  this  function 
directly,  since  one  might  assume  that  it  could  in- 
terfere with  employer/employee  relationships, 
constitutes  the  third  driving  force.  They  there- 
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fore  select  the  primary  care  physician  to  act  as 
their  surrogate  for  performing  this  function.  In 
so  doing  they  have  assumed  (or  hoped)  that  the 
primary  care  physician  will  perform  his  function 
with  the  same  dispatch  as  St.  Peter — that  is,  the 
primary  care  physician  is  going  to  be  impeccably 
objective  in  determining  the  qualifications  and 
needs,  and  have  such  superior  forcefulness  that 
he  can  cause  the  patient  to  like  it. 

The  employer  (purchaser)  must  of  course  per- 
suade all  of  the  employee-consumers  that  all  of 
the  physicians  in  the  primary  care  network  do  in 
fact  have  the  same  qualifications  as  St.  Peter.  The 
purchasers  have  attempted  to  persuade  the  pri- 
mary care  physician  that  they  will  realize  an  in- 
creased share  of  the  market  or  some  other  tan- 
gible benefit  for  performing  this  priestly  duty.  The 
primary  care  physician  is  also  given  some  finan- 
cial incentive,  such  as  a share  in  the  money  saved 
by  reducing  hospitalization  and  consultations. 
Some  of  these  plans  go  so  far  as  to  actually  place 
some  of  the  money  at  the  disposal  of  the  primary 
care  physician  with  which  to  purchase  consultant 
services.  In  such  cases  the  primary  care  physician 
is  given  the  entire  capitation,  out  of  which  he  pays 
both  himself  and  the  consultants.  If  one  can  as- 
sume that  employers  have  some  concern  about 
the  health  and  well-being  (and  thereby  the  con- 
tinued productivity)  of  their  employees,  one  may 
presume  they  believe  that  even  if  the  primary  care 
physician  is  not  quite  as  untarnished  as  St.  Peter, 
the  physician  will  at  least  be  more  ethical  in  al- 
lowing access  to  secondary  levels  of  health  care 
than  the  consultant  specialist  will  be  in  conserv- 
ing health  care  funds. 

In  analyzing  how  this  conclusion  was  reached, 

one  must  look  at  two  long-standing  operational 
gate  keeper  systems.  First,  it  has  been  the  tradi- 
tional role  of  all  physicians  in  the  United  States 
to  be  the  gate  keeper  to  the  hospital;  patients  do 
not  enter  the  hospital  for  medical  care  unless  it 
has  been  arranged  by  a physician.  As  long  as  the 
patients  were  participating  by  using  some  of  their 
own  funds,  this  was  not  a major  problem.  Since 
coercive  hospitalization  insurance  began  finan- 
cially rewarding  both  patients  and  physicians  for 
increasing  utilization  of  hospitals,  however,  we 
have  seen  an  increased  financial  burden  placed 
on  the  system,  created  primarily  by  the  transpar- 
ency of  the  cost  of  this  segment  of  the  health  care 
to  both  the  physician  and  the  patient. 

The  other  gate  keeper  system  useful  in  analyz- 
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ing  this  problem  is  the  National  Health  Service 
(NHS)  of  the  United  Kingdom.  In  this  case  the 
gate  keeper  physician  has  no  hospital  privileges; 
he  is  assigned  a panel  of  patients  and  manages 
their  health  care  needs  up  to  the  point  where  they 
require  consultation  or  hospitalization.  It  is  at  this 
point  that  the  patient  is  referred.  As  numerous 
studies  have  shown,  the  waiting  list  to  get  elec- 
tive procedures  accomplished  in  this  system  is 
long;  thus  the  United  Kingdom  limits  access  and 
thereby  reduces  the  per  capita  cost  in  delivering 
health  care.  This  social  reform  was  initiated  to 
achieve  equal  access  and  quality  of  health  care  to 
all  citizens  of  the  United  Kingdom;  it  has  not  been 
uniformly  accomplished,  however.  One  of  that 
failure’s  major  symptoms  is  the  flourishing  pri- 
vate sector  available  to  those  who  can  afford  it. 

In  creating  this  problem,  what  Great  Britain  is 

in  effect  doing  is  training  and  licensing  more  con- 
sultant specialist  physicians  than  the  NHS  is  will- 
ing to  afford.  The  long  lists  of  patients  awaiting 
treatment  in  the  NHS  are  clear  indication  that 
there  is  adequate  work  in  the  NHS  to  keep  the 
consultants  busy  if  the  United  Kingdom  would 
pay  for  the  work.  To  eliminate  this  cost  control, 
however,  would  cause  a great  increase  in  the  cost 
of  the  NHS.  This  creates  a segment  of  consultant 
specialist  physicians  available  to  offer  their  serv- 
ices to  the  private  citizens  who  can  afford  them. 
While  many  may  say  that  financial  means  should 
not  determine  what  health  care  one  receives,  it 
is  operating  in  a very  crude  and  flagrant  manner 
in  this  socialized  system  of  health  care  delivery. 
It  is  very  instructive  to  observe,  however,  since 
it  provides  very  clear  evidence  that  the  utiliza- 
tion of  more  expensive  health  care  is  significantly 
influenced  by  the  patient’s  willingness  and  ability 
to  pay — a fact  totally  ignored  in  much  of  the 
modern  day  employer/employee  wage  benefit 
negotiations.  Witness,  for  instance,  the  recent 
settling  of  the  strike  between  Aluminum  Com- 
pany of  America  (ALCOA)  and  their  employ- 
ees. The  final  agreement  on  this  provided  for  a 
reduction  of  wages  on  an  average  of  90  cents  per 
hour.  This  concession  was  apparently  necessary 
for  ALCOA  to  remain  competitive  in  their  busi- 
ness. The  union  leaders  in  this  case  boasted, 
however,  that  they  were  able  to  maintain  their 
health  care  benefits  without  copayment  or  de- 
ductible, giving  the  implication  that  this  was  a 
superb  achievement.  One  wonders  if  the  union 
members  would  all  have  been  as  happy  with  it  if 
they  had  been  told  that  this  90  cents  per  hour 
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translates  annually  into  over  $1,950  per  employ- 
ee for  copayments  and  deductible  participation 
in  their  health  care  costs. 

Unfortunately,  the  medical  profession  has  ap- 
proached this  gate  keeper  process  in  a somewhat 
devisive  fashion,  possibly  because  the  gate  keep- 
er concept  does  to  a certain  extent  have  devisive 
characteristics  (a  trait  not  totally  undesirable  to 
the  purchasers  of  health  care).  There  is  enough 
name  calling  on  both  sides  of  the  issue  to  go 
around.  The  primary  care  physicians  accuse  the 
consultant  specialists  of  overutilizing,  failing  to 
refer  patients  back,  and  in  other  ways  acting  in  a 
counterproductive  manner.  The  consulting  spe- 
cialists fear  the  primary  care  physicians,  and  claim 
that  they  fail  to  refer  patients  in  a timely  fashion 
because  of  the  financial  disincentives  for  referral. 

To  properly  evaluate  this,  one  must  attempt  to 

determine  why  referral  for  consultation  takes 
place.  There  may  be  numerous  reasons  in  to- 
day’s environment,  but  three  should  receive  sig- 
nificant consideration.  First  is  the  physicians’  lev- 
el of  discomfort  in  the  management  and  outcome 
of  a particular  problem  or  group  of  problems. 
Second  is  the  patient’s  desire  for  consultation  and 
the  apparent  strength  of  this  desire.  Third  is  the 
referring  physician’s  perception  that  the  problem 
is  one  that  he  does  not  manage,  nor  desire  to 
manage,  considering  his  level  of  training  and  ex- 
perience. 

If  payment  for  a referral  comes  out  of  a lim- 
ited amount  of  resources  that  the  primary  care 
physician  has  to  purchase  consultations,  one  may 
say  that  this  will  discourage  referral.  While  this 
opinion  certainly  has  merit,  it  has  no  more  than 
the  argument  that  a surgeon  or  other  consulting 
specialists  may  recommend  a particular  proce- 
dure simply  because  there  is  an  empty  slot  on  the 
OR  schedule  or  appointment  book  and  he  needs 
the  income.  If  one  can  get  past  this  binge  of  de- 
visive name  calling,  which  well  serves  neither  the 
profession  nor  the  purchasers  and  consumers  of 
health  care,  and  get  down  to  analyzing  the  gate 
keeper  system  on  its  true  merits,  one  may  be  able 
to  perform  a useful  service  to  all  involved. 

First,  one  must  accept  that  limiting  access  to 
health  care  can  reduce  cost.  The  real  problem 
lies  with  determining  when  the  limitation  of  ac- 
cess begins  to  reduce  the  quality  of  health  and 
endanger  life.  One  should  also  look  at  how  this 
limitation  can  best  be  accomplished  while  pre- 
serving the  quality  of  and  satisfaction  with  the 
system.  Review  of  recent  activities  in  the  modern 


gate  keeper  systems  in  the  United  States  reveals 
several  interesting  facts.  First,  one  finds  glowing 
reports  of  the  effectiveness  of  the  gate  keeper 
system  in  reducing  costs  and  maintaining  high 
quality  health  care.  Later,  one  finds  that  the  gate 
keeper  system  is  no  longer  performing  efficient- 
ly. Witness  the  SAFECO  experience  in  Washing- 
ton in  the  late  1970s  and  early  1980s. 

In  1979,  a special  article  in  the  New  England 
Journal  of  Medicine  described  the  United 
Healthcare  Plan  organized  by  the  SAFECO  In- 
surance Company  as  being  very  effective  in  health 
care  cost  containment  and  reduction  of  hospital 
utilization.3  However,  in  1981,  a decision  was 
made  to  terminate  the  plan  because  of  significant 
losses,  and  in  1983  a special  report  by  the  same 
author  reports  the  demise  of  the  United  Health- 
care Plan  and  alleges  that  savings  are  affected 
more  by  enrollee  behavior  than  by  physician  be- 
havior and  that  the  behavior  of  enrollees  can  best 
be  affected  by  increasing  the  amount  of  cost 
sharing.4 

Another  national  gate  keeper  program  has 
been  that  of  Health  America,  which  until  recent- 
ly has  been  very  effective  in  controlling  costs.  The 
cost  control  and  marketability  of  their  plan,  how- 
ever, led  Health  America  to  introduce  a product 
that  they  refer  to  as  a triple  option,  which  in- 
cludes not  only  the  widely  acclaimed  gate  keeper 
system,  but  also  a modified  IPA  fee  for  a service 
and  indemnity  package.  They  perceived  the  de- 
velopment of  these  “new  products”  as  necessary 
for  the  marketability  of  their  total  health  care 
package. 

To  the  best  of  my  knowledge,  no  one  has  ana- 
lyzed the  subconscious  impact  that  the  gate 
keeper  system  may  have  on  the  physician-patient 
relationship.  The  problem  up  to  this  point  in  de- 
veloping efficiency  and  delivery  of  health  care  is 
that  patients  and  physicians,  as  well  as  other 
providers  of  health  care,  have  received  very  little 
feedback  related  to  the  efficiency  of  their  per- 
formance in  the  health  care  system.  Physicians 
are  accustomed  to  receiving  feedback,  basing 
their  treatment  on  their  perception  of  the  needs 
for  adjustment  to  maintain  efficiency.  Physicians 
have  been  heard  to  say  that  they  practice  what 
they  consider  good  medicine  without  regard  to 
cost.  This  is  a hard  position  to  justify,  if  one  con- 
siders that  if  one  could  get  a CT  of  the  head  for 
$2  without  radiation  exposure  to  the  patient,  one 
would  almost  certainly  get  a CT  on  all  patients 
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with  any  significant  headache.  Considering  the 
hazards  of  the  procedure  and  a $350  price  tag, 
however,  not  every  patient  with  a headache  gets 
a CT  of  the  head. 

This  type  of  behavior  is  pervasive  throughout 
medical  practice.  Because  patients  may  object  to 
having  their  access  to  consultation  obstructed  by 
the  primary  care  physician,  leading  to  dissatisfac- 
tion and  consequent  interference  with  the  physi- 
cian-patient relationship,  a way  must  be  found  to 
achieve  the  same  result  without  arousing  concern 
in  the  patient  that  his  physician  is  avoiding  refer- 
ral just  to  save  money.  The  most  logical  and  ef- 
fective way  of  accomplishing  this  is  to  make  the 
patient  a partner  in  decisions  about  his  health 
care.  As  the  patients  become  more  financially  in- 
volved in  this  process,  they  will  become  more 
discriminating  in  its  application.  Physicians  can 
still  perform  a very  important  role  in  advice  and 
assistance  in  the  obtaining  and  utilizing  of  refer- 
ral. 

Neither  the  patient  nor  the  physician  should 

receive  any  financial  incentive  for  escalating  the 
cost  of  health  care,  and  in  fact  a slight  financial 
disincentive  to  both  might  be  appropriate.  For 
instance,  a higher  copayment  for  the  more  ex- 
pensive service  may  be  effective;  this  would  also 
place  responsibility  on  the  physician  to  justify  to 
the  patient  a service  that  is  going  to  cost  more 
out-of-pocket  dollars. 

This  participation  of  the  patient  in  direct  pay- 
ment for  health  care  services  is  not  a new  con- 


cept; as  a matter  of  fact,  it  is  the  oldest  method 
of  payment  for  health  care  services.  The  third 
party  involvement  is  a new  arrival  on  the  scene. 
The  most  effective  way  of  applying  third  party 
application  for  risk  sharing  of  all  patients,  while 
at  the  same  time  maintaining  discrimination  in 
selection  of  service  by  individual  patients,  has  not 
yet  been  developed.  We  are  gaining  experience 
with  which  to  measure  its  effectiveness. 

As  a discussion  and  critique  of  the  gate  keeper 

system,  this  paper  is  nevertheless  not  intended  to 
imply  that  the  gate  keeper  system  should  be 
completely  eliminated.  Rather  it  is  intended  as  a 
statement  that  members  of  the  medical  profes- 
sion, instead  of  calling  names  and  engaging  in  the 
devisiveness,  should  get  down  to  the  serious 
evaluation  of  the  impact  of  this  system  on  the 
efficiency  of  health  care  as  it  affects  both  quality 
and  cost.  It  is  only  through  a continued  objective 
evaluation  of  a plurality  of  systems  that  we  will 
arrive  at  a health  care  system  of  impeccably  high 
quality  and  affordability  for  the  citizens  of  the 
United  States.  r ^ 
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Medical  Grand  Rounds 


Metabolic  Aspects  of  Nephrolithiasis 


CHARLES  E.  KOSSMANN,  M.D.,  Editor 

TRIP  HALLE,  M.D. 

(Resident  Physician) 

During  her  first  pregnancy  in  1964,  a 50-year-old  white 
woman  passed  a stone  in  the  urine,  analysis  of  which  re- 
vealed calcium  oxalate;  in  both  1966  and  1968  she  passed  an- 
other stone.  In  1969  she  had  multiple  urinary  tract  infections 
during  a second  pregnancy,  and  after  delivery  still  another 
stone  w'as  passed.  Between  January  and  August  of  1982,  she 
passed  16  calculi.  In  September  of  1982,  an  IVP  showed  bi- 
lateral intrarenal  calculi,  but  normal  sized  kidneys  without 
obstruction,  and  a left  pyelolithotomv  was  done;  stone  anal- 
ysis again  disclosed  calcium  oxalate.  At  the  time  her  serum 
electrolytes  were  normal;  in  mg/dl  the  BUN  was  9.  creatinine 

1.0,  calcium  8.9,  and  phosphorus  3.2.  Between  January  and 
July  of  1983  she  passed  six  more  stones,  and  in  September  of 
1983  obstruction  of  the  lower  one-third  of  the  right  ureter 
with  hydronephrosis  developed.  After  two  unsuccessful  at- 
tempts to  reach  the  stone  by  catheter,  a right  ureterolithoto- 
my was  performed. 

Past  medical  history  was  positive  for  gallstone  pancreatitis 
in  1981,  for  which  she  subsequently  underwent  a cholecystec- 
tomy; peptic  ulcer  disease  was  diagnosed  at  that  time.  She 
was  treated  with  cimetidine,  but  she  was  never  treated  with 
any  antacids.  For  hypertension  she  was  treated  with  propran- 
olol. In  1983,  she  had  a right  radical  mastectomy  for  carci- 
noma; the  regional  lymph  nodes  were  free  of  disease.  Her 
mother  had  kidney  stones  and  thyroid  disease. 

The  patient  had  never  been  given  any  diuretics  and  de- 
nied ever  taking  steroids  or  vitamin  D.  She  had  intermittent 
colicy  flank  pain  but  denied  any  dysuria.  hematuria,  polyuria, 
or  bone  pain. 

On  examination  she  was  afebrile,  and  her  blood  pressure 
was  120/80  mm  Hg.  There  was  narrowing  of  the  retinal  arter- 
ioles, and  her  thyroid  was  mildly  enlarged.  There  was  a right 
mastectomy  scar;  the  left  breast  was  without  masses. 

The  serum  chemistry  values  in  mg/dl  were  BUN  10,  cre- 
atinine 0.9,  uric  acid  5.7,  and  calcium  9.0;  phosphorus  was 

2.1,  and  when  repeated  was  again  2.1  mg/dl.  The  white  blood 
cell  count  was  10.300/cu  mm  with  a normal  differential  count; 
the  hematocrit  was  44.6%.  Urinalysis  showed  pH  6.5,  2 + 
protein,  and  3+  hemoglobin.  Microscopic  examination  dis- 
closed red  blood  cells  too  numerous  to  count  and  5 to  10 
white  blood  cells  per  high  power  field. 

Further  workup  on  an  outpatient  basis  included  a repeat 
urinalysis  which  had  a normal  sediment.  Three  24-hour  urine 
calcium,  uric  acid,  oxalate  and  cystine  determinations  were 
done.  One  of  the  calcium  excretions  exceeded  the  normal  for 
a woman  of  250  mg/24  hours.  (The  maximum  in  men  is  300 
mg/day.  The  commonly  used  formulae  to  determine  normal 
calcium  excretion  are  4 mg/kg/24  hours  or  140  mg/gm  of  uri- 
nary creatinine.)  Two  of  the  uric  acid  determinations  exceed- 
ed the  normal  of  750  mg/24  hours.  The  oxalate  and  cystine 
excretions  were  both  within  the  normal  range.  The  serum 
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parathormone  level,  thyroid  function  tests,  and  repeat  serum 
calcium  determination  were  all  normal. 

The  final  diagnosis:  Recurrent  calcium  oxalate  nephroli- 
thiasis, hypercalciuria,  hyperuricosuria. 

She  was  treated  with  a 2-gm  sodium  and  moderate  cal- 
cium restricted  diet,  and  hydrochlorothiazide  50  mg  daily, 
amiloride  5 mg  daily,  and  allopurinol  100  mg  three  times  a 
day  in  addition  to  the  propranolol  and  cimetidine  that  she 
was  already  taking. 

On  a six-week  follow-up,  the  serum  calcium,  phosphorus, 
uric  acid,  24-hour  urinary  calcium,  and  uric  acid  were  all  nor- 
mal. 

FRED  E.  HATCH,  JR.,  M.D. 

(Professor  of  Medicine,  Nephrology ) 

This  patient  has  a disease  known  since  ancient 
times.  Bladder  stones  were  found  in  an  Egyptian 
mummy  that  was  4,000  years  old.  They  contin- 
ued to  be  a major  disorder  through  the  Renais- 
sance and  into  the  era  of  the  Industrial  Revolu- 
tion. Why  bladder  stones  were  more  frequent 
than  stones  of  the  upper  urinary  tract  in  that  pe- 
riod is  not  clear,  but  this  peculiarity  of  location 
led  to  the  development  of  the  first  surgical 
subspecialist,  the  lithotomist.  He  traveled  around 
the  countryside  removing  bladder  stones.  The 
patient  was  placed  in  a semi-sitting  position,  a 
sound  was  passed  into  the  bladder,  and  a lithot- 
omy incision  made  to  locate  the  bladder  stone. 
Those  were  the  days  before  anesthesia.  Patients 
were  actually  bled  into  mild  shock  to  dull  the 
sensorium  and  thus  reduce  pain.  The  patient 
usually  ended  up  with  urine  leaking  from  a fis- 
tulous tract.  Death  frequently  ensued  from  infec- 
tion, which  was  treated  at  that  time  with  purging 
and  leeches.  With  or  without  “therapy,”  it  was  a 
disease  with  a grave  prognosis. 

Bladder  stones  have  now  virtually  disap- 
peared, at  least  in  industrialized  nations.  At  the 
same  time  there  has  been  an  increased  frequency 
of  calculi  in  the  upper  urinary  tract.  The  inci- 
dence of  kidney  stones  is  about  1%  to  5%  of  the 
general  population,1  depending  upon  the  geo- 
graphic location.  The  southeastern  part  of  the 
United  States  is  a stone  belt  where  calculi  occur 
in  1 in  10  men  and  1 in  40  women.  Overall,  the 
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disease  is  about  twice  as  common  in  the  11 
southeastern  states  as  in  the  rest  of  the  country. 

Despite  awareness  of  the  disease  since  ancient 
times,  it  has  been  only  within  the  last  few  years 
that  anything  like  satisfactory  therapy  has  been 
designed.  Until  a few  years  ago,  it  consisted  of 
forcing  fluids  and  perhaps  placing  the  patient  on 
a low  calcium  diet.  If  the  stone  failed  to  pass,  or 
caused  obstruction,  the  urologist  was  called  for 
mechanical  removal.  Recently,  with  better  ways 
of  making  an  etiologic  diagnosis,  and  a better 
understanding  of  mechanisms  and  the  patho- 
physiology involved,  it  has  become  possible  to 
design  a much  more  satisfactory  therapy  for  the 
patients  with  urinary  tract  stones  of  various  types. 

Classification 

Stone  formation  within  the  urinary  tract  can 
result  from  many  disorders.  Table  1 shows  the 
etiologic  classification  of  urolithiasis.  The  physi- 
cian can  eliminate  many  of  these  conditions  in 
the  course  of  the  initial  evaluation,  including  a 
detailed  history  and  physical  examination.  Renal 
tubular  acidosis  may  first  appear  with  nephrocal- 
cinosis,  but  it  can  also  be  associated  with  kidney 
stones  as  well.  The  enzyme  disorders  listed  are 
rather  rare.  Primary  hyperoxaluria  is  an  exam- 
ple. I believe  most  of  you  are  familiar  with  the 
hypercalcemic  states  that  must  be  weighed  in  the 
differential  diagnosis.  Today’s  patient  had  some 
features  of  hyperthyroidism,  at  least  initially,  and 
even  of  primary  hyperparathyroidism,  so  that  they 
had  to  be  eliminated  from  consideration  before 
discovering  the  problem  she  really  had.  Uric  acid 
stones  are  not  as  common  today  as  formerly  be- 
cause better  methods  are  now  available  for  con- 
trolling gout,  but  it  is  still  seen  occasionally  in 
myeloproliferative  disorders.  Stones  may  also  be 
associated  with  gastrointestinal  derangements;  we 
recently  had  a patient  in  the  university  hospital 
with  acquired  hyperoxaluria  and  stone  formation 
that  developed  following  gastrointestinal  sur- 
gery. Idiopathic  renal  lithiasis  is  still  the  most 
common  class  of  stones  today  by  far.  About  60% 
to  80%  of  all  stones  fall  into  this  category.  Final- 
ly, there  are  calculi  due  to  infection,  the  so-called 
struvite  (magnesium-ammonium-phosphate) 
stones. 

The  Metabolic  Workup 

Theoretically,  metabolic  studies  should  be 
done  on  all  patients  with  kidney  stones,2  because 
a patient  who  forms  a kidney  stone  and  is  not 
treated  has  about  a 40%  to  50%  chance  of  pro- 
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TABLE  1* 

ETIOLOGIC  CLASSIFICATION  OF  UROLITHIASIS 

Renal  Tubular  Syndrome 
Cystinuria 

Renal  tubular  acidosis 

Type  I:  distal  tubular  defect 
Carbonic  anhydrase  inhibitors 
Enzyme  Disorders 
Xanthinuria 
Primary  hyperoxaluria 
Type  I:  glycolic  aciduria 
Type  II:  L-glyceric  aciduria 
Hypercalcemic  States 

Primary  hyperparathyroidism 

Immobilization 

Milk-alkali  syndrome 

Sarcoidosis 

Hypervitaminosis  D 

Neoplastic  disorders 

Cushing’s  syndrome  (or  disease) 

Hyperthyroidism 

Others 

Uric  Acid  Lithiasis 

Idiopathic  uric  acid  lithiasis 
Gout 

Myeloproliferative  disorders 
Low  urine  output  states 
Others 

Urolithiasis  Associated  with  Gastrointestinal  Disorders 
Uric  acid  lithiasis 
Acquired  hyperoxaluria 
Mixed  disorders 
Idiopathic  Renal  Lithiasis 
With  hypercalciuria 
Absorptive 
“RenaHeak" 

Without  hypercalciuria 
Inhibitor  deficiency 
Hyperuricosuria 
Increased  urinary  oxalate 
Increased  urine  alkalinity 
“Normocalcemic  hyperparathyroidism" 

Secondary  Urolithiasis 
Infected  urolithiasis 
Obstructive  urolithiasis 
Medullary  sponge  kidney — cystic  disease 
Urinary  diversion  procedures 


'From  Smith5  with  permission. 

ducing  a second  stone  within  five  years,  and  about 
a 60%  to  80%  chance  in  ten  years3;  the  tenden- 
cy, though,  is  quite  variable,  ascribable  to  the 
numerous  factors  involved.  Many  patients  who 
pass  a stone  will  never  pass  another;  the  stone 
disease  would  then  be  considered  inactive.  In  or- 
der to  establish  the  remediable  causes  of  kidney 
stones,  a metabolic  workup  is  desirable;  it  is  sim- 
ple, and  can  be  done  on  an  outpatient  basis. 
Coe’s4  suggested  workup  for  an  outpatient  is 
shown  in  Table  2.  A serum  calcium  is  deter- 
mined on  four  successive  days  to  rule  out  hyper- 
calcemia, and  at  least  two  24-hour  urinary  excre- 
tions of  calcium  and  oxalate  are  needed.  Serum 
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TABLE  2*t 


RECOMMENDED  OUTPATIENT  METABOLIC  STUDY  OF 
STONE  DISEASE 


Collection  Day 


Laboratory  Test 

1 

2 

3 

4 

Serum  calcium 

is 

o' 

is 

S 

24-hour  urinary  calcium  excretion 

is 

24-hour  urinary  oxalate  excretion 

is 

is 

Serum  sodium 

lS 

Serum  potassium 

i * 

Serum  chloride 

is 

Serum  total  C02 

is  • 

Fresh  urine  pH 

S • 

Capillary  blood  pH 

iS  • 

Capillary  blood  pC02 

S’  • 

Cystine  screening 

i s 

Serum  urate 

iS 

is 

is 

is 

24-hour  urinary  urate  excretion 

is 

is 

Serum  creatinine 

i S 

is 

iS 

IS 

24-hour  urinary  creatinine  excretion 

is 

iS 

is 

IS 

Urinalysis 

is 

IS  • 

Urine  culture 

S’  • 

'From  Coe4  with  permission. 

tThe  black  dots  with  a check  mark  indicate  optional  measurements  if  initial  results 

are  abnormal. 


electrolytes,  including  the  bicarbonate  level,  are 
required  to  eliminate  renal  tubular  acidosis.  One 
urine  for  cystine  screening  is  adequate.  Both  ser- 
um uric  acid  and  at  least  two  24-hour  urinary  ex- 
cretions of  urate  are  included.  Twenty-four  hour 
urinary  creatinine  excretion  is  obtained  to  deter- 
mine adequacy  of  collection.  Two  urinalyses 
should  be  performed  to  rule  out  infection  and  to 
determine  urinary  pH.  This  fairly  simple  workup 
is  designed  to  cover  most  of  the  diseases  associ- 
ated with  renal  calculi. 

A second  desirable  part  of  the  metabolic 
workup,  when  possible,  includes  analysis  of  a 
stone.  Fig.  1 shows  the  results  of  the  analysis  of 
4,500  stones  removed  at  the  Mayo  Clinic.5  You 
can  see  that  calcium  stones  comprise  about  80% 
of  the  stones,  usually  calcium  oxalate  but  also 
calcium  phosphate  or  a mixture  of  the  two.  The 
struvite,  or  infectious,  stones  make  up  about  9%, 
uric  acid  stones  about  10%,  and  all  the  remain- 
der a much  smaller  percentage. 

Calcium  Stones 

I am  going  to  focus  primarily  on  the  calcium 
stones  because  they  constitute  by  far  the  largest 


Calcium  oxalate 
58  8% 


j -j- Misc.  0.8% 

s'  \\  ^==sT~~Cystine  0.7% 

\ / \ A-  Uric  acid 

■ / \ / 10.1% 

\ / / \ Ny/ 

Mixed  calcium  oxalate  \ / \ ''x 

Calcium  phosphate  , \ 'struvite 

114%  ^ j 9.3% 

Calcium  phosphate 
8.9% 

Figure  1 . Percentage  distribution  of  various  chemical  contents  of  4,500 
renal  stones  analyzed  at  the  Mayo  Clinic  (from  Smith5  with  permission). 


number  we  see.  Table  3 is  a classification  of  cal- 
cium stones.6  Basically  there  are  two  main  types — 
those  associated  with  hypercalciuria  and  those 
associated  with  a normal  urinary  calcium.  With 
regard  to  the  latter,  there  are  basically  three  pos- 
sibilities to  keep  in  mind.  First,  is  the  urinary  uric 
acid  increased?  Hyperuricosuria  as  a cause  for 
calcium  stones  occurs  in  9%  to  15%  of  patients 
(with  or  without  hypercalciuria)  and  is  becoming 
quite  common.  The  cause  for  the  hyperuricosur- 
ia is  thought  to  be  mainly  the  high  purine  diet 
consumed  by  many  Americans,  which  usually 
means  a high  content  of  meat,  fish,  and  poultry. 
Some  of  the  patients,  however,  have  been  iden- 
tified as  having  a renal  tubular  transport  defect 
leading  to  uric  acid  retention.  In  either  case  the 
patient  excretes  a urine  supersaturated  with 
monosodium  urate,  which  initiates  formation  of 
calcium  stones. 

I have  already  mentioned  enteric  hyperoxalu- 
ria due  to  gastrointestinal  disorders.  This  is  the 

TABLE  3* 

CLASSIFICATION  OF  CALCIUM  NEPHROLITHIASIS 

Hypercalciuric  calcium  nephrolithiasis 
Resorptive  hypercalciuria 
Absorptive  hypercalciuria 
Type  I 
Type  II 
Type  III 

Renal  hypercalciuria 

Normocalciuric  calcium  nephrolithiasis 

Hyperuricosuric  calcium  oxalate  nephrolithiasis 
Enteric  hyperoxaluria 
Inhibitor  deficiency 


'From  Pak6  with  permission. 
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second  possible  cause  for  normocalciuric  calcium 
stones.  Inhibitor  deficiency  is  the  third  possible 
cause  to  be  considered  if  the  urine  calcium  and 
uric  acid  are  normal.  We  know  that  there  are  a 
number  of  substances  in  the  normal  urine  that 
retard  crystallization  of  calcium  salts.  We  don’t 
know  much  about  the  nature  of  these  inhibitors 
at  this  time.  Decreased  urinary  citrate,  pyro- 
phosphate, and  other  organic  inhibitors  have  been 
found  in  patients  with  nephrolithiasis.7  While  in- 
hibitor deficiency  may  be  measured  directly,  the 
measurements  are  cumbersome  and  difficult  to 
obtain.  The  diagnosis  of  inhibitor  deficiency  is  a 
presumptive  one  after  no  abnormality  in  the  ex- 
cretion of  calcium  or  uric  acid  has  been  found. 
Treatment  is  directed  at  stimulating  the  renal  ex- 
cretion of  endogenous  inhibitors  or  providing  re- 
placement inhibitors,  to  be  discussed  later. 

Now  let  us  go  back  to  the  hypercalciuric  indi- 
viduals, because  they  comprise  40%  to  75%  of 
all  patients  with  stones.8  About  5%  of  the  popu- 
lation has  hypercalciuria,9  but  only  0.5%  have 
calcium  stones.  It  has  been  estimated  that  hyper- 
calciuria increases  the  risk  for  stone  formation 
about  twenty  fold.10 

Types  of  Hypercalciuria 

“Idiopathic  hypercalciuria”  comprises  three 
major  forms  (Fig.  2);  it  can  be  resorptive,  ab- 
sorptive, or  renal,  depending  on  whether  the  ab- 
normality involves  excessive  bone  resorption,  en- 
hanced intestinal  absorption  of  calcium,  or 
impaired  renal  tubular  reabsorption  of  calcium.6 
Note  that  both  parathormone  and  vitamin 


Resorptive  Hypercalciuria 


Absorptive  Hypercalciuria  Type  I and  II 


Absorptive  Hypercalciuria  Type  IIS 


4 Urin  P 


h Serum  P 


4 1,25-(OH)2D 


4 Ca  Absorption 


Renal  Hypercalciuria 


Figure  2.  Classification  and  mechanisms  of  hypercalciurias  (from  Pak6 
with  permission). 


l,25(OH),D  are  involved  in  all  forms  of  hyper- 
calciuria. 

It  is  helpful  to  categorize  a patient  with  hyper- 
calciuric nephrolithiasis.  By  defining  the  mecha- 
nism of  the  hypercalciuria,  a rational  approach 
to  therapy  can  be  defined. 

Resorptive  hypercalciuria  is  the  most  straight- 
forward and  is  almost  always  the  result  of  pri- 
mary hyperparathyroidism.  About  50%  of  the 
patients  with  this  condition  have  kidney  stones. 
Because  of  the  elevated  serum  parathormone 
(PTH),  there  is  increased  bone  resorption,  which 
in  turn  contributes  to  the  elevated  serum  calcium 
and  hypercalciuria.  Elevated  PTH  also  stimu- 
lates the  renal  synthesis  of  l,25(OH)2D,  which  in 
turn  increases  intestinal  calcium  absorption  and 
contributes  further  to  the  elevated  serum  and 
urinary  calcium. 

The  absorptive  hypercalciurias  are  related  to 
intestinal  hyperabsorption  of  calcium.  The  re- 
sultant hypercalcemia  suppresses  parathyroid  se- 
cretion, which  leads  to  hypercalciuria.  The  ex- 
cessive renal  calcium  loss  restores  the  serum 
calcium  to  normal,  but  usually  a normal  or  low 
serum  PTH  remains.  The  mechanisms  for  the  in- 
creased intestinal  calcium  absorption  are  not 
clear.  Dietary  calcium  is  absorbed  by  both  active 
and  passive  processes  along  the  gastrointestinal 
tract.  The  active  transport  is  regulated  mainly  by 
l,25(OH)2D.  In  absorptive  hypercalciuria,  the 
increased  calcium  absorption  does  not  appear  to 
be  directly  related  to  the  serum  concentration  of 
l,25(OH)2D  since  it  is  elevated  in  only  one-third 
to  one-half  of  the  patients  with  absorptive  hyper- 
calciuria.11 

In  addition,  Broadus12  has  recently  described 
a disordered  control  of  l,25(OH):D  production 
and  of  phosphate  handling  by  the  kidney  in  the 
absorptive  type  of  hypercalciuria.  He  proposed  a 
renal  rather  than  intestinal  etiology  for  the  ab- 
sorptive type.  This  is  probably  true  in  some  pa- 
tients, but  since  the  vitamin  D level  is  not  always 
elevated,  it  would  not  seem  to  apply  to  all.  This 
has  led  to  the  concept  of  a possible  primary  in- 
testinal epithelial  cell  defect  independent  of 
l,25(OH)2D  control.13  Several  possibilities  exist. 
The  epithelial  cells  may  simply  transport  calcium 
at  a faster  rate  at  all  levels  of  l,25(OH)2D  stim- 
ulation. Another  theory  is  that  there  may  be  an 
excessive  number  of  receptors  in  the  GI  tract  for 
vitamin  D,  or  that  the  vitamin  D receptors  are 
more  sensitive  to  whatever  serum  concentration 
of  l,25(OH)2D  may  be  present.  Whatever  the 
reason,  we  know  that  there  is  increased  calcium 
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absorption  by  the  intestinal  epithelial  cells,  lead- 
ing to  an  increase  in  serum  calcium  which  in  turn 
suppresses  parathyroid  function.  Both  factors 
contribute  to  an  increase  in  urinary  calcium.  The 
excessive  renal  loss  of  calcium  tends  to  bring  the 
serum  calcium  back  to  normal.  This  is  the  basic 
abnormality  for  the  type  I and  II  absorptive  hy- 
percalciurias. 

The  difference  between  type  I and  type  II  is 
subtle  (Table  4).  Both  types  are  characterized  by 
a normal  serum  calcium  and  phosphorus,  lack  of 
bone  disease,  hypercalciuria,  and  either  normal 
or  suppressed  parathyroid  function.  In  the  fast- 
ing state,  the  urinary  calcium  returns  to  normal 
in  both  types  because  of  decreased  calcium  ab- 
sorbed by  the  GI  tract.  Following  a calcium  load, 
the  urinary  calcium  will  be  markedly  increased  in 
both.  The  only  difference  between  these  two 
types  is  revealed  by  a restricted  calcium  diet  (400 
mg  calcium  per  day).  Type  I will  continue  to  have 
hypercalciuria  (greater  than  200  mg/day),  where- 
as in  type  II,  the  urinary  calcium  is  normal  on  a 
restricted  diet. 

The  type  III  absorptive  hypercalciuria  is  found 
in  only  a few  patients  and  is  somewhat  contro- 
versial. It  involves  the  concept  of  a renal  phos- 
phate “leak”  (Fig.  2).  The  ensuing  hypophos- 
phatemia stimulates  the  renal  production  of 
l,25(OH)2D,  which  in  turn  causes  an  increase  in 
intestinal  absorption  of  calcium.  While  type  III  is 
related  to  increased  calcium  absorption  by  the  GI 
tract,  it  is  characterized  by  a reciprocal  change  in 
the  urinary  and  serum  phosphorus,  presumably 
because  the  disorder  originates  in  the  kidney 
rather  than  in  the  intestine.  The  clinical  manifes- 
tations of  this  type  include  diffuse  bone  pain  and 
abnormal  findings  on  bone  biopsy. 

In  the  final  type,  renal  hypercalciuria,  there  is 
impaired  tubular  reabsorption  (renal  leak)  of  cal- 
cium. There  is  a resulting  increase  in  urinary  cal- 
cium as  the  initial  metabolic  event.  Secondarily 
there  is  a drop  in  serum  calcium  which  stimulates 
PTH  production.  This,  in  turn,  increases 
l,25(OH)2D  production  and  intestinal  calcium 
absorption,  which  restores  the  serum  calcium  to 
normal.  The  clinical  pattern  is  renal  hypercalci- 
uria, a high  serum  PTH,  a fasting  urinary  cal- 
cium that  continues  to  be  abnormally  high  be- 
cause of  the  renal  leak  of  calcium,  and  a possible 
decrease  in  bone  density,  but  only  rarely  clinical- 
ly manifest  bone  disease.  There  may  also  be  a 
more  generalized  disturbance  in  renal  tubular 
function  in  this  type,  including  impairment  in 
urinary  concentrating  ability  and  also  a renal  leak 


TABLE  4 

ABSORPTIVE  HYPERCALCIURIA 


Type  1 

Type  II 

Serum  Ca 

normal 

normal 

Serum  P04 

normal 

normal 

Bone  Disease 

absent 

absent 

Hypercalciuria 

present 

present 

Parathyroid  function 

normal  or  suppressed 

normal  or  suppressed 

UCa  (fasting) 

normal 

normal 

UCa  (Ca  load) 

+ + + + 

+ + + + 

UCa  (restricted  diet) 

>200  mg/day 

normal  (<200  mg/ 
day) 

of  magnesium. 

Let  me  make  a couple  of  other  points  about 
Fig.  2,  because  the  separation  into  the  types  of 
hypercalciuria  are  not  always  as  simple  as  pre- 
sented. If  you'll  notice,  for  example,  increased 
intestinal  calcium  absorption,  either  in  a primary 
or  secondary  way,  occurs  in  each  type;  therefore, 
measuring  increased  intestinal  calcium  absorp- 
tion does  not  really  help  very  much  in  delineat- 
ing the  type  present.  Also,  because  of  the  var- 
ious feedback  loops  that  are  present,  many  of  the 
measurements  we  would  like  to  obtain,  such  as 
serum  PTH  and  vitamin  D,  can  be  quite  varia- 
ble, depending  on  the  rate  and  extent  of  com- 
pensation. In  addition,  Coe14  has  recently  de- 
scribed a group  of  patients  who  seem  to  display 
features  of  both  the  absorptive  and  renal  types. 
He  proposed  that  many  stone-forming  patients 
may  actually  form  part  of  a spectrum  with  two 
different  types  of  problems.  In  any  individual  pa- 
tient, one  or  the  other  organ  defect  may  predom- 
inate, with  secondary  compensations  altering  the 
spectrum.  So  you  can  see  it’s  not  always  possible 
to  have  a clear-cut  classification  of  the  hyper- 
calciuria into  which  to  fit  the  individual  patient. 
More  precise  methods  for  defining  the  patho- 
physiologic mechanisms  involved  would  be  desir- 
able. 

Therapy 

The  first  question  always  is  which  patient  with 
kidney  stones  needs  to  be  treated.  Not  every  pa- 
tient who  passes  a kidney  stone  needs  to  be  put 
on  long-term  therapy.  As  indicated  earlier,  many 
patients  may  pass  only  one  stone  in  their  entire 
lives;  we  certainly  would  not  want  to  commit  them 
to  a lifetime  of  therapy.  It  has,  therefore,  be- 
come customary  to  investigate  the  metabolic  ac- 
tivity known  to  be  associated  with  kidney  stones. 
This  kind  of  investigation,  discussed  above,  will 
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not  only  help  us  in  deciding  which  patients  should 
be  treated,  but  also  in  evaluating  the  effective- 
ness of  the  therapy.  The  present  criteria  for  de- 
termining metabolic  activity  are  listed  in  Table  5. 
If  any  of  these  criteria  are  present,  the  stone  dis- 
ease is  considered  to  be  metabolically  active  and 
some  type  of  therapy  needed. 

There  are  currently  two  basic  approaches  to 
therapy.  The  “selective”  approach  is  shown  in 
Table  6.  It  attempts  to  classify  the  type  of  con- 
dition the  patient  has,  then  define  a therapy  de- 
signed to  reverse  the  underlying  derangement. 
One  example  would  be  the  resorptive  type,  where 
primary  hyperparathyroidism  is  the  cause  and 
parathyroidectomy  is  the  treatment.  In  type  I ab- 
sorptive hypercalciuria,  the  treatment  could  be 
directed  toward  interfering  with  calcium  absorp- 
tion in  the  intestinal  tract.  Although  not  correct- 
ing the  basic  abnormality,  it  would  interrupt  the 
process  to  the  point  of  being  a successful  thera- 
py. Sodium  cellulose  phosphate  (Calcibind)  binds 
calcium  and  inhibits  its  absorption.  Unfortu- 
nately, it  can  also  bind  magnesium,  increase  the 
absorption  of  oxalate  to  produce  hyperoxaluria, 
and  cause  secondary  hyperparathyroidism.15  With 
cellulose  phosphate  therapy,  the  patient  may  re- 
quire magnesium  supplements  and  a diet  low  in 
oxalate.  The  calcium  binder  must  be  given  with 
every  meal,  causing  many  GI  complaints.  It  is 
not  very  desirable  therapy  at  the  present  time. 

With  absorptive  hypercalciuria  type  III,  the 
type  with  the  so-called  phosphate  leak  or  an  in- 
hibitor deficiency,  the  orthophosphates  are  prob- 
ably the  drugs  of  choice.  They  provide  phos- 
phate to  counteract  the  low  serum  phosphate. 
They  also  lower  the  serum  concentration  of 
l,25(OH)2D  and  increase  the  urinary  pyrophos- 
phates and  citrate,  which  increase  inhibitory  ac- 
tivity. Unfortunately,  these  drugs,  too,  have  un- 
pleasant side  effects.  They  correct  the  abnormal 
findings  without  restoring  normal  calcium  ab- 


TABLE  5 

CRITERIA  FOR  METABOLIC  ACTIVITY  OF  STONE  FORMATION 

1 . X-ray  evidence  of  new  stone  formation 
within  the  past  year 

2.  X-ray  evidence  of  stone  growth 
within  the  past  year 

3.  Passage  of  documented  gravel 
within  the  past  year 


sorption.  Since  they  decrease  the  urinary  satura- 
tion of  calcium  and  increase  the  inhibitory  activ- 
ity, the  orthophosphates  provide  very  good 
therapy  for  this  type  of  stone. 

Renal  hypercalciuria  is  the  type  in  which  thia- 
zide diuretics  are  almost  specific  therapy  because 
they  decrease  urinary  calcium  concentration. 
Thiazides  work  directly  in  the  distal  tubule  to  in- 
crease calcium  reabsorption.  In  addition,  by 
causing  contraction  of  the  extracellular  fluid  vol- 
ume, they  increase  calcium  reabsorption  in  the 
proximal  tubule.16  They  also  have  been  shown  to 
increase  urinary  inhibitory  activity,  which  may  be 
an  ancillary  problem  in  some  patients. 

Allopurinol  should  be  administered  to  pa- 
tients with  hyperuricosuria  and  calcium  oxalate 
nephrolithiasis;  alkali  therapy  is  indicated  for  en- 
teric hyperoxaluria  or  hypocitraturia.  The  ab- 
sorptive hypercalciuria  of  type  II  (the  type  asso- 
ciated with  normocalciuria  with  moderate 
restriction  of  dietary  calcium)  can  be  handled  very 
nicely  without  any  drugs,  but  with  moderate  di- 
etary calcium  restriction  and  a liberal  fluid  in- 
take. 

Because  of  the  difficulty  in  classifying  many  of 
these  patients,  another  approach  to  treatment  has 
evolved.  The  “random”  approach  to  therapy  is 
shown  in  Fig.  3.  In  this  treatment  plan,  all  of  the 
patients  are  divided  into  two  groups:  those  with 
hypercalciuria  (75%)  and  those  with  normocal- 


TABLE  6 

OPTIMUM  TREATMENT  PROGRAMS  FOR  RENAL  STONES 


Treatment 


Conditions 


Mode  of  Action 


Parathyroidectomy 
Sodium  cellulose  phosphate 
Orthophosphate 

Thiazide 

Allopurinol 

Alkali 

Fluids 


Primary  hyperparathyroidism 
Absorptive  hypercalciuria  type  I 
Absorptive  hypercalciuria  type  III; 

inhibitor  deficiency 
Renal  hypercalciuria 

Hyperuricosuric  Ca  oxalate  nephrolithiasis 
Enteric  hyperoxaluria;  hypocitraturia 
Absorptive  hypercalciuria  type  II 


i PTH 

i Intestinal  Ca  absorption 
t Urinary  pyrophosphate 
and  citrate 
■*’  Urinary  Ca 
Urinary  uric  acid 
T Urinary  citrate 
a Urinary  concentration 
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ciuria  (25%).  Without  trying  to  categorize  them 
any  further,  the  patients  with  hypercalciuria  are 
treated  with  thiazides.  The  success  rate  here  is 
about  80%.  For  those  who  do  not  respond  to 
thiazide  therapy  or  who  cannot  take  the  drug, 
the  orthophosphates  or  one  of  several  combina- 
tions of  other  drugs  are  used,  depending  upon 
the  urinary  findings.  If  they  also  have  hyperuri- 
cosuria,  as  today’s  patient  did.  orthophosphate 
would  be  combined  with  allopurinol.  Orthophos- 
phate has  a 90%  success  rate  in  the  normocalci- 
uria  group;  those  that  fail  are  switched  to  thia- 
zides or  one  of  the  alternative  forms  of  therapy. 
I believe  that  this  type  of  approach  is  probably 
the  one  that  most  people  use  today,  because  the 
success  rate  is  quite  high  and  the  classification  is 
a simple  one. 

I should  like  to  finish  by  just  mentioning  two 
new  urologic  procedures  that  are  helping  tre- 


1.  Alkaline  orthophosphate 

2.  Allopurinol  (if  hyperuricosuric) 

3.  Combinations 

a.  Orthophosphate  and  thiazide 
b Thiazide  and  allopurinol 
c.  Orthophosphate  and  allopurinol 

4.  MgO 

Figure  3.  Selective  approach  to  the  treatment  of  renal  lithiasis  (from 
Smith5  with  permission). 


mendously  in  the  therapy  of  kidney  stones.  The 
first  is  percutaneous  nephrostolithotomy.  Basi- 
cally, the  fragmented  stone  is  removed  through  a 
nephrostomy  tube  after  using  an  ultrasonic  stone 
disintegrator  to  pulverize  the  stone  with  high  fre- 
quency sound  waves.  The  small  pieces  can  then 
be  removed  through  the  tube.  This  is  a more  be- 
nign procedure  than  surgery;  though  the  stay  in 
the  hospital  is  not  greatly  altered,  the  recovery 
time  is  greatly  shortened.  The  second  procedure 
is  the  use  of  extracorporeal  shock-wave  lithotrip- 
sy. With  this  treatment,  the  patient  is  partially 
submerged  in  a water  bath  and  receives  external 
doses  of  electrically  generated  fluid  shock  waves 
over  the  region  of  the  stone  which  is  localized  by 
two-dimensional  fluoroscopy.  The  stone  is  pul- 
verized into  small  particles  which  can  be  passed 
in  the  urine  without  any  other  manipulation. 

In  summary  then,  we  still  have  a lot  to  learn 
about  the  pathophysiology  of  kidney  stone  dis- 
ease, but  even  with  our  present  knowledge  we 
can  design  effective  therapy  for  most  of  these  pa- 
tients. Certainly  the  morbidity,  the  duration  and 
frequency  of  hospitalization,  the  number  of  in- 
strumentations, and  the  need  for  surgical  proce- 
dures have  all  been  significantly  reduced  in  re- 
cent years.  r % 
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Trauma  Rounds 


Penetrating  Colon  Trauma 


MARTIN  A.  CROCE,  M.D.;  TIMOTHY  C.  FABIAN,  M.D.;  and 
EUGENE  C.  MANGIANTE,  M.D. 


The  surgical  management  of  penetrating 
wounds  to  the  colon  has  changed  considerably 
over  the  past  75  years.  Colon  wounds  predispose 
the  injured  patients  to  sepsis  because  of  the 
aerobic  and  anaerobic  bacterial  colonization  pro- 
duced by  fecal  contamination.  Although  certain 
principles  are  fairly  well  accepted  as  reducing 
complications  from  colon  wounds,  there  is  not 
overall  agreement  on  the  management  of  pene- 
trating colon  wounds. 

Case  Report 

A 27-year-old  man  came  to  the  Presley  Trauma  Center 
approximately  20  minutes  after  sustaining  a single  .38  caliber 
gunshot  wound  to  the  abdomen.  Admission  pulse  rate  was 
120/min,  respirations  22/min,  and  blood  pressure  80/60  mm 
Hg.  On  physical  examination  the  patient  was  anxious  and  in 
moderate  distress.  Chest  examination  was  unremarkable  ex- 
cept for  tachycardia.  Abdominal  examination  showed  an  en- 
trance wound  in  his  left  upper  quadrant  in  the  anterior  axil- 
lary line  without  powder  burns;  there  was  no  exit  wound.  His 
abdomen  was  diffusely  tender,  but  rectal  examination  showed 
no  occult  blood  in  the  stool.  The  remainder  of  the  physical 
examination  was  unremarkable.  His  hematocrit  was  39%, 
electrolytes  were  normal,  and  serum  lactate  was  15  mg/dl. 
The  patient  was  resuscitated  with  lactate-Ringer’s  solution, 
given  preoperative  antibiotics,  and  taken  to  the  operating 
suite,  where  about  1,500  units  of  blood  was  evacuated  from 
his  abdomen.  He  had  a tangential  left  colon  wound  with 
moderate  fecal  spillage  and  a small  bowel  mesentery  wound 
with  arterial  bleeding  (penetrating  abdominal  trauma  index 
= 11).  The  mesentery  wound  was  repaired,  and  the  colon 
wound  was  debrided  and  repaired  primarily  in  two  layers. 
The  patient  had  an  unremarkable  postoperative  course,  with 
resumption  of  bowel  function  on  the  third  postoperative  day, 
and  was  discharged  on  his  seventh  postoperative  day,  toler- 
ating a regular  diet  and  having  normal  bowel  function.  The 
patient  was  seen  in  follow-up  three  weeks  after  discharge  and 
was  doing  well. 

Discussion 

The  first  documentation  of  a perforating  colon 
wound  is  found  in  the  Book  of  Judges.1  The  fatal 
outcome  in  that  case  was  the  same  as  most  cases 
until  World  War  I,2  when  colon  wounds  were  still 
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almost  uniformly  fatal  for  several  reasons:  pro- 
longed delay  from  injury  to  management,  unre- 
fined anesthesia  and  surgical  technique,  absence 
of  blood  banking,  and  lack  of  antibiotic  therapy. 
Many  of  the  technical  problems  were  resolved 
over  the  ensuing  years,  so  that  the  mortality  for 
colon  wounds  fell  to  30%  in  World  War  II.3  Dur- 
ing that  period,  exteriorization  of  the  colon 
wound  was  standard  management.  Rapid  evacu- 
ation, immediate  availability  of  banked  blood  and 
broad  spectrum  antibiotics,  and  improvement  in 
overall  care  during  the  Korean  and  Vietnam  wars 
reduced  the  mortality  for  penetrating  colon 
wounds  to  10%. 4 The  operative  management  of 
civilian  pentrating  colon  wounds  closely  paral- 
leled that  of  the  wartime  experience,  and  wound 
exteriorization  or  closure  with  proximal  diverting 
colostomy  became  routine. 

There  has  been  increasing  interest  generated 
for  primary  closure  of  traumatic  colon  perfora- 
tions in  recent  years.  Initial  claims  of  safety, 
however,  were  based  on  results  from  a highly  se- 
lected population.  Patients  with  minor  colon 
wounds  with  minimal  associated  injuries  were  in- 
itially being  compared  with  patients  having  more 
destructive  colon  wounds  and  more  significant 
associated  injuries.  In  1979  a controlled,  pros- 
pective randomized  study  was  reported  of  pri- 
mary closure  versus  either  exteriorization  of  the 
injury  or  repair  with  proximal  diverting  colosto- 
my in  victims  of  penetrating  trauma  who  met  an 
established  set  of  criteria.5  Patients  received  an 
obligatory  colostomy  if  any  of  the  following  cri- 
teria were  met:  (1)  preoperative  blood  pressure 
less  than  80  mm  Hg,  (2)  intraperitoneal  blood 
loss  greater  than  1,000  ml,  (3)  more  than  two  in- 
tra-abdominal organs  injured,  (4)  significant  fe- 
cal contamination,  (5)  operation  more  than  eight 
hours  from  injury,  (6)  colon  wound  so  destruc- 
tive that  it  requires  resection,  and  (7)  major  ab- 
dominal wall  loss.  About  one-half  of  the  patients 
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in  the  study  received  an  obligatory  colostomy,  and 
the  remaining  139  patients  were  randomized. 
Those  randomized  to  primary  closure  had  only  a 
1%  overall  complication  rate,  while  those  ran- 
domized to  colostomy  had  a 10%  complication 
rate.  That  study  demonstrated  that  primary  clo- 
sure can  safely  be  performed  in  at  least  half  of 
the  patients  with  penetrating  colon  injuries,  but, 
the  question  of  whether  or  not  routine  colostomy 
is  ever  necessary  remains  unanswered. 

This  question  led  to  a retrospective  review  of 
102  patients  with  penetrating  colon  wounds  from 
the  Presley  Trauma  Center.  This  study  evaluated 
factors  associated  with  sepsis  and  analyzed  the 
results  with  primary  repair  and  exteriorization. 
A slightly  higher,  but  insignificant,  complication 
rate  was  seen  associated  with  left  compared  to 
other  colon  injuries.  Patients  with  hypotension 
and  those  requiring  more  than  4 units  of  blood 
had  complication  rates  of  35%  and  47%,  respec- 
tively; the  overall  complication  rate  was  26%.  The 
64%  of  the  patients  who  underwent  primary  re- 
pair of  the  colon  injury  were  roughly  comparable 
to  those  in  the  study  mentioned  above,  but  the 
criteria  for  obligatory  colostomy  were  somewhat 
liberalized,  accounting  for  64%  with  primary  re- 
pair compared  to  52%  in  the  prospective  trial. 
Although  there  was  an  18%  complication  rate  in 
those  patients  with  primary  repair,  there  were  no 
colon  wound  dehiscences  and  no  deaths.  Forty 
percent  of  the  patients  who  received  a colostomy 


developed  sepsis.  Based  on  these  results,  it  is 
possible  that  all  penetrating  wounds  to  the  colon 
(excluding  those  so  large  that  they  require  resec- 
tion) may  be  managed  successfully  by  primary 
repair.  A prospective  trial  of  this  approach  is 
currently  being  undertaken  at  our  institution. 

The  method  of  primary  repair  is  a two-layered 
closure:  an  inner  layer  of  either  3-0  chromic  cat- 
gut or  polyglycolic  acid  continuous  suture  and  an 
outer  layer  of  3-0  silk  Lembert  sutures.  Under 
no  circumstances  is  a drain  placed  in  the  vicinity 
of  the  repair.  All  patients  received  a preopera- 
tive dose  of  antibiotics,  and  subsequent  antibiot- 
ics given  only  in  the  perioperative  period. 

In  summary,  the  management  of  penetrating 
colon  injuries  has  changed  from  obligatory  colos- 
tomy to  selective  primary  repair.  This  method 
appears  safe,  has  a lower  complication  rate,  ex- 
cludes another  hospital  admission  for  colostomy 
closure,  avoids  the  experience  with  a colostomy, 
and  is  less  costly  in  overall  medical  expenditure. 
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HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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MRI  Case  of  the  Month 


MICHAEL  C.  GAROVICH,  M.D.;  CHARLES  L.  ROBINETTE,  JR.,  M.D.;  and 
EVERETTE  I.  HOWELL,  M.D. 


History 

This  13-year-old  boy  with  increasing  incoordination  and 
mild  ataxia  had  been  seen  several  months  earlier  and  diag- 
nosed as  having  a fourth  ventricular  tumor;  it  had  been  sub- 
sequently biopsied  and  was  believed  to  be  a cystic  astrocyto- 
ma. The  posterior  fossa  and  brain  stem  were  examined  by  an 
MRI  scan. 

There  is  a markedly  enlarged  fourth  ventricle,  and  post- 
surgical  changes  with  pseudomeningocele  is  seen  in  the  pos- 
terior fossa.  In  the  cervical  cord  and  brain  stem  there  is  a 
serpiginous  area  of  intermediate  signal  intensity  that  appears 
cystic  and  extends  down  through  the  entire  cervical  cord  and 
into  the  proximal  thoracic  cord  (Figs.  1 and  2).  Also  note  the 
dilated  lateral  and  third  ventricles  which  are  related  to  the 
patient's  obstructive  hydrocephalus. 


From  the  Departments  of  Radiology  (Drs.  Garovich  and  Robi- 
nette), and  Neurosurgery  (Dr.  Howell),  HCA  Park  View  Medical 
Center,  Nashville,  TN  37203. 


Figure  1 . Sagittal  T,  image.  The  cervical  cord  is  enlarged  and  a mixed 
signal  arises  from  the  cord,  indicating  its  neoplastic  nature.  Surgical 
defect  (arrowheads)  is  noted. 
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Discussion 

MRI  has  revolutionized  the  evaluation  of  the 
neuroaxis.  With  MR,  the  bony  artifact  of  CT  is 
eliminated,  making  it  far  superior  in  evaluating 
the  posterior  fossa  and  spinal  cord.  The  present 
case  clearly  demonstrates  the  extent  of  the  tumor 
down  the  spinal  cord,  helping  in  radiation  plan- 
ning. A syrinx  could  have  a similar  appearance, 
but  typically,  would  have  the  lower  signal  (black) 
as  seen  in  the  fourth,  third,  and  later  ventricles. 


DIAGNOSIS:  Cystic  astrocytoma  at  the  base  of 
the  fourth  ventricle,  with  extensive  spread 
through  the  cervical  and  thoracic  spinal  cord. 


Figure  2.  Coronal  T-,  image.  Enlarged  cervical  cord  (arrowheads) 
caused  by  the  cystic  neoplasm.  Dilated  ventricular  system  is  also  not- 
ed. 
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Geriatric  Medicine 


Home  Health  Care:  An  Overview  for  Physicians 

RICHARD  G.  LANE,  M.D.;  JOANNE  B.  KNIGHT;  and 
MARTHA  BEVINGTON,  R.N. 


Economics  has  become  a driving  force  in  the 
delivery  of  geriatric  health  care.  The  impact  of 
prospective  payment  is  shifting  the  acutely  ill  pa- 
tient from  a hospital  to  a home  setting  much  ear- 
lier in  his  illness,  necessitating  the  continued  need 
for  professional  care  in  the  home.  More  than 
ever,  physicians  are  beginning  to  use  home  health 
care  in  the  management  of  their  geriatric  pa- 
tients, particularly  their  Medicare  recipients.  The 
increased  capabilities  of  most  home  health  agen- 
cies to  accept  the  patient  with  more  complex  re- 
quirements has  allowed  for  a relatively  smooth 
transition  from  the  hospital  to  the  home.  Unfor- 
tunately, home  health  care  is  poorly  understood 
as  an  available  service  to  assist  the  infirmed  el- 
derly. We  present  the  following  to  give  some  di- 
rection and  understanding  to  the  intricacies  of  the 
home  care  system,  as  well  as  the  role  of  Medi- 
care in  keeping  it  economically  feasible  for  the 
geriatric  patient. 

Several  suggestions  might  be  helpful  in  look- 
ing at  the  utilization  of  home  care: 

Pick  your  agency  carefully — the  physician  is 

professionally  liable,  and  the  agency  is  perceived 
as  an  extension  of  his  services.  Home  care  has 
been  with  us  for  a long  enough  time  that  many 
physicians  have  learned  to  align  themselves  with 
an  agency  they  can  trust,  which  is  extremely  im- 
portant from  the  physician’s  standpoint  in  utiliz- 
ing such  a service.  One  of  the  issues  that  has 
concerned  a great  many  physicians  is  control. 
Home  health  care  agencies  can  only  see  patients 
on  the  direct  authorization  of  a physician,  and 
any  authorization  for  these  services,  a necessity 
for  their  reimbursement  by  third  party  payers,  is 


From  Home  Health  Services  of  Tennessee,  Nashville.  Dr.  Lane 
is  a member  of  the  TMA  Geriatrics  Committee. 

Reprint  requests  to  Home  Health  Services,  Inc.  1700  Hayes  St., 
Suite  101.  Nashville,  TN  37203  (Dr.  Lane). 


dependent  upon  the  physician’s  signature.  The 
physician  should  treat  his  choice  of  an  agency  as 
any  good  consumer  of  health  care  does  by  asking 
questions,  some  of  which  are:  What  are  the  basic 
hiring  criteria?  Are  the  nurses  who  visit  in  the 
home  RNs?  Do  they  have  acute  care  experience? 
Are  they  full-time  employees?  What  is  provided 
in  their  continuing  education?  How  long  has  the 
agency  been  operating?  How  do  other  physicians 
view  the  agency?  What  does  the  referral  and  as- 
sessment form  look  like?  How  responsive  are  they 
to  the  patient  and  physician?  How  are  they  per- 
ceived by  patients?  Who  is  on  their  advisory 
board,  and  who  is  their  medical  director?  Have 
there  been  any  complaints  registered  with  the  li- 
censing board?  How  willing  are  they  to  work  with 
the  physician  as  an  individual? 

Remember,  the  agency  budget  requires  that 
they  be  paid  for  the  visits  they  make  to  your  pa- 
tients. They  are  subject  to  third-party  payer 
guidelines,  and  part  of  those  guidelines  relate  to 
how  orders  are  written.  Give  your  orders,  but  let 
the  agency  write  them  in  the  language  third  party 
payers  are  responsive  to.  Take  the  time,  how- 
ever, to  review  these  orders  when  the  referral  and 
assessment  form  returns  for  your  signature,  since 
it  is  your  signature  that  authorizes  the  care  of 
your  patient. 

For  a patient  to  qualify  for  home  health  care 

follow-up  under  the  Medicare  guidelines,  they 
must  meet  three  basic  requirements:  (1)  they  must 
be  under  a physician’s  care,  (2)  they  must  be 
homebound,  and  (3)  they  must  require  skilled 
services. 

Homebound  means  they  require  maximum  as- 
sistance to  leave  home;  Medicare  does  not  rec- 
ognize patients  who  are  “socially  homebound,” 
that  is,  those  who  could  get  out,  but  do  not  have 
any  transportation  available  to  do  so. 

Secondly,  a patient  must  carry  an  acute  diag- 
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nosis  that  requires  skilled  services  intermittently; 
the  key  words  in  this  statement  are  acute,  skilled 
services,  and  intermittent.  A person  must  have  an 
acute  change  in  his  status — either  a new  onset  of 
illness  or  an  exacerbation  of  a chronic  underlying 
one  (e.g.,  COPD,  congestive  heart  failure).  For 
utilization  of  physical  therapy,  the  diagnosis  must 
be  a neuromuscular  or  orthopedic  one  originat- 
ing within  the  previous  six  months.  For  nursing 
intervention,  the  onset  must  be  more  recent, 
preferably  within  the  previous  several  weeks.  The 
person  does  not  have  to  be  in  the  hospital  to  re- 
ceive a home  health  referral,  but  he  does  have 
to  have  been  seen  by  a physician  within  the  pre- 
vious two  to  three  months.  Fie  also  should  con- 
tinue to  see  his  physician  periodically  after  home 
health  visits  are  initiated.  In  certain  situations  a 
physician  may  deem  it  unreasonable  to  see  a pa- 
tient every  two  to  three  months,  such  as,  for  ex- 
ample, a case  of  a urologist  referring  for  home 
health  nurses  to  change  an  indwelling  catheter 
periodically.  Optimally,  the  patient  should  visit 
his  physician  once  or  twice  a year.  The  last  key 
word  in  the  statement  is  “intermittent.”  A per- 
son must  require  physical  therapy,  speech  thera- 
py, or  skilled  nursing  visits  in  a medically  pre- 
dictable pattern.  Services  are  usually  initially 
ordered  one  to  three  times  per  week,  with  the 
frequency  of  visits  decreasing  as  the  patient  pro- 
gresses and  stabilizes.  Skilled  nursing  visits  can 
be  ordered  daily  to  instruct  patients  in  a new  pro- 
cedure, however,  daily  visits  cannot  exceed  21 
days  under  Medicare  guidelines.  Medicare’s  po- 
sition is  that  if  a patient  requires  daily  visits  for 
an  extended  period,  the  patient  should  either  be 
hospitalized  or  admitted  to  a skilled  nursing  fa- 
cility. 

As  length  of  stay  for  DRGs  is  shortened  due  to 

the  economic  pressures  of  prospective  payment, 
patients,  particularly  geriatric  patients,  will  be 
falling  into  the  category  of  the  “sicker  leaving 
quicker.”  In  order  to  remain  competitive  in  the 
marketplace,  any  reputable  home  health  agency 
will  insure  that  their  nurses’  technical  skills  keep 
abreast  of  that  pace.  Flome  health  nurses  should 
be  capable  of  administering  chemotherapy  in  the 
home,  managing  infuse-a-ports  or  Hickman  cath- 
eters, and  even  assisting  in  administration  of  to- 


tal parenteral  nutrition.  Many  agencies  have  de- 
veloped specialized  programs  for  peritoneal 
dialysis  patients,  pediatric  patients,  and  ventila- 
tor patients.  Some  even  participate  in  hospice- 
like arrangements.  The  full  service  capabilities  of 
an  agency  should  be  considered  in  the  selection 
process,  since  this  would  suggest  a broader  re- 
source of  knowledge  the  nurse  brings  to  the  home 
care  of  the  patient. 

On  the  business  side  of  things,  it  is  the  agen- 
cy’s responsibility  to  transcribe  the  physician’s 
verbal  orders  onto  the  appropriate  Medicare 
forms.  These  forms  are  sent  to  the  physician  for 
his  review  and  signature.  Remember,  the  physi- 
cian is  always  in  control  and  no  agency  can  pro- 
vide services  without  authorization  by  a physi- 
cian. If  the  orders  do  not  correspond  exactly  to 
the  verbal  orders  received,  the  physician  is  not 
obligated  to  sign  the  forms  but  should  notify  the 
agency  of  any  discrepancies.  Medicare  will  pay 
100%  for  all  home  visits  after  the  intermediary 
reviews  the  record  and  deems  the  visits  to  have 
followed  the  established  guidelines.  The  patient 
cannot  be  charged  for  visits  denied  payment  un- 
less the  patient  was  notified  previously  that  he 
would  be  billed  for  noncovered  services.  Also, 
the  patient  is  not  allowed  to  pay  for  services  and 
still  receive  home  health  services  under  Medi- 
care. There  are  certain  services  not  covered  by 
Medicare  under  any  circumstances.  The  services 
of  homemakers  and  sitters,  home  health  aides, 
medical  social  workers,  and  occupational  thera- 
pists can  be  covered  under  Medicare  if  indicated 
when  skilled  services  (physical  therapy,  speech 
therapy,  skilled  nursing)  are  ordered. 

We  hope  that  this  overview  has  answered  more 
questions  than  it  has  raised.  It  would  seem  that 
the  best  advice  is  the  same  advice  we  as  physi- 
cians are  given  regarding  use  of  drugs,  which  is 
to  become  familiar  with  a few  that  you  need  to 
use  regularly  and  try  not  to  use  all  that  are  avail- 
able. This  way  one  is  more  likely  to  achieve  the 
predicted  response  rather  than  an  adverse  effect. 
In  the  same  way,  one  needs  to  limit  the  number 
of  home  health  agencies  he  is  using,  become  fa- 
miliar with  the  ones  he  does  use,  and  in  that  way 
he  will  know  what  end  results  to  anticipate. 
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Loss  Prevention  Case  of  the  Month 


What  Happened  to  That  Owner’s  Manual? 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

After  suffering  a facial  laceration  while  doing  some  re- 
modeling work,  a 39-year-old  carpenter  sought  treatment  in 
a nearby  freestanding  emergency  clinic.  The  laceration  was 
approximately  2 inches  long  and  fairly  deep,  and  had  been 
sustained  as  the  carpenter  accidentally  walked  into  a piece  of 
scaffolding  with  a nail  in  the  end  of  it.  Bleeding  profusely, 
the  patient  entered  the  clinic  where  he  received  a tetanus 
shot.  The  wound  was  cleansed,  the  laceration  was  closed  with 
4-0  silk  sutures,  and  the  patient  was  sent  home  with  instruc- 
tions to  apply  ice  and  take  acetaminophen  for  pain. 

The  patient  experienced  significant  pain  and  swelling  dur- 
ing the  night,  and  the  following  morning  returned  to  the  clin- 
ic, where  a huge  hematoma  was  noted  at  the  laceration  sight. 
He  was  immediately  referred  to  a plastic  surgeon  whose  of- 
fices were  located  nearby. 

The  skin  sutures  were  immediately  removed  and  the  he- 
matoma drained.  In  addition,  the  wound  was  explored  and  a 
small  artery  was  identified  as  the  source  of  the  bleeding  lead- 
ing to  the  hematoma.  With  the  help  of  his  office  nurse,  the 
plastic  surgeon  ligated  the  artery.  Thereafter,  the  wound  was 
reevaluated  and  found  to  be  free  of  any  additional  bleeding 
sites.  The  wound  was  then  irrigated  with  an  antibiotic  solu- 
tion and  was  closed  in  two  layers. 

Some  three  days  later  the  patient  began  to  experience  some 
generalized  aching,  mild  swelling,  and  beginning  redness  in 
the  area  of  the  facial  laceration.  The  plastic  surgeon  was  called 
and  without  seeing  the  patient  prescribed  an  oral  broad  spec- 
trum antibiotic,  cephalexin  (Keflex),  1 gm  every  six  hours. 
The  patient  was  advised  to  come  to  the  surgeon's  office  in  24 
hours  if  he  had  not  improved.  The  patient  felt  no  worse  the 
next  day,  so  he  did  not  return  to  see  his  surgeon,  but  the 
following  day  the  facial  swelling,  redness,  and  tenderness  was 
much  worse.  He  called  and  related  his  symptoms  to  the  sur- 
geon's office  nurse.  After  a 12-hour  delay,  the  patient  was 
able  to  see  his  doctor  who  immediately  admitted  him  to  the 
hospital,  where  an  emergency  I & D was  done,  followed  by 


Dr.  Avery  is  medical  director  for  Continuing  Medical  Education, 
St.  Thomas  Hospital,  Nashville. 


five  days  of  culture-specific  intravenous  antibiotics.  The  pa- 
tient's symptoms  resolved  slowly  and  complete  healing  re- 
sulted. but  with  significant  facial  scarring;  the  result  of  sub- 
sequent attempts  by  the  plastic  surgeon  to  revise  the  scar  were 
cosmetically  unsatisfactory  to  the  patient. 

A lawsuit  was  filed  against  both  the  freestanding  clinic 
and  the  plastic  surgeon,  alleging  failure  to  properly  close  the 
wound,  failure  to  maintain  sterile  precautions,  and  failure  to 
prescribe  antibiotics  to  prevent  infection. 

In  the  course  of  developing  the  lawsuit,  the  plaintiff  at- 
torney learned  that  while  the  plastic  surgeon  used  only  dis- 
posable equipment  in  the  wound  care,  the  freestanding  clinic 
had  its  own  autoclave  and  sterilized  its  own  drapes,  scalpel 
handles,  hemostats,  etc.  No  proof  was  presented  by  the  de- 
fendant clinic  that  a protocol  existed  for  the  routine  inspec- 
tion of  the  autoclave  as  recommended  by  the  manufacturer. 
Test  runs  of  the  autoclave  assuring  proper  pressure  and  tem- 
perature requirements  had  not  been  done  during  the  12 
months  the  clinic  had  owned  it. 

Expert  witnesses  were  available  in  abundance  to  testify 
that  the  plastic  surgeon  should  have  prescribed  systemic  an- 
tibiotics following  his  management  of  the  hematoma,  which 
necessitated  the  exploration,  the  establishing  of  hemostasis, 
and  secondary  closure  of  the  wound. 

A sizable  settlement  was  required,  to  which  each  defend- 
ant contributed. 

Loss  Prevention  Comments 

Do  you  have  an  autoclave?  Do  you  follow  the 
manufacturer’s  specifications  as  to  periodic 
maintenance,  with  test  runs  for  the  reliability  of 
that  machine? 

The  use  of  antibiotics  in  an  effort  to  prevent 
infection  in  a secondary  closure  of  a facial  wound 
is  deemed  indicated.  In  this  case  the  plastic  sur- 
geon admitted  in  his  deposition  that  his  failure  to 
prescribe  antibiotics  had  been  an  oversight. 
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Health  and  Environment  Report 


Smokeless  Tobacco  as  a Public  Health  Issue 

ALLEN  BOLTON 


In  the  past  decade  there  has  been  a remarka- 
ble increase  in  the  sale  and  use  of  smokeless  to- 
bacco products  (snuff  and  chewing  tobacco); 
smokeless  tobacco  sales  alone  have  increased  11% 
each  year  since  1974. 1 Presented  as  a safe,  attrac- 
tive, and  “macho”  alternative  to  smoking  and 
chewing  gum,  smokeless  tobacco  is  in  fact  an 
addiction  that  has  been  demonstrated  to  be  a 
major  cause  of  oral  cancers  and  other  diseases  of 
the  mouth  and  throat,  including  serious  dental 
problems.  Health  professionals  are  alarmed  by 
the  increased  usage,  especially  among  young  men 
and  even  boys.  Tennessee’s  position  as  the  third 
largest  tobacco-producing  state  in  the  nation 
greatly  influences  the  attitude  of  many  Tennes- 
seans toward  all  forms  of  tobacco  use,  even  at 
young  ages.  For  example,  1982  Behavioral  Risk 
Factor  Surveillance  data  for  Tennessee  indicated 
that  36.2%  of  adult  respondents  were  currently 
smokers.  Only  one  state  had  a higher  rate — North 
Carolina,  the  largest  tobacco  producer. 

Twelve  recent  surveys  have  reported  that  8% 
to  26%  of  male  high  school  and  college  students 
throughout  the  United  States  are  regular  smoke- 
less tobacco  users.2  An  unpublished  1985  Ten- 
nessee survey  indicates  that  40%  of  all  senior  high 
school  athletes  in  a particular  school  system  used 
smokeless  tobacco  regularly.  Another  study  con- 
ducted by  the  First  Tennessee  Regional  Health 
Promotion  staff  found  that  18%  of  fifth  to  sev- 
enth grade  boys  had  already  experimented  with 
smokeless  tobacco  (N  = 1,500).  These  Tennes- 
see data  are  in  agreement  with  other  research, 
which  indicates  that  the  highest  usage  among  the 
young  male  population  is  in  the  South  and  West.2 
Tennessee  Behavioral  Risk  Factor  Surveillance 
data  for  January-March  1986  indicates  that  15% 
of  adult  Tennesseans  have  tried  smokeless  tobac- 
co and  only  4%  are  current  users.  A comparison 


From  the  Health  Promotion  Section.  Tennessee  Department  of 
Health  and  Environment,  Nashville. 

712 


of  child  and  adult  smokeless  tobacco  data  clearly 
illustrates  the  highest  prevalence  rates  are  among 
the  school  age  population. 

Two  basic  issues  heighten  concern  about 
smokeless  tobacco  use.  First,  children  are  initi- 
ating smokeless  tobacco  use.  The  literature  cites 
several  credible  reasons  for  initiation  in  this  young 
population  (8  to  17  years  old):  peer  pressure, 
perceived  acceptance  of  the  habit  by  parents, 
product  advertising,  restrictions  against  smoking, 
affordability,  use  by  role  models,  and  miscon- 
ceptions about  product  safety.34  Second,  due  to 
the  nicotine  ingested  by  users,  smokeless  tobacco 
is  extremely  addictive.5  This  addiction  may  con- 
tribute to  a switch  from  smokeless  tobacco  use  to 
cigarette  smoking.  For  instance,  a study  conduct- 
ed with  Washington  State  elementary  school  stu- 
dents (N  = 1,281)  demonstrated  that  two-thirds 
of  the  smokeless  tobacco  users  started  smoking 
within  the  two-year  study  period.6  Other  re- 
search has  shown  that  cessation  programs  for 
smokeless  tobacco  users  have  had  minimal  suc- 
cess.7 

Several  respected  sources  agree  that  the  most 
influential  factor  in  smokeless  tobacco  use  initi- 
ation is  peer  pressure. L2-4-7  In  elementary  and 
middle  schools,  dipping  and  chewing  have  be- 
come a part  of  the  cultural  behavior.  In  order  to 
“fit  in,”  a child  is  pressured  to  chew.  The  effect 
of  peer  pressure  is  best  illustrated  with  this  com- 
ment by  the  former  chairman  and  president  of 
U.S.  Tobacco,  . . today,  a kid  wouldn’t  dare 
go  to  school,  even  if  he  doesn’t  use  the  product, 
without  a can  (of  snuff)  in  his  Levis.”8  Current 
literature  cites  the  influence  of  adult  role  models 
as  the  second  cause  of  initiation.  Chewing  is  a 
common  and  accepted  behavior  of  professional 
and  amateur  athletes  especially. 

Nationally,  we  are  seeing  a growing  interest  in 
smokeless  tobacco  use  being  mediated  by  legis- 
lation and  health  education.  Recently  passed 
federal  and  state  laws  lessen  the  influence  of  me- 
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dia  advertising,  increase  the  awareness  of  health 
implications,  and  make  the  product  more  diffi- 
cult for  minors  to  acquire.  In  Tennessee,  House 
Bill  1525  was  passed  in  the  last  legislative  session 
banning  the  sale  to  minors,  effective  Jan.  1,  1987. 
The  National  Institutes  of  Health  held  a consen- 
sus conference  early  in  1986  to  clarify  current 
knowledge  and  issues  about  the  effects  of  smoke- 
less tobacco.  A national  strategy  was  set  for  tar- 
geting research  and  health  education  about 
smokeless  tobacco  use.  The  NIH  will  be  funding 
several  five-year  research  and  demonstration 
projects  during  1987  to  address  these  issues  and 
identify  effective  intervention/prevention  pro- 
grams. 

Smokeless  tobacco  use  is  of  particular  concern 
to  dentists  because  it  has  been  linked  with  leu- 
koplakia, gingival  recession,  possible  peridontal 
destruction  and  oral  cancers  leading  to  death. 
Since  children  are  initiated  to  smokeless  tobacco 
use  at  such  young  ages,  it  is  also  a pediatric  is- 
sue. Public  information  and  education  should  be 
targeted  at  both  children  and  adults. 

The  Department  of  Health  and  Environment 
suggests  that  health  professionals,  in  contact  with 


Tennessee  youth  through  annual  check-ups  or 
sports  or  camp  physicals,  inquire  about  smoke- 
less tobacco  use  and  educate  about  the  hazards 
as  a deterrent.  The  Department  will  be  analyzing 
this,  and  other  health  behaviors  of  adolescents 
during  this  current  academic  year  as  part  of  the 
school  health  initiative.  The  purpose  of  the  study 
in  progress  is  to  more  fully  understand  current 
adolescent  health  behaviors,  and  to  use  this  in- 
formation to  target  health  education  so  that  chil- 
dren make  informed  decisions  about  their  own 
behavior.  r S 
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HOLTER  MONITOR  SCANNING  SERVICE 


IN  OFFICE  TESTING  HAS  ADVANTAGES  THE 
HOSPITAL  LABORATORY  CANNOT  OFFER 

—PATIENT  CONVENIENCE 
—INTERPRETATION  OPTIONS 
—REVENUE  TO  THE  PRACTICE 


USING  A SCANNING  SERVICE  IS  EASY 

• A recorder  and  all  supplies  are  provided. 

• Your  nurse  applies  recorder  to  patient. 


Ik 

FOR  INFORMATION 


Once  recorded  the  cassette  is  mailed  to  scanning  lab. 

A final  report  and  rhythm  strips  are  sent  to  the  ordering 
physician. 

The  ordering  physician  is  charged  only  $55  per  test, 
enabling  him  to  charge  the  patient  less,  while  generating 
revenue  for  the  practice. 


CALL  STEVE  BARKER 
(615)  588-1941 


CONTRACT  HEALTH  SERVICE 
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The  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 


Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works'^ 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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The  Individual  Collectivist 


Physicians  traditionally  have  been  devout  individualists.  Most  practiced 
solo  or  in  small  groups  in  a fee  for  service  system.  In  years  past  there  was 
very  little  interference  between  the  doctor  and  his  patients  by  hospitals  or 
any  other  third  parties.  Those  of  us  past  middle  age  remember  that  as  the 
norm  when  we  started  to  practice  medicine. 

I have  always  thought  of  myself  as  an  individualist,  strongly  defending  a 
person’s  freedom  and  right  to  pursue  what  is  best  for  himself  so  long  as  he 
does  not  interfere  with  another’s  efforts  to  do  the  same.  At  the  same  time 
I’ve  always  been  a team  player.  In  sports  and  in  the  Marine  Corps  I was 
coached  and  taught  that  a team  effort  is  necessary  to  win.  One’s  efforts  must 
be  coordinated  and  directed  toward  the  good  of  the  whole  team. 

Over  the  past  few  decades  the  environment  in  which  medicine  is  practiced 
has  changed.  The  winds  of  change  have  gradually  accelerated  until  now  it 
seems  that  we  are  in  a veritable  hurricane.  There  are  forces  affecting  the 
doctor  and  his  patients  that  were  not  dreamed  of  30  or  40  years  ago.  Third 
party  payers,  government  regulations,  a hostile  legal  environment,  and  all 
kinds  of  social  pressures  are  changing  our  profession. 

Do  we  oppose  these  with  all  our  might  as  individuals  or  do  we  join  to- 
gether and  collectively  help  shape  the  future  of  our  profession?  I believe  we 
must  unify  if  we  are  to  have  any  clout  in  deciding  our  future. 

Our  local  societies,  the  TMA,  and  AM  A are  all  efforts  at  developing  a 
unified  profession.  However,  some  of  our  colleagues  do  not  choose  to  join 
this  effort.  They  are  only  partially  involved.  For  their  own  reasons,  they 
prefer  to  go  it  alone  or  only  part  way.  In  the  long  run,  I believe  this  will  be 
detrimental.  Now  is  a critical  time  and  we  should  all  be  unified  in  our  efforts 
to  protect  and  shape  the  future  of  the  medical  profession,  especially  for  the 
younger  doctors  and  students,  but  also,  for  the  benefit  of  the  patients.  They 
deserve  no  less. 

We  have  helped  form  and  have  joined  a coalition  (Tennessee  Association 
for  Civil  Justice  Reform)  of  many  diverse  groups  and  associations  to  try  and 
gain  meaningful  legal  reforms  through  our  state  legislature.  All  sectors  of 
society  are  being  affected  by  the  present  atmosphere.  We  must  try  and  put 
some  sense  back  into  the  liability  system.  This  next  year  will  be  our  best 
chance  ever. 

Our  TMA-sponsored  statewide  IPA  is  moving  along  well.  The  task  force 
has  worked  long  and  hard  to  put  together  a strong  and  viable  organization. 
It  will  be  of  great  value  in  negotiating  with  government  and  other  third 
parties.  It  will  give  us  a strength  we  have  not  had  in  the  past. 

As  we  approach  the  Thanksgiving  season,  let’s  give  thanks  for  the  bless- 
ings of  these  days  and  for  the  opportunity  of  practicing  a noble  profession 
in  a great  state  in  a free  nation.  We  must  not  let  them  slip  away.  Be  an 
individualist,  be  a collectivist,  but  also  be  a team  player. 
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editorial/ 


The  Smoking  Lamp  Is  Flickering 
But  Still  Lit 

Smoking  tobacco  is  one  of  those  dreadful  things 
that  human  beings  inflict  upon  themselves  in  the 
name  of  pleasure.  I made  it  to  my  second  year  in 
college  without  having  smoked  anything  more 
noxious  than  rabbit  tobacco  (which  is  pretty  nox- 
ious, at  that)  and  corn  silk.  In  fact,  no  one  I had 
any  relationship  with  that  was  any  closer  than  cas- 
ual used  tobacco  in  any  form.  Like  most  other 


secondary  schools,  I guess,  Baylor,  where  I at- 
tended prep  school,  had  a “smoking  area,”  where 
the  few  boys  who  smoked  with  their  parents’  per- 
mission could.  I didn’t  know  any  of  them  very 
well.  A few  others  who  did  it  without  their  par- 
ents’ permission  did  it  wherever  they  could — or 
where  they  thought  they  could.  Sometimes  as  it 
turned  out  they  only  thought  they  could;  the  pen- 
alty was  severe,  though  I don’t  remember  what  it 
was.  Off  campus,  no  one  was  supposed  to  smoke 
in  uniform,  though  of  course  those  who  smoked 
did  it  anyhow.  They  sometimes  got  caught,  too, 
and  suffered.  It  should  have  taught  me  how  ad- 
dicting the  nicotine  habit  is.  It  didn’t,  though. 

When  in  my  second  college  year  I began  dating 
a girl  who  smoked,  I started  too.  My  parents  were 
disappointed,  and  likely  annoyed,  too,  that  when 
I was  home  I fumigated  the  house,  but  by  that 
time  almost  all  of  my  friends  were  smoking,  too. 
Cigarettes  were  easy  to  get,  and  they  were  cheap. 
They  were  everywhere.  Every  meal  on  an  airplane 
came  with  a complimentary  mini-pack  of  three; 
that  persisted  for  years.  Nearly  every  adult  (and 
some  not  so  adult)  with  one  head  kept  smoke 
streaming  from  it.  It  seemingly  took  that  to  be  (or 
more  correctly,  to  feel)  really  adult.  On  the  other 
hand,  I don’t  recall  that  I or  any  of  my  peers 
thought  that  those  who  refrained  had  two  heads. 
I think  it  was  simply  a general  perception  of  ours, 
though  not  usually  a conscious  one,  that  if  we  did 
not  smoke  we  would  be  so  perceived. 

In  the  military  service  it  was  even  worse.  At  a 
nickel  a pack,  cigarettes  were  practically  free. 
Every  room  was  a smoke-filled  room.  The  room  I 
shared  for  two  weeks  with  about  20  other  junior 
officers  in  a kaserne  in  Bremerhaven  awaiting 
shipment  back  to  the  ZI  (zone  of  the  interior,  for 
the  uninformed)  had  a running  poker  game  in  it 
that  was  open  to  all  comers;  many,  many  came.  It 
was  going  when  I arrived,  and  it  was  still  going 
when  I left.  You  could  have  cut  the  air  with  a 
knife. 

I cut  down  on  my  tobacco  consumption  a lot 
while  I was  overseas,  because  cigarettes  were  fa- 
vored currency;  they  could  buy  a lot  of  things  even 
money  couldn’t,  such  was  the  urgency  of  the  habit. 
In  addition  to  the  “normal”  trading  with  cigarettes 
that  went  on,  a huge  black  market  centered  around 
a few  items,  foremost  among  them  cigarettes  and 
the  new  “wonder  drug,”  penicillin.  My  tobacco 
consumption  never  again  reached  its  pre-service 
levels;  as  soon  as  I left  the  service  I began  spending 
a major  portion  of  my  time  in  the  operating  room, 
and  a couple  of  years  later,  just  after  switching 
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from  surgery  to  pathology,  I stopped  altogether — 
or  nearly  altogether,  since  for  several  years  after 
that  I would  occasionally  get  the  old  urge,  and 
smoke  about  half  a cigarette,  which  tasted  awful. 
I threw  away  a lot  of  19-cigarette  packs. 

It’s  getting  harder  and  harder  to  remember  what 
it  was  like  in  those  days.  When  I go  to  a dinner 
party  nowadays  there  may  be  no  one  smoking, 
whereas  30  years  ago  my  wife  and  I might  have 
been  the  only  nonsmokers.  Few  of  my  male  ac- 
quaintances smoke  anymore;  most  of  the  smokers 
are  women  and  children.  This  month  marks  the 
10th  anniversary  of  the  American  Cancer  Soci- 
ety’s Great  American  Smokeout,  in  which  smok- 
ers are  challenged  each  year  to  give  up  smoking 
for  one  day  and  see  if  it  doesn’t  make  a difference. 
The  Smokeout  may  not  have  made  much  of  an 
impact,  but  it  was  one  more  nail  in  the  coffin  of 
the  coffin  nail. 

I think  it  is  likely  the  only  difference  one 
smokeless  day  would  make  for  a smoker  would  be 
to  make  him  grouchy.  But  after  a month  or  so  off 
the  weed  one  does  notice  a real  difference — or  I 
did.  Cigarettes,  in  addition  to  stirring  up  a post- 
nasal drip  and  making  me  cough,  gave  me  bron- 
chitis, heartburn,  sweaty  palms,  tachycardia,  and 
PVCs;  in  short,  it  raised  hell  with  my  autonomic 
nervous  system.  Smoking  also  ruins  the  taste  buds. 
After  I quit  smoking  I gained  weight,  largely  be- 
cause food  tasted  better  and  my  autonomic  system 
settled  back  down.  Smoking  is  not,  however,  a 
suitable  method  for  weight  control.  It  would  be 
analogous  to  cutting  off  your  feet  to  cure  athlete's 
foot. 

The  nonsmokers  clearly  have  the  upper  hand 
these  days,  and  the  tobacco  industry  is  fighting  for 
its  life;  in  so  doing  it  is  using  a lot  of  questionable 
(read  dirty)  practices,  such  as  directing  its  adver- 
tising toward  the  young,  and  promoting  smokeless 
tobacco.  It  is  doing  its  level  best  to  lend  an  aura 
of  respectability  to  a habit  that  has  no  redeeming 
features,  social  or  physical,  of  any  sort,  a habit 
that  can  only  do  its  practitioners  harm.  Most  of 
the  meetings  I attend  these  days  are  smokeless, 
and  instead  of  free  cigarettes  on  airplanes,  smok- 
ers are  relegated  to  a few  rows  in  the  back  of  the 
bus.  More  and  more  hotels  have  nonsmoking 
floors,  and  smoking  is  largely  prohibited  in  public 
buildings,  which  of  course  has  the  added  benefit 
of  reducing  fire  hazard.  And  now,  at  last,  the 
military  service,  the  bastion  of  the  macho,  the 
home  of  smoke,  has  finally  reversed  its  orienta- 
tion, and  instead  of  having  nonsmoking  areas,  has 
declared  its  stations  off  limits  to  smokers  except 


in  certain  clearly  specified  restricted  areas.  It  ap- 
pears the  smoking  lamp  is  flickering  and  close  to 
permanently  out — but  not  out. 

The  next  step  is  to  stop  the  pandering  of  the 
tobacco  industry  to  our  youth.  Though  they  are 
not  alone  in  it,  the  young  especially  tend  to  be 
uncritical  of  such  things  as  high-pressure  advertis- 
ing; they  are  therefore  particularly  vulnerable  to 
Madison  Avenue  hyperbole.  To  be  a regular  fella, 
one  has  to  smoke  Bloeholes,  otherwise  he  ain't 
cool.  All  the  best  professional  athletes,  and  all  the 
slick  chicks,  do.  And  so  it  goes.  Tobacco  needs 
deglamorizing  to  reveal  the  horrid,  wasteful,  dan- 
gerous, unsanitary,  malodorous,  highly  addicting 
habit  that  is  its  illegitimate  offspring.  Havin'  a 
chaw  is  not  an  acceptable  alternative,  either.  The 
negative  label  about  cigarettes  being  dangerous  to 
their  health  is  wasted  on  the  young,  who  refuse  at 
that  time  of  their  lives  to  take  such  caveats  seri- 
ously. Only  a positive  image  has  meaning;  the 
tobacco  industry’s  projected  positive  image  is  spu- 
rious, and  therefore  immoral;  it  should  be  illegal. 
We  need  to  see  to  it. 

As  the  Virginia  Slims’  ad  used  to  boast,  “You’ve 
come  a long  way,  baby.”  Only  a short  time  ago 
the  smokeless  society  seemed  an  impossible  dream. 
Now  at  last  it  appears  it  might  actually  be  attain- 
able. But  we  still  have  a way  to  go.  It  is  not  time 
yet  to  ease  up  on  the  pressure. 

J.B.T. 


The  World  Is  So  Full  of  a 
Number  of  Things . . . 

Assuming  you  are  paying  attention  and  are  not 
buried  in  a book  or  a libation  or  lulled  into  ob- 
livion by  the  swish  of  the  jet  engines,  either  of 
which  is  not  unlikely  at  such  an  hour,  the  late 
night  sky  many,  many  miles  from  Chicago — or 
whatever  other  large  city  happens  to  be  your 
destination — begins  to  take  on  a ruddy  glow, 
which  as  you  draw  closer  you  find  to  emanate 
from  myriads  of  minute  point  sources,  blinking 
and  sometimes  moving  about  like  fireflies  in  some 
giant  jar.  As  your  aircraft  settles  in  toward 
touchdown  those  sources  begin  to  take  on  iden- 
tity— streetlights  flickering  as  trees  momentarily 
blot  them  out  of  your  view,  headlights  of  moving 
automobiles,  the  glare  from  shopping  center 
parking  lots,  the  glow  from  homes  dotting  quiet 
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streets,  and  in  the  distance  the  jagged,  glittering 
skyline  of  the  city  itself. 

Those  suburban  streets  look  so  quiet  and 
peaceful,  and  there  once  was  a time  when  indeed 
they  were.  Not  anymore;  the  bustle  of  what  we 
refer  to  as  modern  civilization,  a euphemism  for 
modern  technology,  has  seen  to  that.  In  fact,  one 
of  the  major  disruptions  of  the  peace  and  quiet 
of  those  suburban  streets  and  dwellings  is  a by- 
product of  the  lofty  platform  from  which  you  are 
viewing  them,  which,  added  to  the  multitude  of 
other  invasive  mechanisms,  turns  a man’s  castle 
as  often  as  not  into  bedlam.  Some  of  those  in- 
vasions, such  as  radio  and  television,  are  self-in- 
flicted. Others  are  not. 

I am  sitting  on  the  patio,  gently  swinging  the 
glider  and  enjoying  the  first  cool  sunset-time  we 
have  had  in  what  seems  like — indeed  is — weeks. 
My  perusal  of  the  evening  newspaper  is  inter- 
rupted by  the  jangle  of  the  telephone  in  the 
house.  I dutifully  rise — it  is  one’s  duty,  is  it  not, 
to  respond  immediately  if  not  sooner  when  that 
summons  impinges  on  the  ear? — and  rush — it  is 
our  duty  to  rush,  is  it  not? — into  the  house,  to 
be  greeted  with,  “Hello,  this  is  Sharon  at  the  Fred 
Astaire  Dance  Studio.  We  are  giving  away  a $40 
dance  course  . . .”  “No,  thanks,”  1 mumble, 
throttling  (barely)  my  rage,  “we  don’t  want  any.” 
“Well,”  she  persists,  “would  you  like  to  give  it 
to  someone?  You  have  won  it.”  “No,  thanks,”  I 
say,  and  hang  up  the  phone,  resisting  the  urge  to 
slam  it  down,  first  because  I might  break  it,  and 
second,  because  I vaguely  recognize  that  Sharon 
is  simply  carrying  out  the  orders  of  some  dolt  who 
is  likely  sitting  on  his  patio  sipping  a drink  and 
reading  his  newspaper.  He  should  be  so  lucky — 
as  in  fact,  he  probably  is,  since  no  one,  unless 
his  number  is  unlisted,  is  immune.  A similar  scene 
is  reenacted,  with  variable  details  according  to 
time  and  season,  a couple  of  times  most  eve- 
nings, and  my  wife  tells  me  it  goes  on  all  day.  I 
am  shielded  daytimes  by  my  secretary,  who 
screens  my  calls  very  assiduously.  It  is  the  price 
we  pay  for  being  able  to  reach  out  and  touch  a 
distant  someone — even  though  that  someone 
would  prefer  to  be  untouchable,  which  these  days 
one  has  to  go  to  some  lengths  to  accomplish. 
Since  there  is  market  for  cellular  telephones,  I 
presume  there  are  those  who  do  not. 

From  his  close  and  avid  scrutiny  of  holy  writ, 
man  somehow  got  the  notion  that  he  is  the  cen- 
ter, and  indeed  master,  of  the  universe.  (The  pa- 
gans knew  better.)  Proving  man  is  not  the  for- 
mer proved  costly  to  the  likes  of  Gallileo,  for 
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instance.  That  he  is  not  the  latter  has  not  yet  sunk 
in.  There  is  nothing  that  I can  find  to  indicate 
that  man  is  the  only  intelligent  creature,  or  per- 
haps better  put,  creature  with  intellect,  in  the 
universe — only  that  he  is  one  (though  maybe  not 
the  only  one)  that  messed  up  badly  enough  to 
need  salvation.  Neither  can  I find  that  man  is  not 
the  only  intelligent  creature  in  the  universe — only 
that  what  God  does  is  His  business  and  not  ours, 
even  though,  again,  this  has  not  yet  sunk  in,  and 
likely  never  will. 

Being  civilized  has  by  definition  nothing  to  do 
with  technologic  accomplishments  or  standard  of 
living.  It  has  simply  to  do  with  the  ability  to  live 
together.  To  consider  ourselves  more  civilized 
than,  say,  the  Bedouins  or  the  Eskimos,  for  ex- 
ample, is  simply  to  say  that  we  live  in  cities  and 
they  do  not.  The  Romans  were  not  more  civi- 
lized than  the  Huns  and  Visigoths.  They  were  just 
more  advanced  technologically,  which  meant  that 
they  could  do  it  to  others  and  to  each  other  in 
more  varied  and  imaginative  and  generally  less 
messy  ways.  Being  the  most  advanced  of  all,  we 
can  drop  death  and  destruction  from  the  sky,  ri- 
valing God.  One  of  the  few  real  civilizations  I 
know  anything  about  existed  in  Tierra  de  Fuego 
until  the  last  century.  Those  people  had  nothing, 
so  that  crime  was  unknown.  They  fell  from  grace 
when  the  notion  of  private  property  was  intro- 
duced by  us  civilized  folk. 

One  of  the  riddles  that  people  used  to  pose, 
to  which  there  is  no  answer,  was  about  how  many 
angels  can  dance  on  the  head  of  a pin.  I always 
thought  angels  were  bigger,  not  smaller,  but  no 
matter.  I guess  they  could  be  either.  In  any  case, 
there  is  a series  of  smaller  universes  beneath  us, 
and  perhaps  above  us,  too,  since  we  haven’t  so 
far  probed  the  outer  reaches  of  this  one,  or  the 
inner  reaches,  either,  for  that  matter.  We  have 
identified,  though,  sub-particles  of  atoms,  which 
are  pretty  small.  One  of  the  intriguing  things  in 
all  of  our  research  is  that  most  of  what  we  con- 
sider solid  stuff  is  really  only  empty  space. 

Between  us  and  the  atom  there  is  another  uni- 
verse at  the  level  of  the  cell,  in  which  there  are  all 
sorts  of  living  beings,  some  of  which  can  exist  out- 
side the  cell,  and  some  of  which  cannot.  Whether 
such  small  bits  of  matter  are  alive  or  not  depends 
upon  who  you  ask,  since  it  has  to  do  with  his  def- 
inition of  life.  Whether  or  not  those  minute  crea- 
tures can  think,  they  do  very  well  at  fending  for 
themselves  in  an  environment  that  is  really  just  as 
hostile  as  our  own,  since  the  immune  system  of 
higher  organisms  does  its  best  to  keep  them  out, 
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or  to  destroy  them  if  they  get  in. 

Let  the  immune  system  break  down,  though, 
and  one  clearly  has  a problem,  or  a whole  set  of 
problems,  depending  on  how  you  look  at  it.  None 
of  man's  modern  weapons  has  anything  on  the 
HTLV-III  virus.  Star  Wars  may  render  the  for- 
mer inoperative,  but  so  far  the  latter  is  un- 
quenchable, and  I’m  sure  there  are  many  more 
virulent,  hardy  germs  where  it  came  from. 

As  long  as  we  are  invoking  holy  writ,  I call 
your  attention  to  a passage  of  scripture  that  says 
that  God  uses  the  small  things  of  the  world  to 
confound  the  great.  It  should  be  humbling,  not 
to  say  humiliating,  to  the  masters  of  the  universe 
to  be  forced  to  bow  at  the  feet  of  a speck  that 
can  be  only  dimly  perceived  by  even  the  strong- 
est magnification  of  which  we  are  capable. 
Though  Armageddon  may  indeed  come  as  a mil- 
itary disaster,  as  some  authorities  insist  it  will, 
that  is  patently  not  necessary.  We  may  be  able 
to  rival  God  in  raining  death  and  destruction  from 
the  heavens,  either  through  man-made  fire  and 
brimstone  or  God-made  subcellular  particles,  but 
again,  that  isn’t  necessary,  and  though  we  may 
get  in  a hurry,  nothing  in  scripture  tells  me  God 
does — in  fact,  to  the  contrary.  Armageddon  may 
indeed  be  approaching,  though  not  necessarily, 
and  even  if  it  is,  maybe  not  in  the  way  we  think. 

As  we  used  to  recite  as  children,  “The  world 
is  so  full  of  a number  of  things,  I'm  sure  we 
should  all  be  as  happy  as  kings.”  Or  vice  versa, 
depending  upon  one’s  orientation. 

J.B.T. 


Thanksgiving  Poppy 

Members  of  primitive  societies  spend  a major 
portion  of  their  time,  energy,  and  worldly  goods 
attempting  to  placate  the  inimical  forces  in  the 
universe,  which  they  generally  anthropomorphize 
into  gods,  goddesses,  devils,  demons,  and  so  on. 
This  makes  it  possible  to  pin  the  blame  for  their 
misadventures  onto  some  personage,  even  if  only 
an  intangible  one.  It  is,  after  all,  futile  to  rail 
against  wind  and  sea.  To  rail  against  Poseidon,  or 
attempt  to  placate  him,  may  be  just  as  futile,  but 
it  gives  both  sufferers  and  potential  sufferers  from 
the  sea  something  to  do. 

As  one  examines  the  abject,  grinding  poverty 
and  its  consequences  that  plague  so  much  of  man- 
kind, it  is  difficult  for  one  to  find  any  bright  spot 


at  all  illumining  those  bleak  lives,  and  yet  incred- 
ibly the  victims  themselves  usually  can;  it  is,  I 
suppose,  that  their  point  of  reference  is  so  differ- 
ent from  ours.  It  is  in  making  comparisons  that 
misery  becomes  compounded,  envy  and  covetous- 
ness set  in,  and  revolution  is  fostered.  It  is  to  this 
human  misery  that  communism  plays,  and  it  is 
because  religion  has  always  had  the  effect  of  help- 
ing the  unfortunate  to  bear  their  load  and  not 
rebel  against  it  that  communism  branded  it  as  the 
opiate  of  the  masses.  Perhaps  it  is,  but  in  a more 
non-pejorative  sense  than  that  implied  by  Karl 
Marx  when  he  made  the  statement.  (Actually, 
Marx  was  referring  only  to  God;  he  himself  was 
formulating  another  religion,  with  gods  of  its  own.) 
One  of  the  effects  of  opium  is,  to  be  sure,  to  dull 
the  senses  and  the  wits,  obscuring  reality  and  en- 
suring docility;  but  that  is  a result  not  of  its  use 
but  its  abuse.  Used  properly,  opium  relieves  pain 
and  calms  the  pain-wracked  mind;  thus  used  it  is 
a boon  and  not  a curse. 

The  Indians  had  a saying  that  one  should  not 
judge  another  until  he  had  walked  in  the  other's 
moccasins.  Though  such  an  exhortation  toward 
understanding  is  laudable,  it  is  an  exercise  in  fu- 
tility. One  can  put  on  another’s  moccasins  and 
walk  in  them,  but  that  will  not  tell  him  much  about 
what  the  other  feels  as  he  walks — after  all,  every 
foot  is  different  and  bears  a different  load.  To 
begin  to  understand  another,  one  would  have  to 
get  inside  his  head  and  live  there.  Even  that, 
though,  will  not  tell  you  how  it  is  to  be  that  person. 
To  know  how  it  is  to  be  another  requires  getting 
inside  his  spirit — to  know  how  his  spirit  touches 
that  of  others,  and  more,  how  it  touches  the  Great 
Spirit.  Even  if  your  feet  are  the  same  size  as  his 
and  the  physical  load  the  same,  every  spiritual 
load  is  unique. 

And  so,  as  we  approach  Thanksgiving  Day,  I 
cannot  exhort  you  to  be  thankful.  Even  those  of 
you  I know  best  have  burdens  (and  joys)  that  I 
likely  have  no  inkling  of.  What  I can  tell  you, 
though,  is  that,  like  you,  I have  watched  people 
giving  thanks  to  God  who  so  far  as  I could  tell  had 
nothing  for  which  to  thank  Him  or  anyone  else. 
Some  of  the  sunniest  lives  I have  known  were 
encircled  with  enormous  dark  storm  clouds  that 
should  long  ago  have  blotted  them  out.  On  the 
other  hand,  I have  seen  individuals  blessed  be- 
yond imagining  with  worldly  goods,  good  health, 
and  every  apparent  advantage,  who  were  rude, 
irritable,  ill-tempered  curmudgeons  and  ingrates. 
The  secrets  of  each  life  are  hidden  in  the  recesses 
of  the  spirit. 
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It  is  useful  for  one  to  take  inventory  of  his  life 

from  time  to  time,  but  only  without  comparing  it 
with  that  of  anyone  else.  One  who  knows  God  as 
a friend  will  likely  have  to  proceed  no  further  in 
his  inventory  than  that.  Proceed  as  far  as  you  need 
to.  Remember — no  coveting  thy  neighbor’s  ox, 
nor  his  ass,  nor  his  manservant,  nor  his  maidser- 
vant, nor  anything  that  is  thy  neighbor’s.  For  some 
reason  it  is  harder  to  be  thankful  in  prosperous 
times  than  in  hard  ones,  likely  because  in  pros- 
perity, we  wonder  why  it  is  others  are  more  for- 
tunate than  we  are,  whereas  in  hard  times  we  are 
thankful  we  aren't  as  bad  off  as  the  next  fellow. 

Reams  have  been  written  about  why  the  righ- 
teous (itself  a relative  term)  suffer,  while  the  evil 
flourish  as  the  green  bay  tree;  many  more  reams 
undoubtedly  will  be.  Some  folk,  even  the  pious, 
rail  against  God  for  their  own  misfortunes  or  those 
of  others.  Some  doubt  His  existence  for  the  same 
reasons.  It  is  instructive  to  look  at  Job;  he  got 
nowhere  until  he  stopped  trying  to  justify  himself. 
No  one  can  know  what  anyone  else  thinks  he  de- 
serves— some,  obviously,  whatever  they  can  steal; 
others  only  mercy;  the  rest,  something  in  between. 

Well,  take  a few  minutes  on  this  Thanksgiving 
Day  to  examine  your  life  and  count  your  blessings. 
If  it  seems  meet,  right,  and  proper,  examine  your 
status  before,  and  relationship  to,  God — it  is  all  a 
part  of  being  thankful,  and  if  you  get  in  the  proper 
frame  of  mind,  you  might  find  none  of  the  other 
things  really  matter  much. 

Opiates  do  not  work  on  the  masses — only  on 
individuals.  What  they  do  depends  upon  how  they 
are  used,  and  to  what  end.  As  the  catechism  says, 
the  chief  end  of  man  is  to  glorify  God — and  enjoy 
Him  forever. 

That  is  the  key  to  mental  health. 

J.B.T. 


The  Shadow  of  Big  Brother 

To  the  Editor: 

I read  your  editorial,  “Big  Brother  and  the  Disaf- 
fected Doctor”  in  the  Journal  of  the  Tennessee  Medical 
Association,  vol.  79,  no.  9,  September  1986,  page  578, 
which  commented  on  two  letters  under  Special  Corn- 
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munication,  “The  Shadow  of  Big  Brother,”  pages  548 
and  549. 

The  first  letter,  page  548,  was  developed  by  the 
Quality  Assurance  Committee  of  the  Mid-South  Foun- 
dation for  Medical  Care  and  signed  by  its  chairman, 
Benjamin  F.  Scott,  M.D.  This  was  an  attempt  to  help 
make  cardiologists  and  cardiovascular  surgeons  aware 
of  what  information  would  be  useful  in  obtaining  ap- 
proval not  only  for  pre-admission  certification,  but  also 
on  retroactive  review  of  the  patient’s  hospital  record. 
The  latter  type  of  review  will  be  very  important  so  far 
as  doctors  and  hospitals  are  concerned  in  the  next  two 
years. 

I would  like  to  repeat  the  last  sentence  in  the  com- 
mittee’s letter  signed  by  Dr.  Scott  which  states,  “The 
Committee  welcomes  any  suggestions  concerning  the 
guidelines  or  criteria.”  (The  criteria  were  sent  with  the 
guidelines  contained  in  this  letter.)  The  Mid-South 
Foundation  for  Medical  Care  has  always  considered 
any  suggestions  for  modifications  to  its  various  criteria 
sets  that  are  submitted  in  writing  by  responsible  groups 
of  physicians  across  the  state  of  Tennessee. 

The  second  letter,  page  549,  over  the  signature  of 
Dr.  Clarence  Thomas,  makes  the  ludicrous  statement 
that  Dr.  Scott  was  unaware  that  the  aforementioned 
letter  had  been  mailed  (to  cardiologists  and  cardiovas- 
cular surgeons).  This  same  allegation  is  repeated  in 
your  editorial.  The  committee’s  listed  expectations  in 
the  letter  were  developed  in  committee  meetings  with 
Dr.  Scott  chairing  the  meetings.  They  were  then  care- 
fully reviewed  and  signed  by  Dr.  Scott. 

Furthermore,  your  editorial  allegation,  “It  is  ap- 
parent that  the  committee  lacked  basic  insight  into  the 
matter  of  CAD  and  its  treatment”  has  a total  lack  of 
foundation  in  fact.  All  committee  members  are  board 
certified.  Two  of  the  committee  members  are  cardio- 
vascular surgeons  of  highest  repute  not  only  in  Ten- 
nessee but  nationally.  There  are  also  two  very  repu- 
table cardiologists,  an  internist,  neurosurgeon, 
urologist,  family  practitioner,  and  thoracic  surgeon. 
One  member  has  been  on  the  Board  of  the  Tennessee 
Medical  Association.  All  three  regions  of  Tennessee 
are  represented  on  the  committee  as  well.  These  are 
extremely  busy  men  and  should  not  have  to  deal  with 
petty  accusations  and  requests.  Provisions  have  been 
established  for  dealing  with  criteria  changes,  and  it 
should  be  noted  that  other  medical  specialties  have  had 
their  criteria  requests  handled  in  a satisfactory  man- 
ner. There  is  no  reasonable  justification  for  making  an 
exception  in  the  case  of  cardiovascular  surgery. 

I might  add  that  the  confidentiality  of  the  commit- 
tee members  is  not  a unique  circumstance  and  there 
are  definite  legal  sources  of  law  that  permit  the  confi- 
dentiality of  reviewing  physicians.  If  you  question  this, 
I would  be  happy  to  supply  the  exact  legal  sources. 

I would  like  to  make  one  final  observation.  There 
has  been  a general  misconception  regarding  our  pre- 
admission criteria  sets  which  were  mailed  to  Tennes- 
see hospitals  and  physicians  regarding  the  following 
procedures:  hysterectomy,  total  hip  replacement,  ca- 
rotid endarterectomy,  coronary  artery  bypass  graft,  and 
insertion  or  replacement  of  a permanent  pacemaker. 
First  of  all,  and  most  important,  is  the  fact  that  the 
criteria  sets  are  for  use  only  by  our  nurse  coordinators 
who  first  receive  the  phone  call  for  preadmission  or 
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pre-procedure  certification  of  one  of  these  procedures. 
Should  the  caller  (secretary  or  physician)  fail  to  give 
adequate  information  the  nurse  must  refer  the  case  to 
an  in-office  physician.  She  cannot  deny  a case.  I have 
publicly  stated  this  principle  (last  occasion  being  in  a 
talk  at  Nashville  Baptist  Hospital  Staff  Meeting,  Sept. 
11,  1986,  Dr.  John  Tudor,  Medical  Director).  There 
have  also  been  numerous  occasions  of  telephone  con- 
versations with  individual  physicians.  We  do  not  want 
a nurse  rendering  a medical  judgment.  If  our  physician 
does  not  feel  he  is  qualified  to  render  a judgment,  he 
requests  a consultation  with  one  of  our  consultants  in 
the  appropriate  specialty  for  a decision. 

I must  emphasize  that  all  of  our  criteria  sets  have 
been  developed  by  physicians  in  the  field  of  the  spe- 
cific criteria  set.  In  the  instance  of  the  five  procedures 
presently  requiring  preadmission  or  pre-procedure  re- 
view opinions  were  elicited  from  specialists  across  the 
state. 

My  final  comment  on  all  of  this  controversy  is  that, 
in  my  opinion,  you  should  have  verified  the  accuracy 
of  some  of  the  statements  of  your  informants  and  your 
resultant  editorial  opinions  may  have  been  altered  had 
you  contacted  the  Mid-South  Foundation  for  Medical 
Care. 

John  B.  Hamsher,  M.D. 

Medical  Director 

Mid-South  Foundation  for 
Medical  Care,  Inc. 

6401  Poplar  Ave. 

Memphis,  TN  39118 


Reply 

First,  I need  to  apologize  to  Dr.  Scott  for  misrep- 
resenting his  involvement  with  the  admission  criteria. 
Apparently  Dr.  Thomas  and  I were  misinformed,  and 
thus  my  comments  in  the  last  two  paragraphs  may  have 
been  overstated.  I must  plead  guilty  to  Dr.  Hamsher's 
charge  of  dereliction,  which  I regret,  in  not  investigat- 
ing it  further. 

Having  said  that,  however,  I see  no  reason  to  alter 
anything  else  in  the  editorial.  The  basic  problem  re- 
mains as  stated;  despite  the  obvious  good  intentions  of 
the  PRO,  they  are  constrained  by  federal  regulations, 
and  Medicare’s  basic  philosophy  that  a PRO  that  does 
not  conserve  funds  ceases  being  a PRO.  A great  many 
PROs  have  failed  to  have  their  contracts  renewed.  I 
hasten  to  emphasize,  as  I have  on  previous  occasions, 
that  whatever  our  present  problems,  they  could  be 
worse  (I  think). 

Dr.  Hamsher  points  out  that  cardiac  surgery  is  only 
one  of  several  areas  under  scrutiny,  others  being  hys- 
terectomy, hip  replacement,  carotid  endarterectomy, 
and  cardiac  pacemaker  insertion  or  replacement. 
Whether  or  not  it  does,  in  fact,  it  is  the  universal  opin- 
ion of  cardiologists  and  cardiac  surgeons  with  whom  I 
have  spoken  that  Medicare  seems  to  view  bypass  sur- 
gery as  useful  only  for  treating  symptoms  in  unstable 
angina,  whereas  it  is  quite  often  used  to  conserve 
myocardium  following  occlusion,  to  prevent  death. 
Allegedly,  failure  to  make  this  distinction  has  resulted 
in  a much  higher  mortality  from  cardiac  emergencies 


in  the  V.A.  hospitals  than  in  the  community  at  large, 
because  criteria  such  as  those  being  formulated  by 
Medicare  have  apparently  been  in  use  there  for  some 
time.  Its  emergency  nature  therefore  puts  cardiac  by- 
pass surgery  in  a different  category  from  the  others.  I 
recognize  that  the  PRO  is  developing  its  own  criteria, 
and  I wish  it  luck.  Nevertheless,  despite  disclaimers  by 
all  involved,  I remain  pessimistic  about  the  quality  and 
availability  of  medical  care  for  our  older  citizens. 

I should  mention  that  I also  remain  pessimistic  about 
medical  care  generally.  PROs  was  only  one  of  the  is- 
sues addressed  by  the  editorial.  An  article  in  the  Wall 
Street  Journal  just  last  week  (Tuesday,  Sept.  16)  points 
out  the  ways  in  which  prepaid  systems  pit  the  doctor 
against  his  patient.  As  funds  become  tight,  this  can 
only  worsen. 

I am  pleased  to  have  Dr.  Hamsher  set  the  record 
straight,  but  as  with  a lot  of  other  things,  the  proof  of 
the  pudding  is  in  the  eating;  a lot  of  his  colleagues,  at 
least  in  Nashville,  have  frequently  found  his  less  than 
palatable. 

John  B.  Thomison,  M.D. 

Editor 


William  P.  Maury,  Jr.,  age  73.  Died  September  5,  1986. 
Graduate  of  University  of  Tennesse  College  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical  So- 
ciety. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Richard  Evan  Jackson,  M.  D. , Maryville 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Michael  M.  Aiken,  M.D.,  Chattanooga 
Paul  M.  Apyan,  M.D.,  Chattanooga 
David  D.  Bartlett,  M.D.,  Chattanooga 
John  M.  Epley,  M.D.,  Chattanooga 
Christine  W.  Parker,  M.D.,  Chattanooga 
Wayne  Scott,  M.D.,  Chattanooga 

FENTRESS  COUNTY  MEDICAL  SOCIETY 

Richard  G.  Clark,  M.D.,  Jamestown 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Lee  L.  Dilworth,  M.D.,  Knoxville 
Jerry  M.  Foster,  M.D.,  Knoxville 
Barry  V.  Maves,  M.D.,  Knoxville 
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NASHVILLE  ACADEMY  OF  MEDICINE 

Michael  Denny  Callaway,  M.D.,  Nashville 
MichaelS.  Cardwell,  M.D.,  Nashville 
James  Porter  Henderson,  M.D.,  Nashville 
Terri  Wood  Jerkins,  M.D.,  Nashville 
Charles  E.  McKay,  M.D.,  Nashville 
David  Stuart  Miller,  M.D.,  Nashville 
Houston  Moran,  M.D.,  Nashville 
Mitchell  K.  Schwaber,  M.D.,  Nashville 
Mark  Thomas  Stubblefield,  M.D.,  Nashville 
Thomas  E.  Tompkins,  M.D.,  Nashville 
Noel  Bristow  Tulipan,  M.D.,  Nashville 
Ellen  Payne  Wright,  M.D.,  Nashville 

SCOTT  COUNTY  MEDICAL  SOCIETY 

John  E.  McCollum,  M.D.,  Robbins 

SMITH  COUNTY  MEDICAL  SOCIETY 

Richard  T.  Rutherford,  M.D.,  Carthage 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Jack  W.  Coggeshall,  M.D.,  Franklin 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Twenty-two  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
August  1986. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Hobart  H.  Beale,  M.D.,  Martin 
Robert  L.  Botnar,  Jr.,  M.D.,  Nashville 
Harold  W.  Burnette,  M.D.,  Johnson  City 
Keith  H.  Byrd,  M.D.,  Kingsport 
Eric  L.  Dyer,  M.D.,  Nashville 
Gerald  M.  Fenichel,  M.D.,  Nashville 
Lawrence  G.  Gardner,  Jr.,  M.D.,  Memphis 
Howard  R.  Gould,  M.D.,  Knoxville 
Fred  A.  Guthrie,  M.D.,  Crossville 
Albert  K.  Holmes,  M.D.,  Cookeville 
Joseph  S.  Hudson,  M.D.,  Memphis 
Hal  P.  James,  M.D.,  Memphis 
Kenneth  O.  Jobson,  M.D.,  Knoxville 
David  M.  Larsen,  M.D.,  Jackson 
James  G.  McMillan,  M.D.,  Jasper 
Andrew  N.  Muller,  M.D. , Nashville 
George  W.  Oden,  M.D.,  Greeneville 
Pravinchandra  H.  Patel,  M.D.,  Johnson  City 
John  L.  Sawyers,  M.D.,  Nashville 
Paul  E.  Slaton,  M.D.,  Nashville 
Buntwal  N.  Somayaji,  M.D.,  Nashville 
Trong  V.  Vu,  M.D.,  Memphis 


pcr/onal  ncui/ 


Bergein  F.  Overholt,  M.D.,  a leader  in  gastrointestinal 
medicine,  has  been  selected  the  1986  Distinguished 
Medical  Alumnus  by  the  University  of  Tennessee, 
Memphis  College  of  Medicine  Alumni  Association.  In 
1965,  he  began  work  with  the  Ann  Arbor  Cancer  Con- 
trol Program  and  helped  develop  the  flexible  colono- 
scope  now  used  in  the  early  detection  of  colorectal 
cancer  and  other  gastrointestinal  disorders.  Overholt 
is  presently  director  of  the  GI  Center  at  St.  Mary’s 
Hospital  in  Knoxville  and  is  a Fellow  of  the  American 
College  of  Physicians.  He  is  a past  recipient  of  the  Ru- 
dolph Schindler  Award,  the  highest  award  granted  by 
the  American  Society  for  Gastrointestinal  Endoscopy 
and  was  named  the  1986  recipient  of  the  AMA’s  cov- 
eted Beaumont  Award. 

John  M.  Tanner,  M.D.,  Nashville,  received  special 
recognition  from  his  peers  during  the  convocation  cer- 
emonies at  the  annual  meeting  of  the  American  Col- 
lege of  Radiology.  He  was  named  a Fellow  by  the  Col- 
lege’s Board  of  Chancellors,  recognizing  his  outstanding 
contributions  to  the  field  of  radiology. 


announcement/ 


CALENDAR  OF  MEETINGS 

NATIONAL 

Dec.  4-7 

Society  for  Ear,  Nose,  and  Throat  Advances 
in  Children — Philadelphia 

Dec.  6-7 

National  Kidney  Foundation— Washington, 
D.C. 

Dec.  17-21 

American  Psychoanalytic  Association — New 
York 

Jan.  13-17 

American  Association  of  Neurological  Sur- 
geons and  Congress  of  Neurological  Sur- 
geons Joint  Section  on  Spinal  Disorders — 
Boca  Raton  Hotel,  Boca  Raton,  Fla. 

Jan.  15-18 

American  Academy  of  Psychoanalysis — 
Halloran  House,  New  York 

Jan.  16 

American  Association  of  Certified  Allerg- 
ists— Las  Vegas 

Jan.  16 

Association  for  the  Care  of  Asthma — Las 
Vegas 

Jan.  17-21 

American  College  of  Allergists — Las  Vegas 

Jan.  22-27 

American  Academy  of  Orthopaedic  Sur- 
geons— San  Francisco 

Jan.  22-27 

American  Orthopaedic  Foot  and  Ankle  So- 
ciety— Hyatt  Union  Square,  San  Francisco 
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TMA  Adds  Two  Executive  Staff  Members 


Jere  Sue  Adams  David  G.  Cooley 


Tennessee  Medical  Association  Executive  Director 
L.  Hadley  Williams  has  announced  the  appointment  of 
two  new  staff  members. 

Jere  Sue  Adams  has  been  appointed  TMA’s  Staff 
Attorney.  Ms.  Adams  is  a native  of  Nashville  and  re- 
ceived her  doctor  of  jurisprudence  degree  from  the 
University  of  Tennessee,  Knoxville  in  1984.  She  also 
holds  a bachelor  of  arts  degree  in  political  science.  Ms. 
Adams  has  had  extensive  experience  in  state  and  fed- 
eral investment  law  and  in  the  development  of  new 
legislation. 


Jere  Sue  comes  to  TMA  after  serving  as  legal  coun- 
sel for  the  Tennessee  Treasury  Department,  where  her 
primary  responsibilities  included  the  development  of 
investment  instruments  and  contract  negotiation. 

Prior  to  her  position  with  the  Treasury  Depart- 
ment, Jere  Sue  served  as  staff  attorney  to  members  of 
the  Tennessee  Senate  and  House  of  Representatives. 
Before  being  licensed  to  practice  law  in  Tennessee  in 
1984,  she  held  several  positions  of  responsibility  within 
the  Nashville  and  Davidson  County  court  systems.  She 
is  a member  of  the  Nashville  Bar  Association  and 
serves  on  local  historical  and  community  relations 
committees.  She  is  also  a member  of  the  Board  of 
Trustees  of  the  Epilepsy  Foundation  of  Vanderbilt 
University. 

David  G.  Cooley  has  been  appointed  Executive 
Assistant.  David  received  a master  of  arts  degree  in 
1985  from  the  University  of  West  Florida  Rayburn- 
Dickson  Institute  of  Applied  Politics  and  his  bachelor 
of  science  degree  from  Tennessee  Technological  Uni- 
versity in  Cookeville. 

David  joins  TMA  after  two  years  of  work  as  a free- 
lance political  consultant.  He  has  served  as  fundraising 
consultant  for  candidates  for  state  offices  in  Tennessee 
and  Alabama  and  has  managed  political  campaigns 
from  Kentucky  to  Florida.  His  responsibilities  includ- 
ed fundraising  research,  writing  and  implementing  press 
and  media  plans,  implementation  of  political  strate- 
gies, and  hands-on  local,  state  and  national  fundrais- 
ing. 


This  space  contributed  as  a public  service. 


THUS  YEAR 
PUT  AN  END 

TOYOUR 

DEADLY  HABIT 


Great  American  Smokeout-  Nov.20 


AMERICAN 
4?  CANCER 
? SOCIETY 
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TMA  Membership  Information  and  Statistics — 

September,  1986 

CAROLYN  SANDLIN 
Membership  Director 


Dues  Information 

Dues  bills  for  1987  dues  to  the  local  medical  soci- 
ety, the  Tennessee  Medical  Association,  and  the 
American  Medical  Association  were  mailed  last  month. 
You  will  note  an  increase  in  dues  to  the  TMA  as  voted 
by  the  House  of  Delegates  at  the  April  1986  meeting. 
The  dues  bills  reflect  no  change  in  AMA  dues  for  1987. 
Of  the  $220  TMA  1987  dues,  $25  is  earmarked  for  the 
Student  Education  Fund  and  $15  is  in  support  of  the 
Impaired  Physician  Program. 


1987  Dues  to  the  Tennessee  Medical  Association  and  the 
American  Medical  Association 


TMA 

AMA 

Active 

$220 

$375 

Active  (1st  year  in  practice) 

110 

187 

Active  (2nd  year  in  practice) 

220 

281 

Retired  (65  and  over) 

Exempt 

75 

Retired  (under  65) 

220 

75 

Over  age  70  (working  1-20  hours 
per  week) 

Exempt 

187 

Resident 

40 

45 

Military 

Exempt 

250 

Student 

Exempt 

20 

All  dues  are  reduced  by  one-half  for  physicians  new  to  the 
associations  joining  at  mid-year  (after  July  1). 

1987  TMA  Dues  Exempt  Membership  Categories: 

Physicians  over  age  65,  if  retired  or  working  part-time  (less 
than  20  hours  per  week),  all  physicians  over  age  70,  and  those 
who  are  unable  to  practice  medicine  (disabled). 

Other  exempt  categories  of  members  are  Associate  (US 
Armed  Services/Public  Health  Service),  Honorary  (special 
membership — must  be  voted  by  the  Board  of  Trustees),  and 
Student  (Tennessee  medical  school  student). 

1987  AMA  Dues  Exempt  Membership  Categories: 

Physicians  with  financial  hardship  or  disability;  those  over 
age  70  and  fully  retired  (working  0 hours  per  week). 

All  physicians  who  were  previously  certified  as  exempt 
from  dues  under  former  AMA  categories  will  remain  exempt 
under  the  “grandfather  clause.” 
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All  membership  privileges  are  extended  the  dues 
exempt  membership  by  both  the  TMA  and  AMA,  with 
the  exception  of  the  AMA  publications.  Dues  exempt 
members  are  offered  a reduced  rate  for  these  publi- 
cations. Current  year  membership  cards  are  sent  by 
both  the  TMA  and  AMA  to  the  dues  exempt  mem- 
bership. 

Membership  in  the  TMA  is  contingent  upon  mem- 
bership in  the  local  medical  society.  Each  society  cer- 
tifies its  new  members  to  the  TMA.  The  TMA  cur- 
rently bills  on  behalf  of  45  local  medical  societies  across 
the  state;  the  remaining  six  societies  bill  their  mem- 
berships and  report  TMA  and  AMA  dues  to  the  TMA. 

Statistics 

The  TMA  has  4,956  dues  paying  members  and  839 
physicians  who  are  exempt  from  dues.  Over  one-half 
(56%)  of  the  TMA  members  are  board  certified  in  their 
specialty.  Figure  1 gives  the  number  of  physicians  in 
listed  specialties  as  indicated  by  the  Licensing  Board 
for  the  Healing  Arts  for  the  State  of  Tennessee,  or  by 
the  physician. 

Figure  2 provides  a study  in  age  distribution.  Phy- 
sicians in  the  35  to  44  age  group  comprise  30%  of  the 
TMA  membership,  compared  to  29%  in  1985,  and  the 
65  and  over  age  group  make  up  15%  of  the  member- 
ship, compared  with  14%  last  year.  The  number  of 
female  physicians  is  323,  down  from  326  in  1985. 

Our  statistics  on  the  medical  schools  attended  by 
the  TMA  membership  show  a decrease  in  the  number 
of  members  who  have  graduated  from  medical  schools 
in  Tennessee.  In  1983,  59%  of  the  TMA  membership 
graduated  from  a Tennessee  medical  school;  in  1984, 
58%;  in  1985,  57%;  and  for  1986  we  show  another  de- 
crease to  56%.  Our  current  records  show  that  we  have 
2,521  members  who  graduated  from  the  University  of 
Tennessee  Medical  Units,  651  from  Vanderbilt  Uni- 
versity School  of  Medicine,  62  from  Meharry  Medical 
College,  and  4 from  Quillen-Dishner  East  Tennessee 
State  University  College  of  Medicine.  Figure  3 lists  all 
of  the  medical  schools  in  the  United  States  and  Cana- 
da represented  in  the  TMA  membership. 
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FIGURE  1 

NUMBER  OF  TMA  MEMBERS  IN  LISTED  SPECIALTIES* 


Internal  Medicine 

767 

Neurological  Surgery 

88 

Hematology 

14 

Family  Practice 

564 

Dermatology 

78 

Pediatric  Surgery 

13 

General  Surgery 

502 

Plastic  Surgery 

69 

General  Preventive  Med 

11 

Obstetrics/Gynecology 

356 

Thoracic  Surgery 

59 

Colon  & Rectal  Surgery 

11 

Pediatrics 

312 

Neurology 

54 

Nuclear  Medicine 

8 

General  Practice 

288 

Gastroenterology 

52 

Physical  Med  & Rehab 

8 

Orthopedic  Surgery 

269 

Gynecology 

44 

Pediatric  Allergy 

7 

Anesthesiology 

265 

Pulmonary  Diseases 

41 

Otology 

7 

Radiology 

234 

Oncology 

34 

Pediatric  Cardiology 

6 

Ophthalmology 

223 

Occupational  Medicine 

30 

Diabetes 

5 

Psychiatry 

194 

Cardiovascular  Surgery 

30 

Neonatal-Perinatal  Med 

5 

Pathology 

194 

Public  Health 

27 

Endocrinology 

4 

Urology 

163 

Rheumatology 

19 

Aerospace  Medicine 

4 

Otorhinolaryngology 

123 

Child  Psychiatry 

19 

Child  Neurology 

4 

Cardiovascular  Diseases 

102 

Nephrology 

19 

Obstetrics 

3 

Diagnostic  Radiology 

99 

Therapeutic  Radiology 

16 

Geriatrics 

3 

Emergency  Medicine 

88 

Allergy/lmmunology 

15 

Other 

46 

‘Only  primary  specialties  listed  in  this  study. 
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FIGURE  3 

MEDICAL  SCHOOLS  IN  UNITED  STATES  AND  CANADA  REPRESENTED  IN  TMA  MEMBERSHIP 


University  of  Tennessee/TN  2,521 

Vanderbilt  University/TN  651 

Tulane  University/LA  98 

Loma  Linda  University/CA  87 

Emory  University/GA  80 

University  of  Virginia/VA  76 

University  of  Louisville/KY  76 

University  of  Arkansas/AR  73 

Duke  University/NC  69 

University  of  Mississippi/MS  67 

Medical  College  of  Georgia/GA  63 

Meharry  Medical  College/TN  62 

University  of  Alabama/AL  60 

Johns  Hopkins  University/MD  59 

Medical  College  of  Virginia/VA  53 

Harvard  Medical  School/MA  47 

University  of  Pennsylvania/PA  44 

Washington  University/MO  43 

Indiana  University/IN  42 

Bowman  Gray  School  of  Medicine/NC  41 

Medical  College  of  South  Carolina/SC  41 

Louisiana  State  University,  New  Or!eans/LA  40 

University  of  North  Carolina/NC  37 

Ohio  State  University/OH  32 

University  of  lllinois/IL  30 

Northwestern  University/IL  28 

Bayior  College  of  Medicine/TX  28 

University  of  Michigan/Ml  27 

Jefferson  Medical  College/PA  26 

University  of  Texas/TX  25 

George  Washington  University/DC  24 

Columbia  University/NY  23 

University  of  Kentucky/KY  23 

University  of  Cincinnati/OH  21 

St.  Louis  University/MO  21 

University  of  Kansas/KS  21 

Cornell  University/NY  20 

University  of  Oklahoma/OK  20 

Temple  University/PA  20 

Case  Western  Reserve  University/OH  19 

State  University  of  New  York,  Brooklyn/NY  18 

University  of  Flonda/FL  18 

University  of  Pittsburgh/PA  17 

Wayne  State  University/Ml  17 

Georgetown  University/DC  16 

New  York  University/NY  16 

University  of  Texas,  Southwestern/TX  16 

University  of  Maryland/MD  15 

University  of  Rochester/NY  1 5 

West  Virginia  University/WV  15 

University  of  Wisconsin/WI  15 

University  of  Miami/FL  14 

Medical  College  of  Wisconsin/WI  14 

University  of  lowa/IA  13 

Tufts  University/MA  13 

University  of  Nebraska/NE  13 

Hahnemann  Medical  College/PA  12 

Pritzker  School  of  Medicine/IL  12 


McGill  University/Canada  1 1 

University  of  Minnesota/MN  10 

New  York  Medical  College/NY  10 

Yale  University/CT  10 

University  of  Colorado/CO  9 

Howard  University/DC  9 

University  of  Missouri,  Columbia/MO  9 

State  University  of  New  York,  Buffalo/NY  9 

Boston  University/MA  8 

Loyola  University/IL  8 

University  of  Vermont/VT  8 

University  of  Ottawa/Canada  7 

Albany  Medical  College/NY  7 

University  of  South  Florida/FL  7 

Medical  College  of  Pennsylvania/PA  7 

University  of  California,  San  Francisco/CA  6 

Dalhousie  University/Canada  6 

University  of  Washington/WA  6 

University  of  South  Alabama/AL  6 

Creighton  University/NE  6 

State  University  of  New  York,  Syracuse/NY  6 

University  of  Western  Ontario/Canada  5 

Mayo  Medical  School/MN  5 

Mount  Sinai  School  of  Medicine/NY  5 

University  of  Texas,  San  Antonio/TX  5 

University  of  Southern  California/CA  5 

Chicago  Medical  College/IL  5 

Rush  Medical  College/IL  5 

University  of  Alberta/Canada  4 

Medical  College  of  Ohio/OH  4 

Pennsylvania  State  University/PA  4 

Southern  Illinois  Medical  School/IL  4 

Michigan  State  University/Ml  4 

University  of  Toronto/Canada  4 

East  Tennessee  State  University/TN  4 

Texas  Tech  University/TX  4 

University  of  California,  Los  Angeles/CA  3 

University  of  Oregon/OR  3 

University  of  New  Mexico/NM  3 

New  Jersey  Medical  School/NJ  3 

University  of  Texas,  Houston/TX  3 

University  of  Utah/UT  2 

Louisiana  State  University,  Shreveport/LA  2 

University  of  Manitoba/Canada  2 

University  of  Connecticut/CT  2 

Stanford  University/CA  2 

Memorial  University  of  Newfoundland/Canada  2 

University  of  California,  Irvine/CA  2 

McMaster  University/Canada  2 

University  of  Puerto  Rico/PR  2 

East  Virginia  Medical  School/VA  1 

Albert  Einstein  College/NY  1 

University  of  Arizona/AZ  1 

University  of  Calgary/Canada  1 

Laval  University/Canada  1 

University  of  Montreal/Canada  1 

University  of  North  Dakota/ND  1 

Foreign  Medical  Schools  421 
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Rocky  Mountain  Spotted  Fever  and 

Sensory  Neuropathy 

THOMAS  S.  AHERN,  M.D.;  MICHAEL  S.  GELFAND,  M.D.;  and 

BRYAN  P.  SIMMONS,  M.D. 


Howard  Taylor  Ricketts  published  his  treatise 
on  “Snake  River  Measles”  approximately  80  years 
ago,  providing  the  first  information  on  the  origin 
and  epidemiology  of  the  disease  we  recognize  as 
Rocky  Mountain  spotted  fever  (RMSF).1  Since 
that  time  an  enormous  wealth  of  information  has 
been  brought  forward  on  the  incidence,  epide- 
miology, clinical  manifestations,  diagnosis,  and 
treatment  of  RMSF. 

We  present  here  a patient  who  developed  a 
sensory  neuropathy  as  a sequelae  of  RMSF.  The 
neurologic  symptoms  in  the  acute  phase,  as  well 
as  long-term  personality  and  behavioral  disturb- 
ances, have  been  noted.2  4 We  believe  this  to  be 
the  first  association  of  peripheral  sensory  neu- 
ropathy with  RMSF. 

Case  Report 

A 38-year-old  man  was  admitted  to  a rural  community 
hospital  after  three  days  of  fever,  chills,  headaches,  sore 
throat,  nausea,  vomiting,  and  cough.  His  past  history  was  un- 
remarkable; he  denied  any  history  of  diabetes,  hepatitis,  ane- 
mia, tick  bite,  chronic  or  recurrent  abdominal  pain,  known 
exposure  to  lead,  arsenic,  heavy  metals,  or  organophos- 
phates.  The  patient  was  employed  as  a car  mechanic,  and  was 
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an  avid  raccoon  hunter.  He  drank  a small  amount  of  alcohol 
on  occasion,  but  denied  the  drinking  of  “moonshine.” 

On  initial  presentation,  the  patient  was  alert  and  oriented 
to  time,  place,  and  person.  His  temperature  was  40.3°  C,  blood 
pressure  110/70  mm  Hg,  and  pulse  100/min.  Examination  of 
the  oropharynx  revealed  mild  injection  without  exudate.  The 
remainder  of  the  examination  was  reported  to  be  unremark- 
able. The  white  blood  cell  (WBC)  count  was  9,600/cu  mm, 
with  32%  band  forms,  52%  segmented  neutrophils,  12% 
lymphocytes,  3%  monocytes,  and  1%  basophil.  The  patient 
was  begun  on  intravenous  penicillin  G and  gentamicin  ther- 
apy for  presumed  sepsis  of  undetermined  source. 

During  the  second  hospital  day,  the  patient  continued  to 
have  a hectic  temperature,  and  was  noted  to  be  more  lethar- 
gic. On  the  third  hospital  day  the  patient  developed  status 
epilepticus,  for  which  he  was  seen  in  consultation  by  one  of 
us  (TSA).  Examination  revealed  a petechial  rash  about  the 
thorax;  the  patient  was  obtunded,  but  cardiac  and  pulmonary 
examination  was  unremarkable. 

Laboratory  data  revealed  WBC  count  24,300/cu  mm,  with 
46%  band  forms,  34%  segmented  neutrophils,  and  20%  lym- 
phocytes, serum  sodium  125  mEq/L,  glucose  155  mg/dl,  cre- 
atinine 4.2  mg/dl,  urea  nitrogen  36  mg/dl,  serum  aspartate 
aminotransferase  (SGOT)  136  U/L,  and  platelet  count  62,000/ 
cu  mm.  The  prothrombin  time  and  partial  thromboplastin  time 
were  prolonged,  and  fibrin  degradation  products  were  great- 
er than  40  p-g/ml.  Leptospira  agglutination  test  was  negative, 
as  was  the  Monospot  test;  an  OX-19  titer  was  positive  at  1:40, 
and  an  RMSF  IgG  titer  performed  by  immunofluorescence 
was  also  positive  at  a 1:32  titer. 

The  patient  was  begun  on  intravenous  chloramphenicol, 
oxacillin  and  dilantin  therapy,  and  during  the  next  five  hos- 
pital days  he  became  more  alert,  and  his  serum  creatinine 
and  platelet  counts  returned  to  normal  values. 

During  this  period,  as  he  became  more  alert,  he  began  to 
describe  distal  extremity  paresthesias.  The  distribution  of  these 
dysesthesias  were  in  a stocking-glove  distribution,  and  were 
described  as  a constant  burning  pain,  most  prominent  in  the 
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lower  extremities  to  the  mid-calf,  and  both  hands.  Physical 
examination  revealed  impairment  of  tactile  sensation  in  the 
same  distribution.  There  was  no  apparent  motor  involve- 
ment. 

Convalescent  OX-19  titers  drawn  on  the  12th  hospital  day 
were  positive  at  a 1:800  titer,  and  an  RMSF  IgG  titer  of 
1:4,096.  On  follow-up  examinations,  the  dysesthesias  contin- 
ued for  six  weeks  and  had  disappeared  by  the  tenth  week. 

Discussion 

We  believe  this  to  be  the  first  association  of 
peripheral  neuropathy  and  RMSF.  The  diagnosis 
of  RMSF  was  confirmed  by  the  dramatic  rise  in 
the  convalescent  IgG  immunofluorescent  RMSF 
titer. 

This  patient  also  demonstrated  a plethora  of 
findings  commonly  seen  in  RMSF,  including 
thrombocytopenia,  multiple  coagulation  abnor- 
malities with  a DIC-like  picture,  azotemia,  ab- 
normal liver  enzymes  associated  with  an  elevated 
bilirubin,5  hyponatremia,6  and  a petechial  rash. 
Additionally,  the  neurologic  findings  were  espe- 
cially notable,  and  included  headache,  lethargy, 
stupor,  generalized  tonic-clonic  seizure,  and  a 
distal  symmetric  sensory  neuropathy  in  a stock- 
ing-glove distribution. 

The  evaluation  of  a patient  with  a peripheral 
neuropathy  continues  to  present  a challenge  for 
all  physicians.  In  at  least  one  highly  specialized 
center,  no  pathology  could  be  found  in  24%  of 
patients  with  a peripheral  neuropathy.7 

This  patient  demonstrated  classic  symptoms  of 
a peripheral  sensory  neuropathy,  and  had  no  prior 
history  to  suggest  a cause.  During  therapy  he  did 
receive  parenteral  chloramphenicol,  which  has 
been  shown  to  cause  optic  neuritis  and  periph- 
eral neuropathy,8  but  chloramphenicol-induced 
peripheral  neuropathy  has  been  seen  only  with 
extremely  large  cumulative  doses  ranging  from 
190  to  1,600  gm,  given  over  a prolonged  period. 
In  addition,  such  symptoms  began  to  appear  as 
early  as  42  days  to  as  late  as  22  months  after  the 
initiation  of  treatment.  Our  patient,  however, 
noted  symptoms  within  ten  days  of  his  beginning 
chloramphenicol  therapy,  and  he  received  a cu- 
mulative dose  of  only  39  gm. 

The  pathologic  lesion  in  RMSF  is  a vasculitis 
that  may  involve  multiple  organs,  including  the 
brain,  kidneys,  heart,  liver,  skin,  and  subcuta- 


neous tissue.9  Miller  and  Price,  reviewing  the 
records  of  60  patients  with  RMSF  who  were  ad- 
mitted to  the  University  of  Virginia  Hospital  be- 
tween 1956  and  1970, 3 found  that  two-thirds  of 
these  patients  suffered  generalized  neurologic 
complaints.  They  also  evaluated  the  autopsy 
findings  of  nine  patients  with  RMSF  who  died  at 
their  center  between  1947  and  1970.  Eight  were 
found  to  have  widespread  encephalomyelitis  and 
severe  vasculitis  appropriately  located  to  cause 
their  neurologic  complaints. 

Harrell10  noted  that  both  spotted  fever  and 
scrub  typhus  will  occasionally  involve  the  periph- 
eral nerves  in  the  pathologic  process.  In  his  re- 
view, he  notes  that  patients  with  scrub  typhus, 
typhus,  and  spotted  fever  have  complained  of 
deafness  that  persisted  for  weeks  or  months, 
thought  to  be  due  to  involvement  of  the  eighth 
cranial  nerve.  Lastly,  he  notes  that  some  patients 
with  scrub  typhus  developed  paresthesia,  numb- 
ness, and  weakness  in  peripheral  nerves,  which 
persisted  for  weeks,  but  finally  cleared. 

Summary 

The  patient  described  in  this  case  report  noted 
a symmetric  distal  sensory  neuropathy  during  the 
ten-week  period  after  an  acute  episode  of  RMSF. 
We  believe  that  this  was  a direct  sequela  of  his 
infection.  That  these  same  symptoms  have  been 
noted  in  patients  infected  with  another  rickettsial 
organism,  Rickettsia  orientalis,  lends  further  sup- 
port that  this  was  caused  by  RMSF.  Physicians 
managing  patients  with  RMSF  should  be  aware 
of  the  potential  for  central  and  peripheral  nerv- 
ous system  involvement.  r S 
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Evaluation  of  Positive  Hemoccult 
Test  Results  Obtained  in  a 
Community  Screening  Program 

CRAIG  R.  HEIM,  M.D.;  DAVID  F.  RHODES,  M.D.; 
M.  CANDICE  BURGER,  Ph.D.;  and  W.  ANDERSON  SPICKARD,  M.D. 


Colorectal  cancer  is  the  second  most  common 
internal  malignancy,  with  an  incidence  of  32.5  per 
100,000,  accounting  for  58,000  deaths  in  19831; 
there  has  been  no  significant  improvement  in 
survival  for  many  years.2  Prognosis  declines  with 
advancing  stage  at  diagnosis,  those  confined  to 
the  bowel  wall  (Dukes’  A lesions)  demonstrating 
a five-year  survival  of  84%  or  greater,  and  those 
with  widespread  metastatic  disease  (Dukes’  C2 
lesions)  only  0%  to  5%. 34  Screening  has  been 
recommended  in  order  to  identify  more  localized 
early-stage  lesions.5'7  Numerous  studies  have 
demonstrated  the  effectiveness  of  screening  of 
stool  for  occult  blood  in  the  detection  of  local- 
ized colorectal  cancer.811  However,  there  is  wide 
variation  between  physicians  as  to  what  further 
workup  customarily  is  done  when  an  individual 
is  identified  as  stool-guaiac-positive  in  screening 
studies.1214  We  report  here  the  results  of  a large 
community-based  stool  screening  program  using 
Hemoccult  testing  and  describe  the  variability  of 
subsequent  patient  evaluation  after  the  finding  of 
a positive  Hemoccult  test. 

Methods 

In  April  1983,  Vanderbilt  University  Medical 
Center  and  a local  television  station,  WTVF  in 
Nashville,  Tenn.,  conducted  an  educational/ 
screening  program  for  colorectal  cancer.  Each 
evening  for  ten  days  the  television  station’s  local 
news  program  included  a special  report  on  colo- 
rectal cancer,  described  the  screening  program, 
and  encouraged  viewers,  especially  those  age  40 
and  over,  to  participate.  Hemoccult  folders,  in- 
structions, and  information  cards  were  distribut- 
ed by  a chain  of  drug  stores  between  April  11 
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and  April  29.  Hemoccult-II  folders  (SmithKline 
Diagnostics),  with  two  windows  per  folder  and 
three  folders  per  participant,  were  utilized.  Indi- 
viduals were  instructed  to  follow  a red  meat-free, 
high  bulk  diet.  The  samples  were  mailed  to  Van- 
derbilt Medical  Center  where  they  were  proc- 
essed (without  rehydration)  within  24  hours  of 
being  received.  Folders  were  accepted  for  one 
month  after  initiation  of  the  project.  Individuals 
with  negative  results  were  so  informed  by  mail 
but  still  encouraged  to  see  a physician  if  symp- 
toms of  gastrointestinal  disease  were  present.  It 
was  emphasized  that  the  Hemoccult  is  not  a to- 
tally specific  test  for  colorectal  cancer.  Individu- 
als with  positive  results  received  a letter  strongly 
advising  them  to  see  a physician  for  evaluation. 
The  letter  included  a section  to  be  completed  by 
the  physician  and  mailed  to  Vanderbilt.  If  this 
physician-response  was  not  received  within  three 
weeks  by  the  project  coordinator  at  Vanderbilt, 
a reminder  letter  was  mailed  to  the  participant. 
After  a sufficient  interval  for  the  patient-physi- 
cian contact  and  subsequent  evaluation  to  have 
taken  place,  individuals  with  positive  tests  were 
contacted  by  phone  and  their  physicians  were 
contacted  by  letter  or  personal  interview  to  de- 
termine what  further  evaluation  had  been  done 
in  each  case. 

For  the  purposes  of  our  analysis,  we  defined  a 
“complete”  evaluation  of  a positive  Hemoccult 
as  consisting  of  at  least  a barium  enema  or  a co- 
lonoscopy; an  “incomplete”  evaluation  was  any 
evaluation  that  did  not  include  one  of  these. 

Results 

A total  of  65,170  of  the  Hemoccult-II  folders 
were  distributed  by  the  drug  stores,  and  27,505 
individuals  (42%)  returned  the  folders  for  proc- 
essing; 204  individuals  (0.74%)  had  a positive  test. 
The  age,  sex  and  follow-up  outcomes  of  the  per- 
sons with  positive  Hemoccults  are  presented  in 
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Table  1.  Of  the  169  with  a positive  Hemoccult 
test  who  saw  a physician,  66  (39%)  received  a 
repeat  Hemoccult  test,  75  (44.4%)  had  sigmoid- 
oscopy, 87  (51.5%)  barium  enema,  29  (17.2%) 
colonoscopy,  and  31  (18.3%)  an  upper  gastroin- 
testinal series. 

Table  2 lists  the  diagnoses  arrived  at  in  those 
169  patients  who  underwent  some  evaluation  by 
a physician.  Of  102  who  had  colonoscopy  and/or 
barium  enema,  30  (29.4%)  had  colorectal  carci- 
noma and/or  an  adenomatous  polyp.  Nine  per- 
sons ranging  in  age  from  62  to  73  had  colorectal 
cancer.  It  is  of  note  that  one  patient  with  cancer 
had  only  1 of  6 stool  samples  positive  for  blood 
and  two  had  2 of  6 samples  positive.  The  stages 
of  the  cancers  detected  were  two  Dukes’  A,  three 
Dukes’  B,  two  Dukes’  C,  and  two  unknown.  Five 
of  the  nine  patients  with  cancer  had  been  taking 
a nonsteroidal  anti-inflammatory  drug  at  the  time 
of  stool  testing. 

Table  3 illustrates  the  results  of  the  survey  by 
age  group  (over  or  under  50),  the  extent  of  fur- 
ther investigation  by  the  physician,  and  the  com- 
parative diagnostic  results.  We  were  particularly 
interested  in  the  evaluation  and  diagnoses  of  the 
127  individuals  50  and  older,  since  current 
American  Cancer  Society  recommendations  call 
for  yearly  occult  blood  screening  in  this  group 
and  thorough  evaluation  of  those  with  positive 
results.15  Of  those  127,  five  refused  to  see  a phy- 
sician and  follow-up  information  was  unobtaina- 
ble in  22.  Of  the  100  who  saw  their  doctor  and 
for  whom  information  was  available  about  their 
testing,  37  did  not  have  visualization  of  the  en- 


TABLE 1 

POSITIVE  HEMOCCULT  TEST  RESULTS 


Total  Number 

204 

Age  Under  30 

11  (5.4%) 

30-39 

27  (13.2%) 

40-49 

34  (16.6%) 

50-59 

39  (19.0%) 

60-69 

47  (23.0%) 

70  and  over 

41  (20.0%) 

Unknown 

5 (2.5%) 

Males 

88  (43.0%) 

Females 

114  (56.0%) 

Saw  physician  for  evaluation 
Phone  contact  only,  would  not 

169  (83.0%) 

see  physician 

16  (7.8%) 

No  response 

19  (9.3%) 
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tire  colon  by  barium  enema  or  colonoscopy.  Di- 
agnoses in  these  37  included  no  diagnosis  (17), 
hemorrhoids  (7),  fissure  or  perianal  irritation  (4), 
adenomatous  polyps  (3),  and  known  peptic  ulcer 
(2).  Two  cancers  were  diagnosed  in  this  group, 
both  by  sigmoidoscopy.  Other  single  diagnoses 
included  known  hiatal  hernia,  epistaxis,  and  di- 
verticulosis. 

In  the  63  subjects  age  50  or  over  having  at 
least  a barium  enema  or  colonoscopy,  diagnoses 
included  no  diagnosis  (18),  diverticulosis  (21), 
adenomatous  polyps  (19),  colorectal  cancer  (6), 
hemorrhoids  (8),  hiatal  hernia  (6),  and  active 
peptic  ulcer  disease  (2).  Many  had  more  than  one 
diagnosis,  all  of  which  have  been  included  in  the 
analysis. 

Thus,  in  those  50  or  older  with  occult  blood  in 
the  stool,  investigation  less  extensive  than  visual- 
ization of  the  entire  colon  resulted  in  diagnosis  of 
colorectal  neoplasia  (adenomatous  polyp  or  can- 
cer) in  13.5%,  and  no  diagnosis  was  made  in 
46%.  In  contrast,  when  the  entire  colon  was  vis- 
ualized in  this  group,  colorectal  neoplasia  was  di- 
agnosed in  39.7%  and  no  diagnosis  was  made  in 
only  28.6%. 

Discussion 

Stool  testing  for  occult  blood  has  been  utilized 
in  a number  of  mass  population  screening  ef- 
forts, with  the  prevalence  of  positive  tests  for  oc- 
cult blood  being  2%  to  6%  and  the  prevalence 
of  colorectal  cancer  being  approximately  2 per 
1,000  in  populations  40  or  older.16  We  cannot  ac- 
count for  our  low  percentage  of  positive  tests  in 
this  study.  Our  protocol  did  not  differ  from  those 
community  studies  previously  described.  Dietary 
and  medication  instructions  were  provided, 
trained  laboratory  technicians  were  used  to  de- 
velop the  Hemoccult  folders,  and  all  folders  were 
processed  within  24  hours  of  being  received. 


TABLE  2 

DIAGNOSIS  ESTABLISHED  IN  169 
GUAI AC-POSITIVE  PATIENTS  EVALUATED* 


Colorectal  cancer 

9 (5.3%) 

Adenomatous  polyps 

26  (15.4%) 

Hemorrhoids 

30  (17.7%) 

Diverticulosis 

30  (17.7%) 

Peptic  ulcer 

8 

Hiatus  hernia 

7 

Gastritis 

4 

Other 

10 

No  diagnosis  made 

67  (39.6%) 

'Some  patients  had  more  than  one  diagnosis. 
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As  would  be  expected,  the  majority  of  colon 
cancers  detected  in  such  screening  efforts  are  less 
advanced  (Dukes’  A or  B)  than  those  which  are 
detected  as  a result  of  symptoms.16  Problems  in- 
herent in  the  use  of  the  Hemoccult  slide  tech- 
nique for  screening  include  a false-positive  rate 
of  up  to  10%  due  to  hemoglobin  in  ingested  meat 
and  high  peroxidase  activity  of  other  dietary  con- 
stituents,716 a higher  than  generally  appreciated 
false-negative  rate,  48%  and  31%  in  two  stud- 
ies,1718 and  a low  predictive  value  of  a positive 
test  when  screening  only  for  colorectal  cancer.19 
Frank20'22  has  recently  reviewed  the  subject  in  de- 
tail, concluding  Hemoccult  screening  as  a routine 
health  maintenance  maneuver  cannot  be  justified 
for  any  age  group. 

Another  potentially  more  remediable  problem 
that  has  not  yet  been  carefully  addressed  is  vari- 
able physician  response  to  the  problem  of  an 
asymptomatic  patient  presenting  because  of  a 
positive  stool  occult  blood  test.  In  one  of  the  ear- 
liest published  reports  of  mass  screening,  the  au- 
thor noted  that  of  121  Hemoccult-positive  partic- 
ipants for  which  follow-up  information  was 
available,  only  51  had  received  a “complete”  ex- 
amination defined  as  a physical  examination,  sig- 
moidoscopy, and  barium  enema.  Of  those  over 
age  40,  only  41  of  89  had  been  completely  ex- 
amined.12 Similar  observations  have  been  noted 
by  others.14-23  Of  3,822  participants  in  a mass 
screening  effort  in  Erie  County,  N.Y.,  107  had 


positive  Hemoccults  and  were  referred  to  a phy- 
sician. Results  were  available  on  90,  of  whom 
50%  had  barium  enema,  31%  repeat  Hemoc- 
cults, 43%  digital  examinations,  33%  sigmoidos- 
copies, and  17%  colonoscopies.24  Even  when  a 
fixed  protocol  for  evaluating  those  with  a posi- 
tive Hemoccult  had  been  established  within  a 
multispecialty  group,  in  only  48%  of  evaluations 
was  this  actually  followed  completely,  and  phy- 
sicians failed  to  order  an  indicated  test  69%  of 
the  time.25 

Physician  practice  in  our  experience  was  simi- 
lar. No  specific  guidelines  for  evaluating  patients 
with  a positive  Hemoccult  were  provided  as  part 
of  the  study,  but  these  have  been  outlined  in  the 
medical  literature.7-15  Of  169  who  saw  a physi- 
cian, 102  (60%)  had  a complete  examination  of 
their  colon  by  either  barium  enema  or  colonos- 
copy. In  the  group  aged  50  or  over,  63%  had 
colonoscopy  and/or  barium  enema  with  the  re- 
sulting probability  of  establishing  a diagnosis 
being  substantially  increased. 

There  are  several  possible  reasons  why  physi- 
cians might  not  perform  a complete  examination 
of  the  colon  to  evaluate  a person  with  guaiac- 
positive  stool.  In  our  project,  as  in  other  similar 
studies,  the  test  was  not  undertaken  and  docu- 
mented by  the  primary  physician,  and  may  have 
been  regarded  by  him  with  skepticism.  This 
skepticism  may  have  been  reinforced  by  conflict- 
ing statements  in  the  literature  concerning  the 


TABLE  3 

EFFECT  OF  EVALUATION  ON  DETECTION  OF  COLORECTAL  NEOPLASM* 


Age  <50 


Age  3=50 


Number  with  positive  test 


Consulted  physician  and 
follow-up  available 


Evaluation* 


Colon  polyps  and  cancer 


72 


53  (73%) 


Incomplete 


20  33 

0 3 (9%) 


127 


37 

5 (13%) 


63 

25  (29%) 


(3  Polyps) 


(3  Polyps)  (19  Polyps) 

(2  Cancers)  (6  Cancers) 


’Incomplete  Evaluation  = Less  than  barium  enema  or  colonoscopy. 
Complete  Evaluation  = Barium  enema  and/or  colonscopy. 
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reliability  of  positive  stool  guaiac  tests.7  22  Some 
physicians  may  think  it  correct  to  disregard  re- 
sults, assuming  red  meat  had  not  been  scrupu- 
lously avoided  or  because  the  patient  had  in- 
gested aspirin.  It  should  be  noted  that  even  up 
to  1,300  mg  of  aspirin  per  day  may  not  cause  a 
positive  Hemoccult.26 

Another  source  of  serious  clinical  error  may 
be  the  conclusion  by  some  physicians  that  a pre- 
viously known  or  common  condition  such  as  hia- 
tal hernia  or  diverticulosis,  or  one  easily  detect- 
ed, such  as  hemorrhoids  or  anal  fissure,  could  be 
regarded  as  sufficient  cause  for  the  positive  test. 
The  hazards  of  such  complacency  are  well 
known.2728  Finally,  clinical  information  or  test 
results  known  by  the  primary  physician  but  un- 
available to  us  at  follow-up  may  have  influenced 
their  behavior  and  thus  biased  our  results. 

We  cannot  comment  about  patient  factors  that 
may  also  have  influenced  a physician’s  decision 
as  to  the  extent  of  their  investigation  of  a posi- 
tive Hemoccult.  Patients  may  have  refused  a rec- 
ommended test,  or  their  general  health  status  may 
have  precluded  a potentially  hazardous  proce- 
dure, but  our  follow-up  interviews  with  patients 
and  physicians  as  well  as  a review  of  patient  rec- 
ords suggested  these  were  unusual  occurrences. 
Of  the  169  who  saw  a physician  and  for  whom 
follow-up  information  was  available,  only  three 
had  refused  a test  recommended  by  a physician. 

As  had  been  previously  noted,12-24  we  ob- 
served that  physicians  tended  to  prefer  barium 
enema  to  colonoscopy  in  evaluating  occult  gas- 
trointestinal bleeding.  This  practice  is  not  in  ac- 
cord with  the  results  of  two  prospective  trials  of 
Hemoccult  screening  for  colorectal  cancer,29-30 
which  have  documented  the  superiority  of  colon- 
oscopy to  barium  enema  in  detecting  colon  can- 
cer and  polyps.  At  the  Carle  Clinic  in  Illinois, 
the  chances  of  finding  a neoplasm  were  tripled 
(3.2)  when  a barium  enema  was  added  to  sig- 
moidoscopy, and  quadrupled  again  (4.1)  when 
colonoscopy  was  added  to  a barium  enema.25  At 
Hines  V.A.  Hospital,  barium  enema  missed  2 of 
5 malignant  polyps,  2 of  3 cancers  and  31  of  39 
polyps  larger  than  5 mm  in  size  diagnosed  by  co- 
lonoscopy in  an  initial  group  of  76  patients  eval- 
uated because  of  a positive  stool  Hemoccult  test.31 

In  conclusion,  while  the  merits  of  Hemoccult 
screening  for  colorectal  cancer  are  still  being  de- 
bated, the  necessity  of  thoroughly  evaluating  a 
positive  test  is  suggested  by  our  results.  Provided 
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there  is  no  clinical  contraindication,  it  is  our 
practice  to  immediately  refer  for  colonoscopy 
those  patients  50  and  older  having  a positive  stool 
test  for  occult  blood.  Physicians  are  urged  to  rec- 
ommend colonoscopy  more  frequently  in  the 
evaluation  of  the  patient  with  occult  blood  in  the 
stool.  r y 
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For  me,  this  evening  is  the  culmination  of  years 
of  travel  along  the  paths  of  medicine.  I have  come 
to  appreciate  as  never  before  this  greatest  of 
professions  in  which  we  serve,  and  I have  learned 
that  we  have  an  opportunity  to  leave  an  even  far 
greater  legacy  of  service  than  the  one  we  have 
inherited.  I say  that  because  as  a profession  in 
today’s  climate,  ours  is  to  remember  that  it  is 
people  we  serve.  And  our  legacy  to  the  people 
can  be  the  kind  of  medicine  that  assures  them  of 
better  health  and  longer  life  for  their  todays  and 
for  their  tomorrows  as  well. 

I think  that’s  extremely  important  to  remem- 
ber in  our  complex  and  often  impersonal  world. 
For  example,  we  tend  to  label  people.  Under 
private  and  public  health  insurance  programs, 
people  become  “beneficiaries”  or  consumers. 
Legislators  refer  to  people  as  “constituents,”  as 
“voters,”  or  as  the  “recipients”  of  benefits  under 
various  government  programs.  Taken  together, 
the  people  become  a “population,”  “society,”  or 
the  “public-at-large.”  If  people  can  be  reduced 
to  these  impersonal  terms,  it  becomes  easier  to 
reduce  the  funding  of  social  and  health  pro- 
grams. In  fact,  this  kind  of  labeling  is  a major 
contributor  to  many  of  the  problems  and  chal- 
lenges now  facing  our  profession.  This  House 
knows  full  well  what  they  are. 

We’ve  seen  successive  reductions  in  monies 
earmarked  for  health  programs  such  as  Medicare 
and  Medicaid.  We  have  diagnosis  related  groups 
(DRGs),  prospective  pricing,  and  “managed 
care”  in  the  private  as  well  as  the  public  sectors. 
It  is  not  news  to  any  of  us  that  the  marketplace 
for  the  financing  and  delivery  of  medical  and 
health  services  has  become  highly  competitive, 
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and  over  these  and  all  the  other  changes  taking 
place,  there  is  a pronounced  and  troubling  shift 
of  national  attention  away  from  the  quality  and 
availability  of  care  to  its  cost.  This  House  also 
knows  and  continues  to  wrestle  with  the  attend- 
ant challenges  this  shift  poses  for  our  profession. 
We  work  to  provide  our  patients  with  the  care 
they  really  need  in  more  cost-effective  and  effi- 
cient ways. 

We  propose  continuing  support  for  the  ade- 
quate funding  of  undergraduate  and  graduate 
medical  education  so  that  it  will  not  be  limited 
to  the  wealthy,  so  that  medical  graduates  are 
guaranteed  the  opportunity  for  residency  train- 
ing to  produce  the  skilled  physicians  our  patients 
deserve,  and  so  that  teaching  hospitals  will  be 
reimbursed  for  the  extra  overhead  costs  of  train- 
ing such  physicians. 

We  act  to  help  hospitals  survive  under  pro- 
spective pricing  and  professional  review  organi- 
zations (PROs)  because  we  can’t  get  along  with- 
out one  another,  now  or  in  the  future.  We  cannot 
preserve  our  high  standards  or  freedom  of  choice 
for  our  patients  or  freedom  to  practice  in  a 
professional  environment  without  mutual  respect 
and  continuing  cooperation  in  the  face  of  pow- 
erful outside  forces,  forces  that  are  much  more 
interested  in  payment  mechanisms  than  in  quali- 
ty care. 

We  strive  to  help  physicians  in  whatever  mode 
of  practice  to  survive  in  the  competitive  environ- 
ment. We  must  change  the  thinking  of  a litigious 
society  in  which  financial  compensation  is  ex- 
pected for  any  hurt  or  injury  or  imperfect  result, 
physical  or  emotional,  real  or  imagined. 

There  are  those  who  tell  the  public  that  we  en- 
gage in  a brotherhood  of  silence.  If  we  are  to 
prove  that  this  is  not  true,  we  must  become  even 
more  committed  to  taking  forceful  action  against 
physicians  who  are  “sore  spots”  in  our  profes- 
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sion— the  incompetent,  the  arrogant,  the  fraud- 
ulent, the  impaired,  the  greedy.  And,  we  have 
taken  a major  step  at  this  meeting. 

Your  Board  of  Trustees  recommends  that  the 
AM  A take  on  a new  initiative,  to  go  forward  im- 
mediately. It  calls  on  physicians  to  renew  their 
commitment  to  report  professional  misconduct. 
It  directs  the  AMA  to  expand  and  improve  its 
databank  so  that  credentials  and  practice  histo- 
ries can  be  verified  more  quickly  and  effectively. 
This  initiative  will  close  two  gaps  in  the  system. 
Imposters  or  dishonest  physicians  will  be  ex- 
posed. Medical  staffs  will  be  aware  of  any  past 
disciplinary  action  against  an  applicant  who  moves 
from  one  state  to  the  next.  This  is  medicine  tak- 
ing charge,  cleaning  its  house,  being  effective. 

In  the  coming  year  I will  ask  all  physicians  to 
help  me  carry  this  flag.  We  have  to  meet  all  of 
the  challenges  confronting  us,  and  they  can 
sometimes  seem  overwhelming. 

But  I believe  we  can  be  confident  of  the  future. 

More  and  more  physicians  are  coming  to  under- 
stand that  it’s  very  important  to  participate  in 
membership  at  every  level  of  our  federation,  to 
provide  the  unity  and  strength  our  profession 
must  have  to  shape  a beneficial  future  for  medi- 
cine and  the  people  we  serve.  We  can  be  reas- 
sured by  the  fact  that  the  number  of  states  with 
unified  federation  membership  has  increased  from 
two  to  five  and  membership  in  general  is  increas- 
ing. 

We  also  can  count  on  more  public  support. 
AMA  opinion  surveys  reveal  that  while  most 
Americans  recognize  the  rising  cost  of  medical 
care  as  a problem,  they  are  more  concerned  that 
government  pay  for  the  care  of  those  Americans 
most  in  need.  In  fact,  those  answering  the  sur- 
veys believe  this  should  be  our  number  one  so- 
cial priority.  And  that  is  good  news  because  the 
future  of  medicine  in  this  country  will  depend  on 
what  our  profession  does  on  behalf  of  people — 
our  patients. 

Our  concerns  must  be  social  and  economic  as 
well  as  clinical.  Another  physician  who  has  stood 
in  this  place  to  accept  this  same  honor  has  al- 
ready told  us  the  time  has  come  for  us  to  say, 
“enough  is  enough.”  We  must  leave  no  doubt 
that  our  profession  will  permit  no  undue  com- 
promises in  the  quality  and  availability  of  care 
for  our  patients,  their  freedom  of  choice  or  the 
independence  of  physicians  to  practice  medicine 
the  best  way  we  know  how,  without  giving  up 
medical  decision-making  to  distant  players. 
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As  I stand  here,  let  me  pledge  that  a major 

part  of  my  personal  effort  during  my  presidential 
year  will  be  devoted  to  assuring  that  this  Asso- 
ciation maintains  its  rightful  position  as  a leader 
in  making  this  nation’s  health  policy.  The  public 
expects  it  of  us;  they  tell  us  in  our  survey  work. 
The  membership  expects  it  of  us;  leadership  is 
the  major  reason  physicians  join  organized  med- 
icine. Therefore,  I can  think  of  no  better  work 
for  me  than  to  wholeheartedly  support  the  Health 
Policy  Agenda  for  the  American  People.  That 
report  will  be  available  early  next  year.  Between 
now  and  then  I hope  to  make  you  as  committed 
to  its  implementation  as  I am. 

Our  commitment  will  give  a clear  signal  to  the 
public  that  we  do  care  about  them.  This  is  true 
awareness — true  advocacy.  And  while  we  are  at 
it,  clinically,  we  must  be  careful  not  to  build  a 
gulf  between  ourselves  and  our  patients.  It  is  true 
that  to  practice  medicine  properly,  we  have  to 
maintain  a degree  of  clinical  detachment,  but 
clinical  detachment  cannot  turn  into  isolation 
from  our  patients.  They  expect  us  to  treat  them 
as  people,  with  courtesy,  dignity  and  compas- 
sion. They  are  our  equals  no  matter  what  their 
status  in  society.  They  have  a right  to  be  fully 
informed  of  our  diagnoses,  treatment  regimens, 
possible  side  effects,  reasonable  expectations,  and 
the  probable  costs  involved.  I believe  that  sin- 
cere and  honest  communications  with  our  pa- 
tients, as  people,  can  help  foster  a new  climate 
of  reasonable  expectations,  can  lessen  misunder- 
standings, and  remove  needless  doubts  and  fears. 
The  physician-patient  relationship  must  be  a two- 
way  street  with  patients  as  partners — even  al- 
lies— in  seeking  a successful  course  of  treatment. 
I also  believe  a lack  of  this  kind  of  communica- 
tion is  the  root  cause  of  many  of  the  problems 
that  confront  us. 

Let  us  review  a little  history.  The  past  few  dec- 
ades have  brought  undreamed  of  medical  ad- 
vances, advances  of  immense  benefit  to  our  pa- 
tients in  restoring  health  and  preserving  life. 
Ironically,  however,  such  advances  also  have 
contributed  to  the  kind  of  clinical  isolation  I’m 
talking  about.  Patients  may  fully  understand  the 
need  to  be  hooked  up  to  intensive  care  IVs, 
monitors,  tubes,  wires  and  the  rest  of  it.  But  this 
technology  is  very  new,  and  to  the  people  who 
visit  the  people  who  are  hooked  up,  the  care  it- 
self can  seem  cold  and  imcaring. 

Then,  too,  the  delivery  of  care  has  changed, 
especially  in  the  hospital  where  it  has  become  a 
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team  rather  than  an  individual  effort  with  many 
allied  health  professionals  coming  and  going  in 
various  aspects  of  diagnosis  and  treatment,  so  the 
care  can  seem  disjointed.  Specialization,  for  all 
of  its  benefits,  also  creates  a tendency  to  think  in 
terms  of  the  “case”  rather  than  the  patient.  The 
hospital  itself  with  its  array  of  technological 
hardware  and  personnel  can  be  complex,  confus- 
ing and  frustrating,  even  to  those  of  us  who  prac- 
tice there. 

It  has  become  familiar  to  hear  that  health  care 

is  an  “industry,”  and  considerable  attention  is 
centered  on  “corporate  medicine.”  Which  brings 
me  to  the  heart  of  the  message  I want  to  leave 
with  you  this  evening,  a message  I’ll  be  deliver- 
ing at  every  opportunity  during  my  presidential 
year.  While  dealing  with  abstractions  related  to 
the  financing  and  delivery  of  care,  we  must  not 
let  the  bottom  lines  and  the  balance  sheets  take 
precedence  over  the  quality  and  availability  of 
that  care.  And  along  the  way,  we  must  never  let 
medical  ethics  and  our  own  professionalism  be- 
come abstractions.  Because  they’re  not.  They’re 
something  each  of  us  has  to  keep  alive  and  well 
in  our  hearts  and  minds.  We  have  to  think  of 
professionalism  and  all  it  entails  in  human,  not 
abstract  terms.  Ethical  guidelines  on  agonizing 
questions  surrounding  issues  such  as  whether  or 
not  to  take  a patient  off  artificial  life  support, 
including  nutrition  and  hydration,  can  be  created 
by  our  Council  on  Ethical  and  Judicial  Affairs. 
But  in  each  instance,  the  questions  have  to  be 
resolved  by  the  people  immediately  involved  with 
emphasis  on  human  interactions  between  pa- 
tients and  their  families  and  their  physicians  and 
other  advisers. 

Professionally,  as  well  as  personally,  we  have 
to  think  of  people  in  terms  of  the  individual  rath- 
er than  the  mass,  because  people  are  as  humanly 
variable  as  the  health  problems  they  bring  to  us. 


They  won’t  always  fit  within  the  cold  and  calcu- 
lated confines  of  DRGs,  prospective  pricing, 
PROs  or  any  other  cookbook  recipe.  A Medi- 
care patient  prematurely  discharged  from  the 
hospital  is  a real  person,  an  older  man  or  woman 
who  may  be  hurting  and  in  need  of  our  help. 
Certainly  they  are  not  abstractions  and  it’s 
squarely  up  to  us  to  do  everything  we  can  to  see 
that  they  receive  help,  even  if  it  requires  sacrifice 
on  our  own  part,  even  if  it’s  a financial  sacrifice. 
Medical  ethics  and  professionalism  are  frequent- 
ly referred  to  in  terms  of  our  “obligations”  to 
our  patients.  It  seems  to  me  this  may  not  be  ap- 
propriate, because  the  word  “obligation”  implies 
doing  something  we’re  compelled  to  do. 

Emphasizing  our  “responsibilities”  to  our  pa- 
tients might  be  a much  better  choice,  not  as 
something  we  have  to  fulfill,  but  as  something  we 
want  to  fulfill.  We  treat  people,  not  consumers, 
not  beneficiaries,  not  recipients,  not  constituents 
or  voters,  or  some  other  abstraction.  Whatever 
changes  are  made  in  the  financing  and  delivery 
of  care,  and  whatever  we  do  as  a profession,  let’s 
never  forget  that  people — men,  women  and  chil- 
dren— of  whatever  race,  creed,  color  or  financial 
circumstance,  are  the  be-all  and  end-all  of  what 
we  provide  and  they  receive. 

Singer  Barbra  Streisand  had  a hit  song  several 

years  ago.  It  included  a lyric  that  said,  “people 
who  need  people  are  the  luckiest  people  in  the 
world.”  If  that’s  true,  and  I’m  sure  you’ll  agree 
that  it  is,  then  we’re  privileged  to  be  part  of  the 
luckiest  as  well  as  the  greatest  profession  in  the 
world.  That,  too,  is  part  of  the  message  I intend 
to  impart  to  everyone  who  will  listen.  And  if 
anything  is  said  about  me  at  the  end  of  my  pres- 
idential year,  I hope  it  will  be,  “John  Coury  did 
his  best.”  I hereby  promise  this  House,  the 
membership  and  our  larger  profession,  that  I will 
do  my  best.  r ^ 
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Special  Communication 


Gate  Keepers  Need  Love,  Too 

HAMEL  B.  EASON,  M.D. 


The  other  night  I was  watching  the  Memphis 
State  football  team  getting  racked  up  by,  of  all 
things,  Arkansas  State.  Our  offensive  line  was 
really  letting  them  take  the  line  of  scrimmage. 
Those  big  linemen  were  letting  them  get  to  our 
Specialists — the  runner,  the  quarterback,  and  our 
screen  pass  receiver.  The  crowd  was  really  get- 
ting onto  our  offensive  line,  and  as  I joined  in 
with  a few  choice  yells  I thought,  “Boy!  These 
guys  aren’t  getting  any  respect  out  of  this  crowd.” 
Well,  it  sorta  reminded  me  of  the  way  folks  are 
getting  after  the  “gate  keeper”  these  days.  Al- 
most no  love  at  all. 

One  way  to  deal  with  a problem  is  to  change 
its  name.  Taxonomists  seem  to  be  doing  a lot  of 
that  lately  with  bacteria.  The  American  Society 
of  Internal  Medicine  recently  decided  to  use  the 
term  “patient  care  manager”  instead  of  gate 
keeper.  I hope  the  patient  care  manager  will  em- 
body all  the  good  things  in  the  gate  keeper  con- 
cept; whenever  there  is  something  bad  we  can 
call  it  a gate  keeper. 

Pressure  to  reduce  medical  care  costs  has 
caused  business,  government,  and  insurance  en- 
tities to  try  various  modes  of  utilization  review, 
and  alternate  delivery  and  all  sorts  of  other 
schemes.  We  can  all  point  to  the  good  and  the 
bad  in  them.  If  a needed  consultation  is  a second 
opinion,  it’s  good;  when  we  have  to  scamper 
around  and  get  another  surgeon,  delaying  ob- 
viously needed  surgery,  it’s  bad.  When  it’s  fo- 
cused on  an  area  of  practice  where  there  is  evi- 
dence of  utilization,  or  uncertainty  of  medical 
opinion  (like  temporomandibular  pain  and  sur- 
gery), then  a second  opinion  can  be  an  effective 
medical-surgical-cost-containing  mechanism.  It’s 
the  way  the  law  is  written  and  applied  that  makes 
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it  work.  I strongly  believe  that  only  physicians 
can  do  this,  and  I have  seen  concerted  physician 
activity  of  this  type  work  well  for  a physician- 
friendly  IP  A. 

What  then  is  bad  in  the  gate  keeper  concept? 
Having  nonphysicians  as  gate  keepers  is  bad;  no 
nurse  or  allied  health  worker  should  ever  work 
independent  of  a closely  supervising,  in-office, 
closeby  physician  (this  is  long-standing  TMA 
policy,  and  I honestly  can’t  see  how  it  could  be 
otherwise).  Loss  of  freedom  of  choice  is  a dis- 
advantage. If  the  gate  keeper  is  skilled,  and 
manages  with  continuity  the  patient’s  travel 
through  the  often  difficult  medical  maze,  that  may 
offset  the  loss  of  choice.  The  wise  gate  keeper 
tries  to  meet  the  patient’s  expectation  whenever 
possible,  and  whenever  he  must  say  “No,”  he 
takes  time  to  tell  his  patient  why.  The  patient 
must  have  selected  the  gate  keeper  with  a choice 
close  to  free  and  must  have  the  option  to  change 
should  dissatisfaction  evolve.  I believe  this  loss 
of  free  choice  can  be  the  basis  of  better  care,  and 
the  cost  benefit  comes  when  the  patient  avoids 
unnecessary  wandering  about  in  the  medical  care 
system  while  getting  worse  in  his  illness. 

A gate  keeper  function  is  an  administrative 
burden.  To  tell  the  patient  “No”  is  time-consum- 
ing if  done  properly.  To  refer  the  patient  re- 
quires some  paperwork.  It  can  be  onerous.  The 
physician  group  establishing  a gate  keeper  pro- 
gram must  streamline  the  process  effectively;  re- 
ferral with  proper  follow-up  must  be  allowed 
without  undue  restraint.  The  gate  keeper  and  the 
specialist  consultant  cannot  put  up  with  too  much 
tampering.  The  gate  keeper  must  be  paid  for  his 
extra  work;  I have  not  seen  this  done  as  yet.  Per- 
haps a cadre  of  good  patients  will  be  his  reward, 
along  with  prompt,  fair,  fee  for  service  reim- 
bursement. Maybe  the  reward  will  be  mone- 
tary— perhaps  a percentage  of  his  office  visit  fee 
for  this  additional  cognitive  function  imposed  by 
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the  new  utilization  system.  It  must  evolve. 

Medical  liability  and  potential  underutilization 
are  big  threats  to  the  gate  keeper  concept.  If  the 
financial  incentives  are  too  great,  as  they  are  with 
many  capitation  plans,  some  gate  keepers  will 
cave  in  to  these  types  of  reward,  and  quality  will 
suffer  and  liability  increase.  A physician-based 
and  controlled  alternate  delivery  plan  will  wisely 
avoid  this  trap;  the  dumb  plans  will  fall  in.  As 
we  review  contracts  this  should  stand  out:  Do  not 
sign  with  anyone  whose  ethics  reward  the  with- 
holding of  needed  care! 

Specialists  often  will  say,  “The  gate  keeper 
fools  around  with  the  patient  in  areas  he’s  not 
familiar  with,  and  it  costs  more  and  delays  spe- 
cialist care.”  This  is  a real  problem.  A good  phy- 
sician-friendly or  physician-controlled  IPA  will 
have  a utilization  committee  to  screen,  review, 
educate,  and  recommend  renewal  or  nonrenewal 
of  contract  at  year’s  end.  The  credential  process 
and  annual  contract  renewal  must  establish  not 


only  the  medical  competency  but  also  the  cost 
competency  of  the  IPA  member.  I know  some 
very  good  physicians  who  are  just  not  cost  com- 
petent— they  get  the  job  done,  but  with  exces- 
sive ancillary  services  instead  of  a good  history 
and  physical  examination  and  treatment/diagnos- 
tic plan  in  close  cooperation  and  trust  with  his 
patient. 

If  a lot  of  this  sounds  like  the  way  we  used  to 
do  it,  you  have  broken  my  code — I want  to  prac- 
tice as  nearly  like  the  before-alternate-delivery 
days  as  I can.  The  real  hooker  is:  can  we  band 
together,  keep  out  the  poor  and  the  good  but  not 
cost  effective  physicians,  preserve  good  practice 
with  minimal  interference,  and  still  compete  with 
all  the  other  less  desirable  alternate  delivery 
plans? 

I believe  we  can,  but  we  will  have  to  hunker 
down  and  work  hard,  and  I believe  it  will  require 
the  gate  keeper  (patient  care  manager)  concept 
in  some  form.  r y 


HOLTER  MONITOR  SCANNING  SERVICE 


IN  OFFICE  TESTING  HAS  ADVANTAGES  THE 
HOSPITAL  LABORATORY  CANNOT  OFFER 

—PATIENT  CONVENIENCE 
—INTERPRETATION  OPTIONS 
—REVENUE  TO  THE  PRACTICE 


USING  A SCANNING  SERVICE  IS  EASY 

• A recorder  and  all  supplies  are  provided. 


* 


• Your  nurse  applies  recorder  to  patient. 

• Once  recorded  the  cassette  is  mailed  to  scanning  lab. 

• A final  report  and  rhythm  strips  are  sent  to  the  ordering 
physician. 

• The  ordering  physician  is  charged  only  $55  per  test, 
enabling  him  to  charge  the  patient  less,  while  generating 
revenue  for  the  practice. 


FOR  INFORMATION 
CALL  STEVE  BARKER 
(615)  588-1941 


CONTRACT  HEALTH  SERVICE: 
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Trauma  Rounds 


Renal  Vascular  Injuries 

SAM  HUDDLESTON,  M.D.  and  WILLIAM  L.  RUSSELL,  M.D. 


Introduction 

Renal  vascular  injuries  continue  to  present 
problems  in  diagnosis,  exposure,  and  reconstruc- 
tion for  the  trauma  surgeon.  They  are  sometimes 
difficult  to  recognize,  for  as  many  as  20%  will 
not  have  hematuria,  and  of  those  with  hematu- 
ria, approximately  one-third  will  have  a normal 
intravenous  pyelogram.1  The  high  incidence  of 
associated  vascular  and  visceral  injuries  makes  the 
surgical  management  more  problematic. 

This  presentation  will  illustrate  a case  of  vein 
disruption  and  subsequent  ligation  with  contin- 
ued function  of  the  affected  kidney  on  follow-up. 

Case  History 

On  the  night  of  admission,  an  18-year-old  white  woman 
was  involved  in  a motor  vehicle  accident  in  which  she  appar- 
ently was  pinned  under  the  dashboard  following  a head-on 
collision;  there  was  no  reported  loss  of  consciousness.  Blood 
pressure  during  transportation  to  the  emergency  room  was  80 
mm  Hg  systolic,  but  it  responded  to  IV  crystalloid  adminis- 
tration and  rose  to  100/70  mm  Hg;  pulse  was  100/min  and 
regular,  and  respirations  20/min  and  unlabored.  On  physical 
examination  a 4-cm  laceration  was  noted  over  the  right  eye- 
lid. The  pupils  were  equal  and  round  and  reactive  to  light. 
The  trachea  was  in  the  midline  and  the  chest  was  clear  to 
auscultation.  There  was  an  abrasion  around  the  umbilicus, 
and  she  was  tender  to  palpation  in  the  left  upper  quadrant 
with  mild  rebound;  bowel  sounds  were  present  but  hypoac- 
tive.  There  were  no  masses,  blood,  or  tenderness  on  rectal 
examination.  Both  thighs  were  tender  and  swollen,  with  a 
laceration  over  the  medial  aspect  of  the  right  knee  that  did 
penetrate  the  joint  capsule;  she  also  had  a left  knee  lacera- 
tion medially. 

X-ray  examination  demonstrated  multiple  rib  fractures  on 
the  left  and  contusion  of  the  left  lower  lobe,  and  right  and 
left  closed  femoral  fractures;  cervical,  lumbar,  and  thoracic 
spine  films  were  negative.  The  urine  contained  25  to  50  red 
blood  cells;  amylase  was  126  U/dl. 

On  CT  scan  of  the  abdomen,  there  was  a focal  tear  in  the 
splenic  capsule  with  a subcapsular  fluid  accumulation.  There 
was  a soft  tissue  density  in  the  area  of  the  left  kidney  con- 
sistent with  extensive  contusion  or  possible  renal  vascular  dis- 
ruption, and  a retroperitoneal  hematoma  was  located  in  the 
infrarenal  region  on  the  left.  Peritoneal  lavage  was  grossly 
bloody.  At  exploratory  laparotomy  a hemoperitoneum  was 
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found  to  be  caused  by  a capsular  tear  in  the  anterior  surface 
of  the  left  lobe  of  the  liver;  there  was  a subcapsular  hemato- 
ma of  the  dome  of  the  right  lobe  of  the  liver  and  a tear  in 
the  spleen  at  the  inferior  pole.  The  spleen  was  repaired  with 
Surgicel  and  Vicryl  mesh.  After  distal  control  of  both  renal 
arteries  was  obtained  following  careful  dissection,  the  retro- 
peritoneum  was  entered,  disclosing  a 99%  disruption  of  the 
left  renal  vein.  Since  the  tear  was  central  to  the  take-off  of 
the  gonadal  vessel,  the  left  renal  vein  was  oversewn.  Total 
blood  loss  during  the  procedure  was  1,500  cc. 

The  patient  was  placed  in  bilateral  traction,  and  a coap- 
tation splint  was  placed  on  her  left  humerus.  Postoperatively 
she  remained  in  stable  but  critical  condition;  urine  output 
continued  to  be  adequate.  She  required  four  units  of  packed 
red  blood  cells,  two  of  them  intraoperatively  and  two  post- 
operatively; her  hematocrit  and  hemoglobin  stabilized  after 
the  second  postoperative  day.  Oxygenation  continued  to  be 
borderline,  due  to  the  massive  pulmonary  contusion  on  the 
left  and  associated  multiple  rib  fractures  on  that  side,  which 
required  continued  intubation  during  the  first  three  postop- 
erative days.  The  patient  was  maintained  on  total  parenteral 
nutrition  via  central  lines  for  nutritional  support  during  her 
early  postoperative  period. 

Open  reduction  and  internal  fixation  of  both  femurs  were 
performed  without  complications  approximately  ten  days  fol- 
lowing her  exploratory  laparotomy.  She  was  begun  on  oral 
diet  and  advanced  over  the  next  seven  days;  follow-up  renal 
scan  revealed  good  function  of  the  left  kidney.  The  patient 
was  discharged  home  on  the  26th  hospital  day,  feeling  well 
and  in  improved  condition,  to  be  followed  as  an  outpatient. 
Subsequent  outpatient  IVP  showed  essentially  normal  func- 
tion of  both  kidneys  (Fig.  1). 

Discussion 

Due  to  the  anatomical  location  of  the  aorta 
and  vena  cava,  the  left  renal  vein  and  right  renal 
artery  are  longer  than  their  opposite  counter- 
parts, and  therefore  have  a higher  incidence  of 
injury  or  disruption  in  a multiple-trauma  patient. 
Such  injuries  carry  a large  proportion  of  associ- 
ated vascular  and  visceral  injuries.  The  organs 
most  frequently  injured  are  the  liver,  spleen,  and 
kidney,  and  vascular  structures  associated  with 
renal  vein  injuries  include  the  aorta,  vena  cava, 
and  lumbar  arteries.2-3 

Surgical  exposure  of  renal  vascular  injuries  is 
usually  obtained  through  a midline  incision.  Pri- 
mary control  of  bleeding  is  mandatory,  and  is 
done  by  direct  pressure  until  specific  vascular 
structures  can  be  carefully  dissected  free  and 
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Figure  1.  Postoperative  IVP  demonstrating  prompt  visualization  of  left 
and  right  kidney  at  five  minutes. 


clamped  with  noncrushing  vascular  clamps.4  If  the 
posterior  parietal  peritoneum  is  opened  and  the 
tamponade  effect  is  lost,  massive  hemorrhage  can 
result.  In  patients  with  penetrating  injuries  and 
large  midline  retroperitoneal  hematomas,  at- 
tempts to  control  renal  vessels  primarily  will  lead 
to  significant  blood  loss.  The  suprarenal  aorta  can 
be  controlled  without  entering  the  hematoma  by 
mobilizing  all  of  the  left-sided  intra-abdominal 
viscera,  including  the  kidney,  and  retracting  them 
medially.  Once  proximal  control  of  the  aorta  is 
obtained,  the  individual  renal  arteries  can  be  dis- 
sected and  clamped  accordingly.  Injuries  to  the 
proximal  renal  vein  at  the  inferior  vena  cava  are 
exposed  by  mobilizing  the  right  colon  and  hepat- 
ic flexure  and  performing  a Kocher  maneuver  of 


the  retroperitoneal  duodenum.  Direct  pressure  on 
the  inferior  vena  cava  with  a sponge  stick  above 
and  below  the  level  of  the  injury  along  with  dis- 
tal control  of  renal  vein  with  vascular  clamps  will 
usually  isolate  the  area  of  injury.  Brown  and  as- 
sociates,4 reviewing  43  cases  of  isolated  renal 
vascular  injury,  found  the  majority  of  these  in- 
juries to  involve  the  left  renal  vein;  they  were 
treated  with  lateral  venorrhaphy  or  ligation  if  the 
tear  was  central  to  the  gonadal  and  adrenal  veins. 

Normally,  the  right  gonadal  vein  drains  into 
the  inferior  vena  cava,  and  the  left  gonadal  and 
left  adrenal  veins  empty  into  the  left  renal  vein; 
there  is  also  often  a lumbar  vein  entering  the  dis- 
tal left  renal  vein  posteriorly,  and  it  is  this  ven- 
ous drainage  of  the  left  side  that  one  relies  pri- 
marily upon  to  assist  in  the  venous  drainage  of 
the  left  kidney  after  oversewing  the  renal  vein 
centrally  following  trauma.  The  left  gonadal  vein 
will  drain  blood  into  the  pelvis  and  finally  into 
the  inferior  vena  cava  circumventing  the  ligated 
central  left  renal  vein. 

Overall  mortality  rates  for  patients  with  an 
isolated  renal  vein  injury  have  been  reported  to 
be  approximately  12%,  with  a majority  dying 
from  associated  visceral  and  vascular  injuries.5  In 
multiple  trauma  patients  the  high  incidence  of 
associated  visceral  and  vascular  injuries  with  ren- 
al vascular  injuries  makes  a quick  decision  and 
meticulous  surgical  techniques  paramount  in 
treating  them.  Being  able  to  simply  divide  and 
oversew  an  isolated  injured  central  left  renal  vein 
can  give  the  surgeon  more  time  to  repair  other 
associated  more  life-threatening  injuries,  r ^ 
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Health  and  Environment  Report 


New  Efforts  to  Further  Reduce 
Tennessee’s  Infant  Mortality  Rate 

FREDIA  S.  WADLEY,  M.D. 


Tennessee,  like  most  other  states,  has  reduced 
its  infant  mortality  rate  (IMR)  by  50%  over  the 
past  two  decades.  Unfortunately,  along  with  most 
southern  states,  Tennessee  still  has  a higher  rate 
than  our  nation  at  large,  and  the  United  States 
ranks  16th  among  other  industrialized  nations 
relative  to  this  important  health  indicator. 

An  even  more  depressing  figure  is  our  8.0% 
incidence  of  low  weight  births  (LWB).  Along  with 
the  nation,  Tennessee  has  not  significantly  de- 
creased the  incidence  of  births  of  infants  weigh- 
ing less  than  2,500  gm.  Since  LWB  is  the  major 
antecedent  for  death  during  the  first  year  of  life 
(especially  during  the  first  28  days),  one  must  as- 
sume that  the  decrease  in  the  IMR  is  due  pri- 
marily to  the  great  expansion  of  perinatal  tech- 
nology over  the  past  two  decades.  While  regional 
perinatal  centers  are  to  be  commended  for  their 
achievements,  we  must  find  ways  to  decrease 
LWB  and  premature  labor  if  we  really  want  to 
continue  the  reduction  of  infant  morbidity  and 
mortality. 

It  is  also  disappointing  that  both  the  IMR  and 
the  incidence  of  LWBs  in  blacks  are  approxi- 
mately twice  those  in  whites.  This  has  remained 
the  same  over  the  years,  with  no  trend  emerging 
to  suggest  that  we  are  closing  the  gap.  It  was  for 
these  reasons  that  First  Lady  Honey  Alexander, 
as  chairperson  for  the  Tennessee  Healthy  Chil- 
dren Task  Force,  appointed  a committee  chaired 
by  Dr.  Henry  Foster  to  study  nonwhite  infant 
mortality.  Dr.  Foster,  who  is  chairman  of  Me- 
harry’s  Department  of  Obstetrics  and  Gynecol- 
ogy, formed  a very  capable  group  from  across 
the  state  and  in  a few  short  months  presented  a 
report  to  Mrs.  Alexander. 
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Based  on  the  recommendations  of  this  report, 
the  Department  of  Health  and  Environment 
(DHE)  is  funding  pilot  projects  in  Memphis, 
Nashville,  and  Chattanooga  designed  to  reduce 
nonwhite  infant  mortality  and  low  weight  births. 
The  projects  in  Memphis  and  Chattanooga  will 
attempt  activities  similar  to  those  proved  effec- 
tive by  Dr.  David  L.  Olds  in  Rochester,  N.Y.1 
Outreach  for  early  entry  into  prenatal  care,  iden- 
tifying high-risk  prenatal  patients,  patient  track- 
ing and  support  services  to  keep  women  in  care, 
intense  counseling,  especially  for  cessation  of 
smoking  and  substance  abuse,  and  follow-up  of 
mothers  and  infants  after  delivery  will  all  be  em- 
phasized. 

The  pilot  project  in  Nashville  will  deal  with 
prenatal  patients  who  are  addicted  to  alcohol  or 
other  drugs.  It  is  estimated  that  1 to  3 live  births 
per  1,000  are  to  some  extent  affected  by  the  ma- 
ternal consumption  of  alcohol  during  the  pre- 
natal period.  Alcohol  and  other  drug-related 
problems  are  the  third  leading  cause  of  mental 
retardation  due  to  birth  defects,2  and  in  the  ob- 
stetrical population  served  by  Meharry,  sub- 
stance and  alcohol  abuse  is  affecting  about  1 pa- 
tient in  50,  or  2%. 3 

The  committee  chaired  by  Dr.  Foster  also  rec- 
ognized that  teenage  pregnancy  plays  a signifi- 
cant role,  since  infants  born  to  teenagers  are  more 
likely  to  be  LWBs;  this  is  especially  true  if  the 
mothers  are  under  17  years  of  age.  Since  un- 
wanted teenage  pregnancies  present  educational, 
economic,  and  social  problems  in  addition  to 
medical  ones,  their  numbers  will  eventually  have 
to  be  reduced  before  there  can  be  significant 
achievements  in  the  health  and  well-being  of 
mothers  and  babies  in  Tennessee. 

This  committee  on  nonwhite  infant  mortality 
closed  their  Executive  Summary  as  follows: 
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“Strategies  for  action  recommended  by  the 
Committee  include  education,  health  services, 
and  enhancement  of  life  options.  The  recom- 
mendations include:  education  and  referral  to 
family  planning  services  for  all  teen  mothers  and 
mothers  of  very  low  birthweight  infants;  the  de- 
velopment of  special  prenatal  services  for  women 
who  have  previously  delivered  a very  low  bir- 
thweight infant  or  who  have  medical/behavioral 
factors  which  put  them  at  risk;  the  development 
of  special  adolescent  pregnancy  prevention  pro- 
grams; a mandate  for  the  Family  Life  Education 
Curriculum  in  all  public  schools  for  grades  K-12; 
the  establishment  of  school-based  health  clinics 
in  needy  areas;  the  involvement  of  business,  re- 
ligious and  community  leaders  in  combatting  teen 
pregnancy  and  infant  mortality  in  their  commu- 
nities; the  strengthening  of  data  collection  perti- 
nent to  low  birthweight,  infant  mortality,  and  re- 


lated morbidity;  and  the  development  of 
community  education/media  campaigns  dealing 
with  low  birthweight,  infant  mortality,  and  teen- 
age pregnancy. 

“Community-based  approaches  that  involve 
parents  and  professionals  from  a variety  of  dis- 
ciplines as  well  as  volunteers  and  teenagers 
themselves  are  considered  essential  in  bringing 
about  a reduction  in  nonwhite  infant  mortality  in 
Tennessee.”  r y 
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“HERPECIN-L  is  my  treatment  of  choice  for 
periorai  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 
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“HERPECIN-Lf , . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECiN*L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Labofiatories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Tennessee  HERPECIN-L  is  available  at  all  Eckerd,  Revco,  RiteAid, 
Super  D,  SupeRx  and  Walgreens  and  other  select  pharmacies. 


Loss  Prevention  Case  of  the  Month 


Who’s  To  Say? 


J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 30-year-old  mother  of  two  began  prenatal  care  with  a 
family  physician  at  12  weeks  of  gestation,  and  had  regular 
prenatal  visits.  She  experienced  moderate  weight  gain,  but  no 
other  recorded  problems  through  the  first  four  months  of 
pregnancy.  Her  blood  pressure  was  noted  to  be  somewhat 
labile  beginning  in  the  fifth  month,  and  she  also  had  a trace 
of  edema.  Fetal  heart  tones  (FHT)  were  present  and  easily 
auscultated. 

Late  in  the  fifth  month  of  pregnancy  the  patient  devel- 
oped 2+  edema,  hypertension,  with  blood  pressure  ranging 
between  160/90  and  170/100  mm  Hg,  and  1+  albuminuria. 
She  was  admitted  to  the  hospital  with  a diagnosis  of  possible 
preeclampsia.  Toxemia  monitoring,  strict  bed  rest,  and  daily 
weights  were  ordered  in  addition  to  an  appropriate  diet  and 
laboratory  tests.  She  improved  promptly  and  required  only 
four  days  of  hospitalization. 

Following  discharge,  despite  bed  rest,  the  signs  of  tox- 
emia gradually  reappeared  with  the  same  symptoms,  until  at 
38  weeks  of  gestation  she  was  seen  in  the  emergency  room  at 
9:00  pm  with  a blood  pressure  of  150/80  mm  Hg,  fetal  heart 
rate  156/min,  2+  edema,  and  in  possible  early  labor.  Hospi- 
tal admission  followed  at  9:45  PM. 

Following  admission  toxemia  monitoring  was  again  or- 
dered. The  fetal  monitor  was  applied  for  30  minutes  and  was 
to  be  continued  if  the  patient  was  indeed  in  active  labor.  Vi- 
tal signs  were  ordered  on  an  hourly  basis.  The  OB  nurses 
applied  the  electronic  fetal  monitor,  and  determining  that  the 
patient  was  in  active  labor,  continued  its  use.  No  abnormali- 
ties of  FHT  were  noted. 

The  patient  remained  hypertensive,  continued  to  have 
edema,  and  continued  to  spill  protein  and  albumin  in  her  ur- 
ine. At  11:45  pm  she  began  to  complain  of  severe  backache. 
The  doctor  was  contacted  by  phone  and,  without  examina- 
tion, ordered  the  patient  to  receive  hydroxyzine  hydrochlo- 
ride 25  mg  orally.  This  was  repeated  at  1:00  am  for  continued 
complaints  of  pain.  It  was  noted  about  2:00  am  the  fetal  heart 
rate  suddenly  dropped  to  a rate  of  80/min  for  IV2  minutes 
then  spontaneously  returned  to  a rate  of  155  to  160/min,  but 
no  other  abnormalities  were  noted.  The  patient  continued  to 
complain  of  pain;  again  the  doctor  was  contacted  by  phone. 
This  time  he  ordered  the  patient  to  receive  25  mg  of  meper- 
idine hydrochloride  intramuscularly.  This  order  was  carried 
out  at  2:30  am  according  to  nurses’  notes.  Following  this  last 
injection  and  despite  orders  to  the  contrary,  the  patient’s  vi- 
tal signs  were  not  monitored  for  two  hours.  At  that  time  the 


Dr.  Avery  is  medical  director  for  Continuing  Medical  Education, 
St.  Thomas  Hospital,  Nashville. 


fetal  heart  rate  could  not  be  located.  In  addition,  the  patient 
was  found  to  have  4+  albuminuria  along  with  a significant 
increase  in  her  hypertension.  After  an  additional  30  minutes 
of  attempting  to  locate  the  fetal  heart  rate  by  the  nursing 
staff,  the  physician  was  contacted.  In  response  to  this,  he  or- 
dered the  patient  placed  on  oxygen  by  nasal  cannula  and  giv- 
en an  additional  50  mg  of  hydroxyzine  hydrochloride. 

Finally,  one  hour  later,  the  physician  arrived  and  a cesar- 
ean section  was  done  delivering  a stillborn  male.  The  subse- 
quent lawsuit  was  settled,  with  both  hospital  and  physician 
contributing  a large  amount. 

Loss  Prevention  Comments 

It  looks  as  if  both  the  doctor  and  the  hospital 
were  doing  their  best  to  neglect  this  toxemic  pa- 
tient. This  very  sick  mother  was  in  the  L&D  suite 
for  six  hours  without  being  seen  by  her  physi- 
cian. Not  only  were  the  patient’s  vital  signs  not 
monitored  at  all  for  at  least  two  hours,  but  the 
L&D  nursing  staff  did  not  specifically  record  that 
they  had  notified  the  attending  physician  about 
the  1 ^-minute  episode  of  bradycardia,  thinking 
everything  was  alright  since  the  rate  sponta- 
neously returned  to  levels  of  150  to  160/min, 
where  it  had  been  before.  The  L&D  nurses  had 
not  been  adequately  trained  in  interpreting  EFM 
tracings,  and  this  physician  “knew  or  should  have 
known”  this,  according  to  the  plaintiff.  Further- 
more, since  the  physician  was  dealing  with  a staff 
marginally  trained,  he  should  all  the  more  have 
been  in  attendance  with  his  patient  during  her 
labor.  The  stillbirth  might  have  occurred  any- 
way, but  who’s  to  say?  If  the  hospital  had  pro- 
vided its  staff  with  adequate  training,  and  if  the 
patient  had  been  adequately  monitored,  and  if 
the  physician  had  been  present  to  assess  the  con- 
dition of  both  the  mother  and  baby  at  a mo- 
ment’s notice,  the  cesarean  section  might  have 
been  done  in  a more  timely  fashion  and  the  baby 
might  have  had  a chance  to  survive.  Who’s  to 
say?  r . S 
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Telefinalism , or, 

£//?  77ie  Mountain 

It’s  difficult  for  me  to  write  an  article  in  October  to  be  read  in  December. 
I just  can’t  get  into  the  Christmas  spirit  before  the  Alabama-Tennessee  game, 
especially  this  year. 

This  is  a good  time  to  reflect  on  the  future,  not  only  of  our  profession 
but  also  of  mankind  in  general.  In  doing  so,  it  helps  to  consider  the  past 
and  from  where  we  came. 

Dr.  Lecomte  du  Noiiy,  a French  biochemist,  philosopher  in  his  historic 
book  Human  Destiny , published  in  the  1940s,  put  forth  his  theory  of  “Tele- 
finalism” in  which  he  attempted  to  synthesize  evolution  and  religion.  He 
postulated  that  the  evolution  of  man  has  a purpose  and  a guiding  force  be- 
yond the  laws  of  nature.  He  called  that  force  “Antichance”  or  “God.”  He 
demonstrated  by  the  laws  of  mathematics  and  logic — at  least  to  my  satisfac- 
tion— that  life  on  earth  and  the  evolution  of  man  could  not  have  taken  place 
by  chance  alone.  There  had  to  be  an  outside  directing  force.  The  strictly 
materialistic  theory  of  the  universe  and  man’s  evolution  is  no  longer  tenable. 

From  the  very  beginning  of  life  on  earth,  some  3 billion  years  ago,  there  has  been  a direction  of 
evolution,  controlled  by  a force  which  cannot  be  stopped,  except  momentarily  by  environmental  forces. 
The  laws  of  nature  have  always  worked  toward  the  development  of  man  and  his  brain.  There  is  a 
destination  for  humans  but  the  paths  to  that  destination  are  subject  to  variations. 

The  frontispiece  of  Dr.  du  Nouy’s  book  pictures  a very  rugged  mountain  with  a very  bright  light 
emanating  from  the  peak  and  radiating  in  all  directions.  At  its  base  are  swamps  and  an  ocean  with 
the  depiction  of  fish,  dinosaurs,  birds  and  other  ancient  animals  long  extinct.  On  the  land  and  slightly 
up  the  slope  appear  primates  and  human-appearing  figures  slowly  ascending  in  a winding  line  up  the 
mountain.  Along  the  way  there  appear  pyramids,  Greek-like  temples,  factories  and  planes.  The  head 
of  the  line  of  ascension  is  only  one-third  up  the  mountain. 

Man  has  now,  to  all  intents  and  purposes,  completed  his  biological  evolution.  Only  minor  adjust- 
ments need  be  made  in  the  future.  He  is  just  beginning  his  moral  and  spiritual  evolution.  The  animal 
shape  capable  of  sheltering  the  spirit  is  complete,  though  the  “memory”  of  previous  stages  persists, 
like  the  traces  of  gills  in  the  human  embryo.  It  is  man’s  struggle  against  his  animal  instinct  or  “mem- 
ories” that  will  allow  him  to  become  the  spiritual  being  he  is  destined  to  become. 

As  we  travel  through  life  we  leave  traces  like  meteorites  in  the  sky  or  wakes  like  ships  at  sea.  The 
wake  of  the  first  man  who  buried  his  dead;  the  wake  of  the  first  man  who  decided  that  the  wounded 
or  infirm  should  be  fed  and  cared  for  are  real  today  more  than  when  they  started.  Indeed  prehistoric 
man  found  compassion,  caring,  and  sentimentality  a liability  in  his  struggle  for  survival.  The  wakes  of 
Moses,  Buddha,  Confucius,  and  Christ  exert  a greater  influence  over  humanity  today  than  when  they 
were  on  earth. 

What  wakes  will  we  leave  behind?  As  physicians  we  are  in  position  of  service  that  allows  us  to 
affect  the  lives  of  many  over  our  careers.  We  have  a choice  and  the  freedom  to  have  an  impact  on 
the  future  spiritual  evolution  of  man.  We  can  leave  a trace  behind  that  indicates  we  have  been  a co- 
worker with  God  drawing  nearer  to  the  perfect  spiritual  being,  or  we  can  be  dregs  of  evolution. 

See  you  up  the  mountain. 

Have  a Merry  Christmas! 
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For  Whom  the  Bell  Tolls 

A perfectly  marvelous  George  Searle  cartoon 
shows  a businessman  proclaiming  that  “Honesty 
is  one  of  the  better  policies.”  I hate  to  see  a man 
going  overboard  by  making  extravagant  state- 
ments. I suppose  it  comes  down  to  a matter  of 
definition,  since  not  everything  immoral  is  nec- 
essarily illegal.  In  addition,  morality  in  business 
is  a shadowy  area  in  which  things  are  seldom 
black  and  white.  If,  for  example,  a company  is 
not  making  money,  it  is  displeasing  its  stockhold- 


ers, and  if  it  is  making  money,  it  isn’t.  When 
times  get  tough  and  the  going  gets  rough,  the 
tough  get  going,  and  get  rough  on  anything  that 
gets  in  the  way  of  fulfilling  their  mission.  Losing 
money  to  a businessman  is  the  greatest  possible 
immorality,  beside  which  all  other  things  pale  in 
comparison. 

Almost  everything  in  health  care  has  now  be- 
come a business,  and  it  is  getting  harder  and 
harder  for  anyone  to  remember  that  the  first  re- 
sponsibility of  all  those  engaged  in  health  care  is 
to  the  patient.  In  order  to  keep  the  cash  flowing, 
everybody  concerned  is  trying  to  shift  the  stric- 
tures onto  somebody  else. 

One  of  the  attractions  of  medicine  for  most  of 
us  has  been  the  relatively  minor  role  economics 
played  in  it.  The  ardor  with  which  one  applied 
economic  principles  to  medical  practice  would 
unquestionably  affect  one’s  personal  economics, 
but  it  was  unlikely  one  would  wind  up  in  the 
poor-house  even  if  he  ignored  them  altogether. 
This  had  a lot  of  appeal,  but  it  no  longer  applies. 
I doubt  if  there  is  anybody  who  thinks  that  med- 
icine today  is  not  a business,  regardless  of  how 
much  he  might  deplore  it,  a change  largely  thrust 
upon  us,  to  the  great  harm  of  patient  care,  by 
our  medical  environment.  It  takes  our  minds  off 
of  our  patients.  In  doctors’  lounges  one  used  to 
hear  mostly,  not  entirely,  but  mostly,  about  things 
medical.  What  one  hears  today  mostly  has  to  do 
with  the  business  side  of  medicine — IPAs,  PPOs, 
and  that  anathema  of  good  medical  care,  HMOs; 
also,  most  recently,  we  have  capitation,  the  worst 
of  all,  where  the  doctor  gets  a set  amount  for  his 
patient’s  total  medical  care.  That  is  nothing  more 
than  a license  to  steal  and  kill  patients;  even  if  it 
is  mostly  not  deliberate,  the  outcome  for  the  pa- 
tient is  the  same. 

From  a purely  economic  point  of  view,  the 
scheme  is  hard  to  fault,  since  it  allows  those  fi- 
nancing the  medical  system  to  predict  precisely 
how  much  it  is  going  to  cost.  It  removes  all  eco- 
nomic uncertainties  from  both  the  HMO  and  the 
patient,  and  transfers  them  all  to  the  physician, 
so  that  only  his  cash  flow  suffers. 

Avarice  and  greed,  unlike  some  of  the  other  sins, 
are  not  absolutes,  and  like  beauty,  they  are  usually 
in  the  eye  of  the  beholder.  One  man’s  avarice  is 
another  man’s  prudence;  it  is  difficult  for  me  to  see 
how  anyone  in  business  could  accuse  anyone  else, 
particularly  a doctor,  of  being  avaricious,  since  in 
my  judgment  that  is  what  the  whole  world’s  busi- 
ness system  is  built  on.  (This,  of  course,  is  only  my 
judgment.  Theirs  would  obviously  be  different.)  As 
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the  doctor  becomes  a businessman,  the  lines  be- 
come blurred,  and  he  is  liable  to  join  their  ranks 
and  assume  their  philosophy. 

It  is  easy  to  see,  therefore,  that  while  the  cap- 
itation system  removes  all  economic  uncertainty 
from  the  patient,  it  by  no  means  removes  all  un- 
certainty. In  fact,  it  compounds  all  the  others.  It 
is  not  uncommon  today  for  a young  man  to  start 
practice  with  a six  figure  debt.  Faced  with  a 
choice  of  doing  a lab  test  that  might  or  might  not 
be  revealing,  he  might  choose  to  punt  and  save 
himself  a couple  of  bucks.  He  might  choose  to 
watch  a belly  pain  a little  longer,  thereby  saving 
himself  several  hundred.  One  could  say  that  he 
was  only  being  cost  conscious,  a virtue  widely  ex- 
tolled by  everyone  these  days.  He  might  watch  it 
too  long,  though,  in  which  case  everybody  will 
lose  except  the  plaintiffs’  attorneys. 

With  occasional  and  mostly  local  lapses,  med- 
icine has  always  heretofore  operated  on  the  prin- 
ciple of  Primum  non  nocere — first,  do  no  harm. 
We  are  now  being  put,  though,  in  a position 
where  it  is  going  to  take  a strong,  brilliant,  wise, 
and  even  altruistic  man  to  avoid  violating  that 
principle.  Few  of  us  measure  up  to  that  standard, 
at  least  all  of  the  time.  I was  taught,  for  instance, 
that  if  a surgeon  did  not  remove  a certain  num- 
ber of  normal  appendices  (10%  to  15%  was  con- 
sidered acceptable),  a significant  number  of  his 
patients  would  die  of  peritonitis.  Today  some  will 
just  have  to  die  of  peritonitis.  To  have  it  other- 
wise is  not  cost  effective.  Antibiotics  will  not  save 
them  all,  even  today.  A more  pertinent  example 
right  now  might  be  coronary  artery  bypass  for 
cardiac  emergencies.  If  a few  aren’t  done  unnec- 
essarily, a significant  number  of  patients  will  die 
of  their  myocardial  infarction.  I can  cite  you  a 
lot  more  instances,  some  of  them  fatal,  but  a lot 
more  just  inconvenient.  The  worst  thing  for  the 
system  is  for  the  patient  to  survive  sick.  That 
really  costs  money.  Better  they  should  die  and 
decrease  the  surplus  population. 

In  his  Special  Communication  in  this  issue  of 
the  Journal,  Dr.  Eason  has  commented  that  the 
gate  keeper  needs  love,  too.  If  the  capitation  sys- 
tem becomes  widespread,  he  is  going  to  need  a 
lot  more  than  that.  He  is  going  to  need  the  best 
attorneys  money  can  buy. 

Though  I worry  about  medicine’s  future,  I 
worry  more  about  the  patients.  I keep  remem- 
bering that  one  day  I will  be  one.  Those  business 
Scrooges  might  do  well  to  keep  that  in  mind,  too. 
The  goose  is  strangling. 

J.B.T. 


From  Up  to  Down  and 
Back  Again 

According  to  Scripture,  man  began  his  stay  on 
this  earth  in  idyllic  surroundings,  where  everything 
he  needed  was  provided  him  by  Nature.  By  eating 
the  forbidden  fruit  from  the  Tree  of  Knowledge  of 
Good  and  Evil  he  arbitrarily  cut  short  his  luxurious 
sojourn  and  began  a pilgrimage  that  has  lasted  at 
least  through  yesterday.  There  is  no  indication  that 
either  of  our  first  forbears  was  interested  much  in 
the  knowledge  that  eating  the  fruit  conferred.  Eve, 
we  are  told,  ate  because  the  fruit  was  “a  delight  to 
the  eyes  and  good  for  food,”  and  Adam  ate  be- 
cause Eve  told  him  he  had  better,  or  else.  I can’t 
see  that  mankind’s  drives  have  ever  changed  much. 
But  I digress. 

The  result  of  man’s  dereliction  in  the  Garden 
was  to  put  him  into  competition  with  instead  of 
mastery  over  Nature,  a relationship  he  has  been 
trying  to  rectify  ever  since.  I need  to  say  right  off 
something  you  already  know,  which  is  that  to 
make  it  even  when  Nature  is  being  good  and 
when  all  the  equipment  works  is  not  always  easy. 
Clad  in  nothing  but  fig  leaves,  and  without  so 
much  as  a knife,  man  faced  what  must  have  been 
at  least  something  of  a challenge.  Among  primi- 
tive peoples,  such  as  they  became,  the  infant 
mortality  is  high  and  longevity  generally  truncat- 
ed. Most  of  the  old,  wise  men  are  in  their  fifth 
or  sixth  decades.  All  peoples  were  primitive  once, 
but  sophistication  finally  won  out,  and  though 
Nature  can  still  mount  intensive  forays,  they  are 
for  the  most  part  localized,  and  less  well  orga- 
nized than  man’s  defenses,  so  that  man  as  a spe- 
cies has  never — or  at  least  not  lately — seemed 
threatened  by  Nature.  Of  course,  all  of  our  more 
advanced  peoples  recognize  that  such  a possibil- 
ity exists,  but  those  who  are  supposed  to  know 
put  any  such  cataclysm  in  future — far  future — 
millenia.  They  could,  of  course,  be  wrong.  I am 
speaking  now  of  natural  events. 

Of  the  first  two  progeny  of  our  first  progeni- 
tors, one  was  a murderer  and  the  other  the  mur- 
deree,  thereby  setting  the  standard  for  all  future 
generations,  which  I must  say  they  have  all  done 
their  best  to  live  up  to.  Not  content  to  compete 
with  Nature,  mankind  early  began  entering  into 
competition,  both  physical  and  intellectual, 
among  his  own  kind,  with  varying  intensity,  and 
therefore,  with  variable  results.  If  I seem  to  im- 
ply that  physical  competition  is  not  intellectual, 
that  is  what  I intended.  Though  it  can  be,  it  is 
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not  notably — or  usually  even  noticeably — so.  I 
had  more  in  mind  things  like  spelling  bees  or 
chess — things  that  seldom  lead  to  any  physical 
damage  except  maybe  a bloody  nose  now  and 
then  among  the  more  physically  inclined. 

It  is  not  that  intellectual  pursuits  can’t  be  dan- 
gerous. Among  them  are  some  of  our  most  de- 
structive; in  fact,  our  absolutely  most  intellectual 
pursuit  has  endowed  man  for  the  first  time  with 
the  capacity  for  global  self-immolation,  thus  po- 
tentially fulfilling  man’s  corporate  death  wish. 

If  one  were  not  personally  involved,  didn’t 
mind  the  outcome,  and  could  view  it  all  from  Jo- 
vian Olympus  over  a long  timespan,  watching  the 
race  between  man  and  nature  would  constitute  a 
most  breathtaking  spectacular.  What  I mean  is: 
which  will  finish  man  off  first — nature  or  man? 
God  only  knows.  (In  fact,  He  does,  but  He  ain’t 
tellin’.  The  Good  Book  has  been  read  both  ways.) 

Insects  are  by  many  fold  the  most  populous  of 
all  God’s  creatures — though  some  might  say  they 
are  of  the  devil.  The  no-see-ums  plagued  our  na- 
tive Americans,  and  mosquitoes  carried — car- 
ry— all  sorts  of  germs  to  make  us  sick.  A stroke 
of  human  genius  produced  what  appeared  to  be 
the  panacea  for  all  our  insect-borne  scourges,  and 
millions  of  tons  of  DDT  were  dumped  on  land 
and  water,  worldwide.  Just  as  things  like  malar- 
ia, onchocerciasis,  and  filariasis,  to  name  a few, 
seemed  to  be  on  the  verge  of  disappearing  from 
man’s  purview,  birds  and  fish  began  to  follow  the 
same  tack.  It  seems  that  DDT  as  it  is  used  is  not 
used  up,  but  is  stored  up  instead,  and  passes 
through  the  food  chain,  ultimately  back  to  man. 
It  is  therefore  now  outlawed,  and  its  replacement 
is  not  yet.  But  malaria,  onchocerciasis  and  filar- 
iasis are — back  to  man,  that  is. 

So  are  the  birds.  Fish-eating  birds  that  ate  the 
fish  that  ate  the  insects  that  ate  the  DDT  were 
dying  out  because  DDT  interfered  with  calcium 
metabolism  and  made  their  eggshells  soft,  so  they 
wouldn’t  hatch.  There  are  so  many  seagulls  around 
now  that  not  only  are  they  interfering  with  crops, 
picnics,  and  tourists  (their  nesting  areas  are  not 
aesthetically  pleasing,  and  foul — no  pun  intend- 
ed— the  gentle  zephyrs)  but  they  are  also  a real 
hazard  for  aircraft.  No  practical  solution  to  the 
problem  is  in  sight,  and  meantime  the  bird  popu- 
lation grows  apace,  reminding  one  of  a Hitchcock 
movie  of  the  same  name.  One  might  try  DDT. 

Nature  doesn’t  fool  around  the  way  man  does. 
She  is  pretty  straightforward,  working  along  the 
lines  of  laws  that  are  immutable,  even  though  we 
haven’t  figured  them  all  out  yet.  Our  observations 
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are  incomplete  and  our  conclusions  therefore 
flawed — and  not  only  there  are  they  flawed.  Na- 
ture may  wipe  us  out,  but  she  does  not  play  cat 
and  mouse  with  us  the  way  we  do  not  only  with 
Nature  but  with  each  other — the  way  Washington 
and  Moscow,  say,  or  Jerusalem  and  Damascus,  do. 
Maybe  we  make  it  more  challenging  that  way,  but 
I think  Russian  roulette  was  not  named  that  for 
nothing.  Maybe  we  should  try  DDT — 

Man  is  awfully  smart,  but  not  as  smart  as  he 
thinks  he  is.  It  may  be  only  for  future  genera- 
tions to  discover  how  smart  we  have  been  over 
the  last  few  decades — assuming  that  there  are  fu- 
ture generations.  Dumping  all  those  chemicals 
into  the  biosphere  is  only  one  example.  Lower 
orders  know  instinctively  what  is  bad  for  them, 
and  generally  avoid  it.  Man,  however,  lost  that 
protection  when  he  got  the  knowledge  of  good 
and  evil,  by  whatever  means — knowledge  he  has 
never  never  learned  how  to  handle.  He  has  nev- 
er been  able  to  apply  the  knowledge  that  he  ac- 
quired at  such  cost.  Be  sure  that  the  “he”  in  the 
last  sentence,  as  in  the  whole  editorial — whole 
Journal,  in  fact — is  the  generic  pronoun.  Also,  I 
think  I may  have  made  a poor  choice  of  words 
in  the  same  sentence.  It  is  as  much  that  man  has 
not  wished  to  apply  that  knowledge  as  that  he 
has  not  been  able  to;  he  generally  finds  evil  more 
attractive,  and  in  facts  keeps  redefining  it. 

Young  Porter  Osborne,  Jr.  had  God  all  fig- 
ured out.  He  knew  God  could  not  see  under  the 
covers  or  through  wood — a discovery  that  great- 
ly affected  his  behavior,  allowing  him,  he  thought, 
to  please  God  and  himself  at  the  same  time.  God 
is  used  to  such  treatment.  He  has  been  getting  it 
from  man  ever  since  Adam  put  on  a fig  leaf  and 
hid  himself.  God  knows  us  pretty  well — in  fact, 
better  than  that;  the  good  news  among  all  that 
bad  news  is  that  he  loves  us  anyway,  warts  and 
all.  That,  and  not  just  to  brighten  the  shops  and 
fill  up  the  cash  registers,  is  why  He  gave  us 
Christmas  instead  of  using  DDT.  He  wants  us 
whole,  and  not  piecemeal,  alive  and  not  dead. 

Have  a Merry  One — but  don’t  forget  whose 
day  it  is. 

J.B.T. 


Frank  C.  Combes,  age  90.  Died  September  26,  1986. 
Graduate  of  New  York  University  School  of  Medi- 
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cine.  Member  of  Chattanooga-Hamilton  County  Med- 
ical Society. 

Henry  Carroll  Smith,  age  85.  Died  October  26,  1986. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 

Enos  C.  Thurmond,  Jr.,  age  65.  Died  October  1,  1986. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Northwest  Tennessee  Academy  of 
Medicine. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Randall  J.  Brewer,  M.D.,  Cleveland 

COCKE  COUNTY  MEDICAL  SOCIETY 

Thomas  W.  Conway,  M.D.,  Newport 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Edward  C.  Barker,  M.D.,  Trenton 
Harold  B.  Reeder,  M.D.,  Jackson 
Kenneth  Verheeck,  M.D.,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

William  J.  Willems,  M.D.,  Crossville 

DeKALB  COUNTY  MEDICAL  SOCIETY 

James  C.  Wall,  M.D.,  Smithville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Hobart  E.  Akin,  M.D.,  Knoxville 
Richard  A.  Antonucci,  M.D.,  Knoxville 
Gilbert  L.  Hyde,  M.D.,  Knoxville 
David  G.  Sexton,  M.D.,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Frank  B.  Little,  M.D.,  Morristown 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Thomas  E.  McLemore,  Jr.,  M.D.,  Memphis 

NORTHWEST  TENNESSEE 
ACADEMY  OF  MEDICINE 

Janice  Susan  Johnson,  M.D.,  Martin 
David  D.  Jones,  M.D.,  Martin 
Richard  Sutton,  M.D.,  Martin 

SCOTT  COUNTY  MEDICAL  SOCIETY 

Timothy  Francis  Garner,  M.D.,  Huntsville 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Joel  R.  Locke,  M.D.,  Franklin 


per/onol  new/ 


Malcolm  R.  Lewis,  M.D.,  Nashville,  has  received  an 
award  of  highest  honors  from  the  Tennessee  division 
of  the  American  Cancer  Society  recognizing  his  “out- 
standing leadership  in  all  aspects  of  cancer  control.” 

Kimball  I.  Maull,  M.D.,  Knoxville,  has  been  elected 
president  of  the  American  Association  for  Automotive 
Medicine,  a leading  organization  in  trauma  preven- 
tion. 

Harold  Starr,  M.D.,  Chattanooga,  was  named  Pedia- 
trician of  the  Year  by  the  Tennessee  Pediatric  Society. 
Dr.  Starr,  who  retired  from  full-time  practice  in  1982, 
was  recognized  for  his  50  years  of  clinical  practice  and 
his  long-standing  contributions  to  pediatrics  at  both  the 
local  and  state  levels. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Twenty-three  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
September  1986. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

H.  Brian  Balfour,  M.D.,  Nashville 
Jack  Benhayon,  M.D.,  Knoxville 
David  A.  Birdwell,  M.D.,  Knoxville 
George  W.  Bounds,  Jr.,  M.D.,  Nashville 
John  H.  Burkhart,  M.D.,  Knoxville 
Norman  M.  Cassell,  M.D.,  Nashville 
Jimmie  R.  Crow,  M.D.,  Livingston 
Deway ne  P.  Darby,  M.D.,  Jefferson  City 
Bunyan  S.  Dudley,  M.D.,  Nashville 
Blaise  E.  Ferraraccio,  M.D.,  Clarksville 
Walter  W.  Frey,  M.D.,  Nashville 
George  F.  Gray,  M.D.,  Nashville 
George  E.  Hazlehurst,  Jr.,  M.D.,  Jackson 
David  O.  Hollis,  M.D.,  Memphis 
Maxwell  E.  Huff,  M.D.,  Oneida 
Gordon  J.  Jacobs,  M.D.,  McMinnville 
A.  Bernhard  Kliefoth,  III,  M.D.,  Knoxville 
Chung-Yuen  Liu,  M.D.,  Chattanooga 
Sarada  N.  Misra,  M.D.,  Knoxville 
Patrick  J.  O’Sullivan,  M.D.,  Memphis 
Robert  E.  Richie,  M.D.,  Nashville 
Burnice  H.  Webster,  M.D.,  Nashville 
Douglas  C.  York,  M.D.,  Franklin 
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continuing  medical . 
cducotion  opportunity/ 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  I credit  toward  the 
AM  A Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation , write:  Director  of 
Continuing  Medical  Education , Tennessee  Medical  Associa- 
tion. 112  Louise  Ave..  Nashville,  TN  37203. 

IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY 
Clinical  Training  Program 

Opportunities  for  advanced  clinical  education  for  physi- 
cians in  family  practice  and  in  various  subspecialties  have  been 
developed  by  the  School  of  Medicine  and  the  Division  of 
Continuing  Education  of  Vanderbilt  University.  The  practic- 
ing physician,  with  the  guidance  of  the  participating  depart- 
ment chairman,  can  plan  an  individualized  program  of  one  to 
four  weeks  to  meet  recognized  needs  and  interests.  The  ex- 
perience will  include  contact  with  patients,  discussion  with 
clinical  and  academic  faculty,  conferences,  ward  rounds, 
learning  individual  procedures,  observing  new  surgical  tech- 
niques, and  access  to  excellent  library  resources.  Experience 
in  more  than  one  discipline  may  be  included. 

Eligibility:  All  licensed  physicians  are  eligible.  Credit:  AMA 
Physician’s  Recognition  Award  (Category  1)  and  AAFP 
Continuing  Education  Accreditation.  Application:  For  infor- 
mation and  application  contact  Continuing  Medical  Educa- 
tion, Vanderbilt  School  of  Medicine,  CCC-5316  MCN,  Nash- 
ville, TN  37232,  Tel.  (615)  322-4030. 


Continuing  Education  Schedule 

Jan.  31-Feb.  7 Advances  in  Medicine — Snowmass  Village, 
Colo. 

Feb.  7-14  3rd  Annual  Skeleton  at  Snowmass — Snow- 

mass  Village,  Colo. 

Feb.  14-20  Advances  in  Infertility  and  Reproductive 
Endocrinology — Crested  Butte,  Colo. 

Feb.  14-21  Magnetic  Resonance  Imaging  Update  1987 — 
Kapalua  Bay,  Maui,  Hawaii 

April  24-25  Annual  Barney  Brooks  Fecture  and  the  H. 
William  Scott  Society 

May  22-23  11th  Annual  Sonography  Symposium 

May  26-30  Family  Medicine  Review 

May  31-June  7 British  American  Cardiology  at  the  Ham- 

mersmith— Fondon,  England 

June  3-6  Advances  in  Medical  Imaging — Kaiwah  Is- 

land, S.C. 

June  18-19  Parkinson  Disease 

July  21-25  10th  Annual  Contemporary  Clinical  Neurol- 

ogy— Hilton  Head  Island,  S.C. 

For  information  contact  Division  of  Continuing  Medical 

Education,  Vanderbilt  University  School  of  Medicine,  CCC- 

5326  MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  the  following  services 
and  departments  in  the  medical  school  to  allow  practicing 
physicians  to  participate  in  that  service’s  activities  for  a peri- 
od of  one  day  to  one  week.  This  program  provides  an  oppor- 
tunity for  physicians  to  study  in  depth  for  a specified  period. 
The  schedule  of  activities  is  individualized  in  response  to  the 
physician’s  request  by  the  participating  department.  The  ex- 
perience includes  conferences,  ward  rounds,  audiovisual  ma- 
terials and  contact  with  patients,  residents,  and  faculty. 

Fee:  $75  per  day  or  $275  per  five  day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  American  Academy  of  Family  Physi- 
cians and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Dr.  Henry  A. 
Moses,  Ph.D.,  Director  of  Continuing  Education,  Meharry 
Medical  College,  1005  D.B.  Todd  Boulevard,  Nashville,  TN 
37208,  Tel.  (615)  327-6235. 


UNIVERSITY  OF  TENNESSEE 


Continuing  Education  Schedule 


Jan.  24-31 
Feb.  20-21 
Feb.  26-28 
March  7-8 
March  21-27 

April  1-4 
April  9 

April  23-25 
May  6-7 

June  12-14 


Memphis 

Medicine  Review  ’87 — Vail,  Colo. 

Office  Faboratory 
Seating  the  Disabled 
Radiology 

20th  Annual  Review  Course  for  the  Family 
Physician 

Critical  Care  Medicine — Hot  Springs,  Ark. 
College  of  Medicine  Alumni  Reception — 
Knoxville 

Pediatric  Critical  Care 
M.  A.  Reeves  Distinguished  Visiting  Pro- 
fessorship in  Nutrition 
College  of  Medicine  30  Year  Reunion 


Knoxville 

April  31-May  2 Family  Practice  Update — Gatlinburg 


Jan.  9-10 
Jan.  23 
Feb.  27-28 

April  24 
May  14-15 
June  24-27 
Aug.  6-7 
Aug.  12-15 

Oct.  19-24 


Chattanooga 

Refractive  Surgery  Update 
Arthritis 

Tennessee  Chapter,  American  College  of 
Physicians 

Resident  Research  Day 

Current  Concepts  in  Cancer 

Family  Medicine  Review 

Infectious  Diseases — Williamsburg,  Va. 

Menopause:  Consequences  and  Treatment 

Strategies — Napa  Valley,  Cal. 

Emergency  Medicine  Review 


For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office 
of  Continuing  Medical  Education,  University  of  Tennessee 
College  of  Medicine,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)  528-5547. 
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EAST  TENNESSEE  STATE  UNIVERSITY 

Feb.  27-28  Advanced  Trauma  Life  Support 
May  30  Tough  Psychiatry  Problems  in  Medical  Prac- 

tice— Gatlinburg 

For  information  contact  Ramona  Miller,  Ph.D.,  Program 
Coordinator,  Office  of  CME,  Quillen-Dishner  College  of 
Medicine,  Box  19660A,  Johnson  City,  TN  37614,  Tel.  (615) 
929-6204. 


IN  SURROUNDING  STATES 


BOWMAN  GRAY 

Feb.  26-28  Advanced  Perinatal  Ultrasound  Seminar  (co- 
sponsored by  Dept,  of  Radiology,  Orlando 
Regional  Medical  Center) — Buena  Vista 
Palace  Hotel,  Lake  Buena  Vista,  Fla.  Cred- 
it: 14  hours  AMA  Category  1.  Fee:  $325. 

For  information  contact  Dr.  Frederick  W.  Kremkau,  Di- 
rector, Center  for  Medical  Ultrasound.  Bowman  Gray  School 
of  Medicine,  300  S.  Hawthorne  Road,  Winston-Salem,  NC 
27103,  Tel.  (919)  748-4505. 


OF  SPECIAL  INTEREST 


MEDICAL  CONFERENCES,  INC. 

March  8-13  8th  Annual  Mammoth  Mountain  Emer- 
gency Medicine  Ski  Conference — Mammoth 
Lakes,  Calif.  Credit:  20  hours  AMA  Cate- 
gory 1.  Fee:  $350. 

For  information  contact  Medical  Conferences,  Inc.,  P.O. 
Box  52-B,  Newport  Beach,  CA  92662,  Tel.  (714)  650-4156. 


PACIFIC  INSTITUTE  OF  CME 

March  9-13  Hawaii  87:  Critical  Issues  in  Primary  Care — 
Waiohai  Hotel,  Poipu  Beach,  Kauai,  Ha- 
waii. Credit:  20  hours  AMA  Category  1. 

For  information  contact  Valerie  Murray,  Pacific  Institute 
of  Continuing  Medical  Education,  P.O.  Box  1059,  Koloa, 
Kauai,  HI  06756,  Tel.  (808)  742-7471. 


UNIVERSITY  OF  KANSAS 

Jan.  28-29 

Advanced  Cardiac  Life  Support  Provider 
Course 

March  1-7 

Internal  Medicine  Symposium — Cancun, 
Mexico 

March  16 

Common  Problems  in  Gastroenterology 

March  25-26 

Advanced  Cardiac  Life  Support  Provider 
Course 

March  31 

Sam  E.  Roberts  Nutrition 

April  1 

What’s  New  in  Diabetes 

April  2-3 

Pediatrics 

April  24-26 

37th  Annual  Anesthesiology  Symposium 

April  29-30 

12th  Annual  Family  Practice  Symposium 

May  1 

31st  Annual  Infectious  Diseases  Symposium 

May  15 

Kansas  Medicine 

For  information  contact  Eileen  Buttron,  Office  of  Contin- 
uing Education,  University  of  Kansas  Medical  Center,  39th 
& Rainbow,  Kansas  City,  KS  66103,  Tel.  (913)  588-4494. 


announcement/ 


CALENDAR  OF  MEETINGS 


NATIONAL 


Jan. 

15-18 

American  Academy  of  Psychoanalysis — 
Halloran  House,  New  York 

Jan. 

16 

American  Association  of  Certified  Allerg- 
ists— Las  Vegas 

Jan. 

16 

Association  for  the  Care  of  Asthma — Las 
Vegas 

Jan. 

17-21 

American  College  of  Allergists — Las  Vegas 

Jan. 

22-27 

American  Academy  of  Orthopaedic  Sur- 
geons— San  Francisco 

Jan. 

22-27 

American  Orthopaedic  Foot  and  Ankle  So- 
ciety— Hyatt  Union  Square,  San  Francisco 

Feb. 

5-6 

American  Association  of  Psychiatric  Serv- 
ices for  Children — New  Orleans 

Feb. 

12-14 

Society  of  University  Surgeons — Columbus, 
Ohio 

Feb. 

18-27 

American  Academy  of  Allergy  and  Immu- 
nology— Washington,  D.C. 

Feb. 

19-22 

American  College  of  Nuclear  Physicians — 
San  Francisco 

Feb. 

22-26 

Radiation  Research  Society — Westin  Peach- 
tree, Atlanta 

Feb. 

22-27 

American  College  of  Medical  Imaging — Lake 
Tahoe,  Nev. 

Feb. 

23-27 

Society  of  Toxicology — Washington,  D.C. 

PRACTICE  OPPORTUNITIES 

The  Tennessee  Physician  Placement  Service  acts 
as  a clearinghouse  for  private  practice  physicians 
seeking  a Tennessee  community  in  which  to  establish 
a practice,  whether  solo,  partnership,  group  or  salar- 
ied position  is  your  preference.  This  is  accomplished 
by  allowing  physicians  seeking  associates  and  com- 
munities seeking  a physician  to  list  their  opportunity. 
We  then  disseminate  this  information  to  inquiring  phy- 
sicians. Our  service  also  assists  physicians  interested 
in  public  health,  mental  health  or  physicians  with  a 
National  Health  Service  Corps  obligation.  There  is  no 
charge  for  this  service. 

For  further  information,  please  contact: 
Physician  Placement  Service 
Tennessee  Department  of  Health  and  Environment 
100  9th  Avenue  North 
Nashville,  Tennessee  37219 
(615)  741-7308 
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Highlights  of  the  TMA  Board  of  Trustees  Meeting 

October  12,  1986 


The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 

Association  at  its  regular  fourth  quarter  meeting  at  TMA  Headquarters  in  Nashville  on  Oct.  12,  1986. 

THE  BOARD: 

Received  a report  from  Dr.  Thurman  L.  Pedigo  that  the  TMA-IPA  has  a total 
of  1,088  members  to  date.  The  TMA-IPA  Task  Force  has  entered  into  a con- 
tractual arrangement  with  Bay  State  HMO  Management  Company  of  Boston 
to  conduct  a feasibility  study.  The  Board  voted  to  authorize  the  TMA-IPA 
Steering  Committee  to  incorporate  the  IPA. 

Received  a report  from  TMA  Staff  Attorney  Jere  Sue  Adams  that  the  Ten- 
nessee Association  of  Civil  Justice  Reform  (of  which  TMA  is  a member)  has 
hired  a public  relations  firm  to  develop  strategies  for  coalition  efforts.  A total 
of  301  individual  TMA  physician  members  have  joined  the  coalition. 

Received  a report  from  TMA  Executive  Assistant  Mark  Greene  that  the  Gov- 
ernor’s Task  Force  on  Tort  Reform  had  concluded  its  hearings  and  would  be- 
gin work  on  its  final  report  later  in  the  month.  TMA  leaders  provided  well- 
organized  testimony  in  each  hearing  location,  as  did  SVMIC. 

Received  a report  from  Dr.  Ted  Galyon  on  the  initial  meeting  of  the  TMA 
Hospital  Medical  Staff  Section  Committee.  The  committee  has  adopted  gov- 
erning principles  for  approval  by  the  TMA  Board.  The  Board  voted  to  appoint 
Dr.  John  R.  Nelson,  Jr.  of  Knoxville  as  chairman  of  the  Hospital  Medical  Staff 
Section  until  the  initial  Section  meeting  on  March  1,  1987,  in  Nashville. 

Perinatal  Advisory  Received  a report  from  Dr.  Hays  Mitchell  on  his  testimony  at  a public  hearing 

Committee  Regulations  conducted  by  the  State  Perinatal  Advisory  Committee.  Dr.  Mitchell  reported 

that  no  testimony  was  given  in  support  of  the  proposed  perinatal  regulations. 

Scientific  Affairs  Committee  Received  a report  from  TMA  Executive  Assistant  John  Grant  that  a total  of 

14  medical  specialty  society  programs  have  been  approved  for  Category  1 CME 
credit  in  conjunction  with  the  152nd  annual  meeting  of  TMA,  April  8-11,  1987. 

TMA  Auxiliary  Received  a report  from  TMA  Auxiliary  president,  Mrs.  Allen  Edmonson,  on 

Auxiliary  activities. 

SVMIC  Received  a report  from  Dr.  James  Royal  that  SVMIC’s  Loss  Prevention  Sem- 

inars would  be  limited  to  five  or  six  during  1987  and  each  would  consist  of 
one-half  day  sessions.  A $2-million  dividend  to  stockholders  has  been  de- 
clared. Dr.  Lewis  noted  that  the  number  of  claims  for  the  year  has  decreased 
but  has  increased  in  severity. 

Received  a report  from  Dr.  Clarence  Sanders  that  Mid-South  has  signed  a new 
contract  with  HCFA  and  that  precertification  has  been  reduced  to  five  proce- 
dures. He  urged  physicians  to  continue  to  use  the  published  guidelines  to  avoid 
difficulties  and  noted  that  readmissions  will  have  more  review  than  in  the  past. 

Impaired  Physician  Committee  Received  a report  from  Dr.  Charles  Thorne,  chairman  of  the  TMA  Impaired 

Physician  Committee,  requesting  renewal  of  the  medical  director’s  contract  at 
the  current  salary  level,  including  a provision  for  vacation  time,  back-up  or 
“on-call”  services  during  the  director’s  leave  time,  and  support  of  AMA’s  re- 
quest of  participation  in  an  impaired  physician  system  pilot  project.  The  Board 
voted  to  renew  Dr.  David  Dodd’s  contract  at  the  same  salary  level  with  a 
provision  to  include  four  weeks’  vacation.  The  Board  voted  to  refer  to  the 
Finance  Committee  the  Impaired  Physician  Committee’s  request  for  providing 
“on-call”  services  during  Dr.  Dodd’s  leave  time.  The  Board  voted  to  approve 
participation  in  the  multi-state  data  base  on  impaired  physicians. 


Mid-South  Foundation 
for  Medical  Care 


TMA-IPA  Status  Report 


Tort  Reform  Coalition 


Governor’s  Task  Force  On 
Tort  Reform 


Hospital  Medical  Staff  Section 
Committee 
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CME  Committee  Appointment 


Medicaid  Formulary 
Advisory  Committee 

Advisory  Committee  on 
Health  Care  Cost  Data 

Crippled  Children’s 
Advisory  Committee 


Primary  Care  Clinics 
Committee  Name  Change 


Voted  to  appoint  Dr.  J.  Kelley  Avery  of  Nashville  to  the  Committee  on  Con- 
tinuing Medical  Education. 

Voted  to  submit  the  name  of  Dr.  Charles  W.  White  for  consideration  of  reap- 
pointment to  the  State  Medicaid  Formulary  Advisory  Committee. 

Voted  to  submit  the  name  of  Dr.  Thurman  L.  Pedigo,  Sr.  for  consideration  of 
reappointment  to  the  State  Advisory  Committee  on  Health  Care  Cost  Data. 

Voted  to  submit  the  names  of  Drs.  Thomas  P.  Graham,  Jr.  of  Nashville,  Reu- 
ben Bueno  of  Nashville,  and  Dave  Alexander  of  Nashville;  and  Drs.  Thomas 
W.  Orcutt  of  Nashville,  John  C.  Frist,  Jr.  of  Nashville,  and  William  Gavigan 
of  Nashville  for  consideration  of  appointment  to  the  Crippled  Children’s  Ad- 
visory Committee. 

Voted  to  approve  the  name  change  of  the  committee  to  Primary  Care  Liaison 
Committee. 


AMA  Young  Physicians  Voted  to  submit  as  nominees  for  TMA  delegate  to  the  AMA  Young  Physicians 

Section  Delegate  Section  the  following  TMA  members:  Drs.  Cris  Fleming  of  Memphis;  Terry 

W.  Smith  of  Chattanooga,  and  Gary  Samples  of  Cookeville. 


TMA  Contract  Voted  to  refer  to  the  Executive  Committee  consideration  of  the  feasibility  of 

Evaluation  Service  continuing  TMA's  contract  evaluation  service. 


Appointment  to  Voted  to  appoint  Dr.  Ralph  Wesley  as  ex-officio  member  of  the  TMA  Legis- 

Legislative  Committee  lative  Committee. 


AMA  Adolescent 
Health  Program 

X-Ray  Training 
Seminars 


Proposed  1987 
TMA  Budget 

National  Rural 
Health  Conference 


Voted  to  approve  TMA’s  participation  in  the  AMA  Adolescent  Health  Project 
if  Tennessee  is  the  state  selected  for  implementation  of  the  pilot  project. 

Received  a report  from  Executive  Director  L.  Hadley  Williams  that  211  indi- 
viduals have  received  training  in  the  TMA  sponsored  X-ray  Training  Seminars 
in  1986.  The  Board  voted  to  continue  the  basic,  chest  and  extremities  x-ray 
training  in  1987  with  deferral  of  spine,  skull  and  abdomen  x-ray  training  until 
state  regulatory  issues  are  resolved. 

Voted  to  approve  the  proposed  1987  budget,  with  estimated  expenditures  of 
$1,335,500  and  a total  estimated  income  of  $1,420,500. 

Voted  to  cosponsor  the  U.S.  Rural  Health  Conference  in  1987  with  no  staff 
time  or  expenditure  of  funds.  r ^ 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

July  8, 1986 


Members  Present:  I.  Lee  Arnold,  M.D. 

Duane  C.  Budd,  M.D., 

Acting  Chairman 
Howard  R.  Foreman,  M.D., 
Secretary 

Alvin  J.  Ingram,  M.D. 

Members  Absent:  John  H.  Burkhart,  M.D., 

President 

Others  Present:  Ray  Hall,  Director, 

Health  Related  Board 
Patricia  Newton,  Attorney 
Kennetha  Sawyers,  Attorney 
Louise  Blair,  Admin.  Assistant 

The  meeting  was  called  to  order  at  8:30  am  by  Dr. 
Duane  C.  Budd,  who  was  appointed  chairman  for  the 
meeting  in  the  absence  of  Dr.  John  Burkhart,  presi- 
dent. 

The  minutes  from  the  May  6-8,  1986  meeting  were 
approved  as  submitted. 

X-ray  Operators 

Louise  Blair  gave  a report  of  the  rulemaking  hear- 
ing held  July  1,  on  X-ray  Operator  Rules  and  Regu- 
lations and  presented  to  the  Board  the  minutes  from 
this  hearing  along  with  the  transcription  of  the  testi- 
mony given  by  the  following:  Thomas  R.  Duncan, 
M.D.,  radiologist,  president  of  the  Tennessee  Radio- 
logical Society;  Henry  P.  Pendergrass,  M.P.H.,  M.D., 
professor  of  radiology,  Vanderbilt;  S.  Julian  Gibbs, 
Ph.D.,  radiation  biologist,  Vanderbilt;  W.B.  Cren- 
shaw, M.D.,  urologist,  Nashville;  Oscar  Carter,  M.D., 
urologist,  Nashville;  Robert  F.  Baker,  M.D.,  general 
practitioner,  Sparta;  Donald  H.  Bradley,  M.D.,  gen- 
eral practitioner,  Sparta;  Robert  M.  Buchanan,  Jr., 
M.D.,  dermatologist,  Nashville;  David  Trillett,  R.N., 
Plaza  Urology  Group,  Chattanooga;  Cynthia  White, 
x-ray  operator,  Plaza  Urology  Group,  Chattanooga; 
and  Phyllis  B.  Irwin,  R.T.,  educator,  Nashville. 

The  following  were  present  at  this  meeting  (July  8) 
and  testified  concerning  the  X-ray  Operator  Rules: 
Richard  Laskey,  M.D.,  urologist,  Chattanooga; 
Thomas  R.  Duncan,  M.D.,  radiologist;  Oscar  Carter, 
M.D.,  urologist;  William  T.  Mathes,  Jr.,  M.D.,  oto- 
laryngologist, Johnson  City;  Henry  Pendergrass,  M.D., 
radiologist;  and  Diane  George,  R.T. 

After  considering  the  testimony  on  July  1,  the  tes- 
timony at  the  meeting,  and  other  reports,  the  Board 
made  the  following  decisions:  To  allow  a person  to  be 
“grandfathered  in”  if  they  have  had  at  least  six  years 
experience  out  of  the  last  ten  years  as  had  been  pre- 
viously decided.  For  all  others  additional  training  would 
be  required  as  follows: 

For  a certificate  limited  to  chest  radiography:  20 
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clock  hours  of  the  basic  course  plus  5 clock  hours  in 
chest  radiology  with  40  clock  hours  of  supervised  clin- 
ical practice.  For  a certificate  limited  to  extremities:  20 
clock  hours  of  the  basic  course  plus  20  clock  hours  in 
extremities  with  80  clock  hours  of  supervised  clinical 
practice.  For  a certificate  limited  to  abdomen  and  spine: 
20  clock  hours  of  the  basic  course  plus  20  clock  hours 
in  abdomen  and  spine  with  80  clock  hours  of  super- 
vised clinical  practice.  For  a certificate  limited  to  skull 
and  sinuses:  20  clock  hours  of  the  basic  course  plus  20 
clock  hours  of  the  skull  and  sinuses  with  40  clock  hours 
of  supervised  clinical  experience.  For  a certificate  lim- 
ited to  chest  and  extremities:  20  clock  hours  of  basic 
course  plus  5 clock  hours  in  chest  and  20  clock  hours 
in  extremities  with  40  clock  hours  supervised  clinical 
practice  in  chest  and  80  clock  hours  supervised  clinical 
practice  in  extremities. 

After  completing  the  training,  an  examination  would 
be  required,  and  upon  passing  the  examination  and 
obtaining  the  clinical  experience,  a certificate  will  be 
issued  by  the  Board  in  the  specific  credential  in  which 
the  training  and  experience  have  been  obtained. 

The  courses  and  examinations  in  abdomen  and 
spine,  and  skull  and  sinuses  will  be  developed  and  ap- 
proved by  the  Board. 

Applications  for  examination,  reciprocity,  and 
grandfathering  for  x-ray  operators  were  approved. 
These  will  be  printed  and  ready  in  time  for  the  ones 
who  are  eligible  to  take  the  limited  scope  examination 
in  chest  and/or  extremities  in  October. 

Phyllis  Irwin  and  Ann  H.  Watson  submitted  a course 
in  chest  and  extremities  for  the  Board’s  approval.  The 
Board  will  approve  the  course  provided  Mrs.  Irwin  and 
Mrs.  Watson  give  further  information  on  equipment  to 
be  used,  location  of  training,  etc.  This  course  is  iden- 
tical to  the  one  developed  by  Mrs.  Laverne  Gurley, 
Memphis. 

Applications 

Reciprocity  applications  for  Drs.  Esmond  L.  Arrin- 
dell,  Richard  P.  Garvin,  Theodore  Koss,  Thomas  W. 
McDonald,  Lewis  A.  Sellinger,  and  Charles  E.  Michae- 
lis  were  unanimously  approved.  The  reciprocity  appli- 
cations for  Drs.  David  L.  Case,  Scott  DeVous,  Alorpius 
Thomas  Mangan,  and  David  J.  Neilsen  were  tabled 
since  they  were  not  present.  The  reciprocity  applica- 
tion for  Dr.  John  L.  Moody  was  denied  since  this  was 
the  second  time  he  had  failed  to  show  at  a meeting. 
Drs.  Soon  Sup  Kim,  Philip  B.  Pierre-Louis,  and  George 
A.  Rincon-Perez  had  requested  to  appear  before  the 
Board  for  reconsideration.  None  of  these  had  received 
a passing  score  on  the  old  FLEX.  The  Board’s  deci- 
sion was  that  they  did  not  meet  Tennessee’s  require- 
ments. If  they  retook  FLEX  and  received  a passing 
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score,  they  could  then  be  considered  for  a Tennessee 
license.  The  reciprocity  application  for  Dr.  Shelley  C. 
Sellinger  was  denied  since  she  is  a graduate  from  one 
of  the  suspect  Caribbean  schools  and  has  not  complet- 
ed a three-year  AMA  approved  residency.  Upon  com- 
pletion of  such  a residency,  she  may  reapply  with  a 
letter  of  recommendation  from  the  chief  of  the  resi- 
dency program.  The  reciprocity  application  for  Dr. 
Jack  R.  Woodside  was  approved  with  the  following  re- 
strictions: he  is  placed  on  indefinite  probation  and  he 
must  remain  under  the  advocacy  of  the  TMA  Im- 
paired Physician  Program.  A letter  will  be  written  to 
accompany  the  license  stating  these  facts  and  signed 
by  the  Secretary  of  the  Board. 

The  FLEX  application  for  Dr.  Ollie  Mae  Gatewood 
was  tabled  since  she  was  not  present. 

The  reinstatement  application  for  Dr.  Anice  F.  Pe- 
ters was  unanimously  approved  by  the  Board. 

Hearings 

Dr.  Willard  West  was  charged  with  unprofessional, 
dishonorable,  or  unethical  conduct;  gross  malpractice, 
or  a pattern  of  continued  or  repeated  malpractice,  ig- 
norance, negligence  or  incompetence  in  the  course  of 
medical  practice,  dispensing,  prescribing  or  otherwise 
distributing  any  controlled  substance  or  any  other  drug 
not  in  the  course  of  professional  practice,  or  not  in 
good  faith  to  relieve  pain  and  suffering,  or  not  to  cure 
an  ailment,  physical  infirmity  or  disease.  The  Board 
accepted  an  agreed  order  that  Dr.  West  be  found  guilty 
of  negligence  in  the  course  of  medical  practice  and  that 
it  is  factual  that  he  has  prescribed  controlled  sub- 
stances in  such  manner,  amount  or  duration  as  to  con- 
stitute negligence  in  the  course  of  medical  practice.  He 
is  to  surrender  his  DEA  number  for  90  days  and  is 
placed  on  probation  for  two  years. 

Dr.  Richard  Coriale  was  charged  with  unprofes- 
sional, dishonorable  or  unethical  conduct;  conviction 
of  a felony,  conviction  of  any  offense  under  state  or 
federal  drug  laws,  or  conviction  of  any  offense  involv- 
ing moral  turpitude;  dispensing,  prescribing,  or  other- 
wise distributing  any  controlled  substance  or  any  other 
drug  not  in  the  course  of  professional  practice,  or  not 
in  good  faith  to  relieve  pain  and  suffering,  or  not  to 
cure  an  ailment,  physical  infirmity  or  disease  and  en- 
gaging in  the  practice  of  medicine  when  mentally  or 
physically  unable  to  safely  do  so.  This  was  a default 
hearing  since  Dr.  Coriale  had  been  properly  notified 
but  was  not  present.  His  license  had  been  summarily 
suspended  on  July  27,  1984.  The  Board  was  presented 
certified  copies  of  where  he  was  convicted  of  two  fel- 
ony counts  on  Sept.  11,  1984  in  the  circuit/criminal 
court  of  Hardeman  County,  Tennessee.  The  Board’s 
finding  of  fact  was  that  Dr.  Coriale  had  violated  TCA 
63-6-214(a)(10)  by  committing  a felony  and  they  found 
him  guilty  as  charged.  Therefore,  the  Board  unani- 
mously voted  to  revoke  his  license. 

Dr.  Ray  Hampton  was  charged  with  unprofessional, 
dishonorable,  or  unethical  conduct;  habitual  intoxica- 
tion or  personal  misuse  of  any  drugs  or  the  use  of  in- 
toxicating liquors,  narcotics,  controlled  substances,  or 
other  drugs  or  stimulants  in  such  manner  as  to  ad- 
versely affect  the  person’s  ability  to  practice;  and  en- 
gaging in  the  practice  of  medicine  when  mentally  or 
physically  unable  to  safely  do  so.  This  was  a default 


hearing  since  Dr.  Hampton  had  been  notified  but  was 
not  present.  The  Board  was  presented  with  evidence 
that  the  Georgia  composite  State  Board  of  Medical 
Examiners  had  summarily  suspended  Dr.  Hampton’s 
license  since  they  found  that  his  continued  practice 
would  be  detrimental  to  the  public  health,  safety  and 
welfare  and  that  he  may  have  been  unable  to  practice 
medicine  with  reasonable  skill  and  safety  to  patients 
by  reasons  of  illness  or  use  of  alcohol,  drugs,  narcot- 
ics, chemicals  or  any  other  type  of  material,  or  as  a 
result  of  any  mental  or  physical  condition.  The  Board 
accepted  the  evidence  that  Dr.  Hampton  has  become 
unable  to  practice  due  to  the  summary  suspension  by 
the  state  of  Georgia  and  found  him  guilty  as  charged 
and  voted  that  his  Tennessee  license  be  suspended  in- 
definitely. 

Dr.  Carol  P.  Vandiveer-Gorban  was  charged  with 
the  following:  Respondent  may  have  violated  the  pro- 
visions of  the  Medical  Practice  Act  by  engaging  in  the 
practice  of  medicine  when  mentally  or  physically  un- 
able to  safely  do  so;  habitual  intoxication  or  personal 
misuse  of  any  drugs  or  the  use  of  intoxicating  liquors, 
narcotics,  controlled  substances,  or  other  drugs  or 
stimulants  in  such  manner  as  to  adversely  affect  the 
person’s  ability  to  practice  medicine.  Respondent  has 
on  a series  of  occasions  self-prescribed  a number  of 
controlled  substances  including  but  not  limited  to  nar- 
cotic analgesics  and  has  received  treatment  for  a psy- 
chiatric condition  during  the  year  1985.  The  Board  ac- 
cepted an  agreed  order  to  require  Dr.  Gorban  to 
submit  to  a psychiatric  evaluation  for  the  purpose  of 
determining  whether  she  is  competent  to  practice  psy- 
chiatry in  the  state  of  Tennessee.  Said  evaluation  shall 
be  performed  by  Dr.  Richard  Treadway  for  the  pur- 
pose of  advising  the  Board  regarding  the  referenced 
competency  question  as  soon  as  possible. 

Dr.  Richard  Sambat  was  charged  with  prescribing, 
dispensing  or  otherwise  distributing  controlled  sub- 
stances in  such  a manner  and  in  such  quantities  as  to 
create  in  patients  the  habit  of  addiction  or  dependence 
on  said  drugs,  if  said  habit  or  addiction  did  not  previ- 
ously exist;  prescribing,  dispensing  or  otherwise  dis- 
tributing to  patients  controlled  substances  not  in  good 
faith  to  relieve  pain  and  suffering,  or  not  to  cure  an 
ailment,  physical  infirmity  or  disease;  and  prescribing, 
dispensing  or  otherwise  distributing  controlled  sub- 
stances to  patients  in  violation  of  the  laws  of  the  state 
of  Tennessee  and  of  the  United  States  of  America. 
Dr.  Sambat  requested  a continuance  and  the  Board 
granted  the  continuance  by  accepting  an  agreed  order 
that  Dr.  Sambat  voluntarily  desist  from  the  practice  of 
medicine  effective  July  8,  1986,  pending  a hearing  be- 
fore the  Board  and  that  Dr.  Sambat  will  surrender 
physical  possession  of  his  license  to  practice  medicine 
in  the  state  of  Tennessee  to  the  attorney  for  the  Board. 

Dr.  Bobby  Watts’  hearing  was  continued  at  the  re- 
quest of  Dr.  Watts. 

Dr.  Marvin  Polsky  petitioned  the  Board  for  rein- 
statement of  his  medical  license  which  was  revoked  for 
failure  to  register  March  1,  1980.  The  Board  had  pre- 
viously refused  to  reinstate  his  license  based  on  an  or- 
der of  the  Texas  Board  of  Medical  Examiners.  Dr. 
David  Dodd  appeared  as  advocate  for  Dr.  Polsky  re- 
questing that  his  license  be  reinstated.  The  Board 
granted  the  reinstatement  of  Dr.  Polsky’s  license  with 
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a two-year  probationary  period;  during  the  two-year 
period  his  practice  will  be  limited  to  the  practice  sites 
of  Memphis  Mental  Health  Center  or  Bolivar;  the 
Board  will  require  quarterly  reports  from  the  Impaired 
Physician  Program  and  from  Dr.  Knot;  at  the  end  of 
two  years  should  Dr.  Polsky  wish  to  have  the  restric- 
tions on  his  license  lifted,  he  will  be  required  to  meet 
before  the  Board  with  that  request;  he  should  bring 
reports  from  his  psychiatrist  and  the  Impaired  Physi- 
cian Program  with  him. 

Dr.  Anthony  D,  Casparis’  license  was  suspended  on 
Oct.  30,  1985,  for  alcoholism.  He  was  present  to  peti- 
tion the  Board  for  a lifting  of  this  suspension.  Dr. 
David  Dodd  was  present  as  advocate  for  Dr.  Casparis. 
The  Board  lifted  suspension  of  license  with  the  follow- 
ing restrictions:  total  abstinence  of  alcohol;  obtain 
physician  to  prescribe  Antabuse  or  whatever  treat- 
ment to  assist  him  in  staying  off  alcohol,  and  notify 
Board  who  that  is;  submit  to  random  drug  screening; 
never  strike  wife  or  anyone  else;  attendance  at  a min- 
imum of  three  to  four  AA  meetings  per  week  for  two 
years;  attend  a caduceus  meeting  every  week  for  two 
years;  continue  under  the  advocacy  of  the  Impaired 
Physician  Program  and  come  back  before  Board  at  the 
end  of  two  years  if  he  wants  these  restrictions  lifted. 

Dr.  Michael  Perkins — an  agreed  order  was  entered 
into  on  Sept.  24,  1985.  Dr.  Perkins  has  been  appar- 
ently unable  or  unwilling  to  understand  what  he  had 
agreed  to  in  the  agreed  order  previously  entered  into 
by  him.  A new  order  was  drawn  as  follows  that  Dr. 
Perkins  shall  be  mentally  evaluated  by  Drs.  Glenn 
Wright,  William  G.  Wood,  and  Robert  G.  Hutchins, 
that  the  results  of  said  mental  examination  be  reported 
to  the  Board,  in  care  of  Patricia  L.  Newton,  assistant 
general  counsel,  Department  of  Health  and  Environ- 
ment, 287  Plus  Park  Blvd.,  Nashville,  TN  37219-5407, 
for  the  Board  to  take  further  action  as  necessary. 

Dr.  Joe  P.  Moss,  Jr.  was  charged  with  unprofes- 
sional, dishonorable,  or  unethical  conduct;  habitual  in- 
toxication or  personal  misuse  of  drugs  or  the  use  of 
intoxicating  liquors,  narcotics,  controlled  substances, 
or  other  drugs  or  stimulants  in  such  manner  as  to  ad- 


versely affect  the  person’s  ability  to  practice  medicine 
and  that  respondent  has  personally  used  and  misused 
controlled  substances  to  such  an  extent  and  in  such  a 
manner  that  his  condition  has  required  medical  inter- 
vention on  more  than  one  occasion.  Dr.  Moss  pre- 
sented himself  informally.  Dr.  David  Dodd  appeared 
as  his  advocate.  The  Board  accepted  an  agreed  order 
as  follows:  limit  license  to  two  years’  probation;  re- 
main under  the  advocacy  of  the  Impaired  Physician 
Program  by  following  their  contract;  submit  to  random 
screening,  and  report  back  to  Board  at  the  end  of  two 
years. 

The  reciprocity  application  for  Dr.  Kalidas-Shan- 
taram  Sahetya  was  denied  since  he  did  not  have  an 
office  in  Tennessee  which  was  close  to  Vanderbilt 
where  he  would  be  admitting  patients.  Also,  doing  the 
type  procedure  he  planned  and  not  being  available  was 
felt  to  be  a dangerous  practice. 

Letters 

A letter  from  Dr.  Thornton  E.  Bryan,  professor  and 
chairman.  Department  of  Family  Medicine,  U.T.  Col- 
lege of  Medicine,  Memphis,  concerning  the  Board’s 
policy  of  not  approving  foreign  medical  graduates  to 
sit  for  FLEX  until  after  the  completion  of  the  one  year 
of  training.  He  would  like  the  Board  to  consider  al- 
lowing these  resident  physicians  to  sit  for  FLEX  in  June 
after  completion  of  only  11  months.  Upon  advice  from 
counsel,  the  Board  must  continue  to  require  the  com- 
pletion of  a full  year  since  this  is  set  out  in  TCA  63-6- 
207  and  the  Board  could  not  change  the  requirement. 

A letter  from  Raymond  D.  Salman,  administrative 
provost,  St.  George’s  School  of  Medicine,  Grenada, 
West  Indies,  concerning  the  possibility  of  appearing 
before  the  Board  to  make  a formal  presentation  about 
the  school’s  program.  After  due  consideration,  the 
Board  decided  that  this  was  not  necessary  and  a letter 
will  be  written  to  Mr.  Salman  thanking  him  for  the 
offer  but  informing  him  it  will  not  be  necessary  for 
him  to  make  the  trip  to  Tennessee. 

There  being  no  further  business,  the  meeting  ad- 
journed at  4:30  pm.  r ^ 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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The  Tennessee  Medical  Associatioi 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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1986  MEMBERSHIP  ROSTER 
TENNESSEE  MEDICAL  ASSOCIATION 

An  alphabetical  listing  of  members  of  the  Tennessee  Medical  Association  by  county  medical  society 
is  published  as  a service  to  the  membership.  An  asterisk  (*)  denotes  physicians  exempt  from  dues. 

A dash  ( — ) denotes  a student  member. 


BEDFORD  COUNTY  MEDICAL  SOCIETY 

BARNES.  DONALD  I)  , SHELBYVILLE 
BEAVERS.  LANA  SHAKOS,  SHE  L P Y V I L LE 

w CHAMBERS,  WALLACE  LEE,  S H H L B Y V 1 L L t 

* COOPER,  ALBERT  Let,  SHCLHYVILLE 
OtKKYHEKRY,  JOHN  S,  SHELBYVILLI 

» FARRAR,  TAYLOK,  S HE  L B Y V ILL! 

EEL U HA US,  JOSEPH  H,  SHELBYVILLE 
JAYAKLDY,  E^ANR  LORENZ.  SHELBYVILLF 
JOHNSON,  SUE  PAINE  WELCH,  S H E L B Y V ILLfc 
MACNUSON,  C Aw  UL  Lt  NT,  SHtLPYV ILLE 
MtLSUN,  DANNY  HP,  SHELBYVILLE 

* MUULOER , UKALt  E,  SHELBYVILLI 
UwNHY,  f R L 0 DILLARD,  HELL  RUCKLE 
KICH,  EARL  EREE-AN,  SHELtJYVILLE 
RICHARDS,  AUBREY  THUS.  SHELBYVILLE 

* ROGERS,  BE  N J CARL,  SHELBYVILLf 
SELLS  JR,  SAMUEL  P,  SHELBYVILLE 
SHUT!  , ANNE  MARIE,  SHELBYVILLf 

S T IMPS  C‘N,  CHARLES  L,  SHELBYVILLE 
STUBBLEFIELD,  CARL  THUS,  SHELBYVILLE 
w(l"ACK,  SARA,  SHELBYVILLE 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

A L I , MAYSUUN  SHOCAIR,  WAVERLY 
A L I , SUHH1  DAwUO  SUfUIH,  WAVERLY 
BLACKBURN,  WM  H,  CAMUEN 
BLANTON,  HAROLD  L,  CUURTLANO,  AL 
BOURNE  JR,  HUBERT  I,  CAMDEN 
RUTTERWORTH,  JOE  S,  C A " O E N 
HAM",  EMILE  Y,  WAVERLY 
HARTLEY,  MARK  F,  WAVERLY 
LAWSON,  JAMES  J,  NEK  JOHN  SONV  * L E 
MCCLURE,  WALLACE  JOE,  w A V F R L Y 
SKELTON,  M ANGELA,  WAVERLY 
STEPHENS,  JOS  R " , WAVERLY 
STONE,  RICHARD  A,  WAyERLY 
WALKER,  ARTHUR  WINIREY,  WAVERLY 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

AGEE,  OLIVER  KING,  MARYVILLE 
AHN,  KYUNG  M,  MARYVILLE 
BtARU,  MARVIN  RUB  ISON,  MARYVILLE 
BELL,  W KEN,  “ARYVILLE 
BLANKS,  HILLY  HARRELL,  MARYVILLE 
BOLLINGER  JR,  JOHN  A,  MARYVILLE 
BOREN,  JOHN  H,  MARYVILLE 
BURKHART,  PATRICK  H,  MARYVILLE 
CALLAWAY  JR,  HENRY  A,  MARYVILLE 
CALLAWAY,  JAMtS  MILLER,  MARYVILLE 
CASON,  PtTER  LEE,  LUUISVILLE 
CHRISTOFEERSUN,  JAMES  w,  MARYVILLE 
CLINE,  KIM,  LENOIR  CITY 
CLINE,  RICHARD,  MARYVILLE 
COWAN,  JUHN  UAVIU,  MARYVILLE 
CROWUER,  CLAY  G,  MARYVILLE 
CROWDER.  WM  WILSON,  MARYVILLE 
DORR,  DAVID  C,  KNOXVILLE 
DURAND  III,  CHARLES  G,  MARYVILLE 
ELLINGTON,  ERIC  PATRICK,  MARYVILLE 
ELLIOTT,  WM  EARL,  MARYVILLE 
ELMORE,  OALE  B,  MARYVILLE 
EVANS,  SAMUEL  D,  MARYVILLE 
FARRA,  FRED  T,  MARYVILLE 
FINNEY  JR,  RAYMOND  A,  MARYVILLE 
ELICKINGER,  TED  LAWRENCE,  MARYVILLE 
GALLAGHER,  MICHAEL  P,  MARYVILLE 
GREEN,  BRUCE  QUINTON,  LOUISVILLE 
HARALSON  III,  ROBT  HATTON,  MARYVILLE 

* HARALSON  JR,  ROBT  H,  MARYVILLE 
HATFIELD,  CHAS  NEWMAN,  MARYVILLE 
HAUN  JR,  LOUIS  EUGENE,  MARYVILLE 
HE  I NY , JEROME  JAMES,  MARYVILLE 
HENDERSON  JR,  JOS  S,  ALCOA 

* HENRY,  JAMES  SPENCEk,  ALCOA 
HOFFMANN,  PAUL  WILERIED,  MARYVILLE 
HOLDER,  JAMES  THOS,  MARYVILLE 
HOLMES,  GREGURY  M,  MARYVILLE 
HOWARD,  CECIL  R,  MARYVILLE 
HUFFMAN,  JOHN  RAYMOND,  MARYVILLE 
INGRAM  III,  JOHN  JACKSON,  MARYVILLE 
ISBELL  JR,  HOMER  L,  MARYVILLE 
JACKSON,  RICHARD  EVAN,  MARYVILLE 
JARVIS,  S CRAIG,  MARYVILLE 
JENKINS,  BAS  I A IRENE  M,  KNOXVILLE 
KAMPERMAN,  CULIN  LEE,  ALCOA 
KIEFER,  STEPHEN  K,  MARYVILLE 
KINTNER,  ELGIN  P,  MARYVILLE 

* LAMBETH,  S A ML  S,  MARYVILLE 
LAUGHMILLER,  ROY  W,  MARYVILLE 

* LENTZ,  JULIAN  C,  FAYETTEVILLE,  NC 


LtYEN,  ROBT  E,  MARYVILLE 
MANORELL,  JOE  THUS,  ALCOA 

o MANNING,  JOHN  FRANKLIN,  MARYVILLE 
MARMUN,  KENNETH  wALOO,  MARYVILLE 
MCAMIS,  JOHN  CARL,  MARYVILLE 
MCCROSKEY,  OAVIO  L,  MARYVILLE 
MCKINNON  JR,  NORMAN  A,  MARYVILLE 
MILLARD,  JAMES  HENRY,  MARYVILLE 
MUORE,  WILLIAM  R,  MARYVILLE 
MYNATT,  RICHARD  J,  TOWNSEND 
MYNATT.  ROBT  D,  MARYVILLE 
NtLSUN,  HtNKY  SPERRY,  MARYVILLE 
PERSHING,  STEPHEN  D,  MARYVILLE 
PETERSON,  MARVIN  DEAN,  MARYVILLE 

* PHELAN,  JACK  STANISLAUS,  MAKYV  ILLf 
P1TTENGER,  JUHN,  MARYVILLE 
PROFFITT,  JAMES  NICHOLAS,  MARYVILLE 
PROFFITT,  ROBT  DAVID,  MARYVILLE 

* RAMSEY,  RAINARO  PERCY,  MARYVILLE 
PAPER,  CHAS  ALLEN,  MARYVILLE 
RICCIAROI,  JAMES  EDWARD,  MARYVILLE 
RORFRTS  Jk , JACK  T,  MARYVILLE 
ROMANS,  ALLAN,  MARYVILLE 
SEATUN,  ROBERT  W,  "ARYVILlf 
SIMPSON  JK,  USCAR  L,  MARYVILLE 
SMALLEY  JK,  J BRYAN,  MARYVILLE 
SMUCKLEP,  ALAN  LEE,  MARYVILLE 
SU“MEKVILLE  JR,  LEWIS  C,  MARYVILLE 
THOMPSON,  BRYAN  BROOKS,  MARYVILLE 
THURSTON,  TIMOTHY  wM,  MARYVILLE 
TULHURST,  GE  UK  Gp  E,  MARYVILLf 
VANDERGRIEE,  HARRIS  T,  MARYVILLf 
WEATHERBEE,  TaYLUK  r.AKSUN,  MARYVILLE 
WEBB,  JUHN  V,  MARYVILLf 

WHITE,  RICHARD  H,  “ARYVILLE 
YARBOROUGH,  JOHN  A,  MARYVILLE 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

ALOR1CH,  wM  T,  CLEVELANU 
ANDERSON,  D A V It),  CLEVELAND 
APPLING,  JOHN  MORGAN , CLEVELAND 
AKNOLU  JR,  CHAS  wM,  CLEVELAND 
BATCHELOR,  MARVIN  R,  CLEVELAND 
BEASLEY,  ROBERT  ALAN,  CLEVELAND 
BENTON  III,  OLIVER,  CLEVELAND 
BESING,  JUHN  wM,  CLEVELAND 
BOWERS,  WILLIAM  I),  CLEVELAND 

brewer,  randall  j.  Cleveland 

BRYAN,  JOHN  MILTUN,  CLEVELAND 
BYERS,  GLtN  MARSH,  CLEVELAND 
BYRD,  JACK,  CLEVELANU 
BZIK,  PETER,  CLEVELAND 
CHAFFIN,  UAVIU  C,  CLEVELAND 
Chambers,  john  Wallace,  Cleveland 

CHASTAIN  Jk,  CHALMER,  CLEVELAND 
CHASTAIN,  ALLAN  CHALMER,  CLEVELAND 
CHASTAIN,  KENT,  CLEVELANU 
CLARK,  MARC  LEwIS,  CLEVELANU 
COFER,  ROBT  HARRISON,  CLEVELAND 
CULFMAN,  KONALO  S,  CLEVELAND 
COLLINS,  LARkY  C,  CLEVELAND 
DEVANE,  JERRY,  CLEVELANU 
DEVANE,  JU  LEE,  CLEVELAND 
DOLL,  ROBtRT,  BENTON 
DUNCAN,  EUOIE  NORRIS,  CLEVELAND 
FORD,  DENNIS  CLIEEGRO,  CLEVELAND 
FOUNTAIN,  MARTHA  TOY,  LENCIR,  NC 
GIBSON,  DUNALO  BAKER,  CLEVELAND 
GULDMAN,  MAURICE  S A ML , CLEVELAND 
GRAFTON  JR,  EUWlN  G,  CLEVELAND 
HAMBY,  OONALU  LYNN,  CLEVELAND 
HAMILTON,  HOWARD  KEN,  CLEVELAND 
HARTING,  UON  C,  CLEVELAND 
HUGHES,  CHAS  RICHARD,  CLEVELAND 
JOHNSON  JR,  WM  FRANK,  CLEVELAND 
JOHNSON,  DANIEL  V,  CLEVELAND 
JOHNSON,  WM  W,  CLEVELAND 
JONES  JR,  FRANK  KELLEY,  CLEVELAND 
KIM,  STEVEN,  CLEVELAND 
KIMBALL,  CECIL  HARRY,  CLEVELAND 
KNABB,  JAMES,  CLEVFLANO 
KNIGHT,  C DE  WAYNE , CLEVELAND 
KYLE  JR,  CLYDE  A,  CLEVELAND 
LEE,  WM  REECE,  CUPPERHILL 
LEISY,  MARILYN,  CLEVELAND 

* LOWE,  JAMES  CECIL,  CLEVELANU 
MAULL,  JOHN,  LENOIR,  NC 
MCKINNEY  JR,  EDWARD  D,  CLEVELAND 
MCNULTY,  JOHN  STEPHEN,  CLEVELAND 
MITCHELL,  HAYS,  CLEVELAND 
MONNIG,  JACK  ANTHONY,  CLEVELAND 
MURPHY,  BILL  H,  CLEVELAND 
MURPHY,  JOHN  ALLEN,  CLEVELAND 
MUTHS,  FREDERICK  A,  CLEVELAND 


NEWTON,  NICHULAS.  CLEVELAND 
UBERG,  RICHARD,  CLEVELAND 
OZAWA,  I I E 0 , CLtVELANO 
PIERCE,  t HARRIS,  CLEVELAND 
PUwELL,  JOHN  MANLEY.  CLEVELAND 
PROFFITT,  WM  I,  CLEVELAND 
ROB  INSUN,  UUNALO  EDWIN,  CLEVELAND 
RUGNESS,  JOHN  A,  CLEVFLANO 
ROMAINE,  CHAS  BOYD,  CLEVELANU 
SCRUGGS,  EENTIJN  LEE.  CLEVELAND 
SHOEMAKER,  KENNETH  E,  CLEVELAND 

« SMITH,  WM  R,  HILTON  HEAD  IS,  SC 
SNODDY,  JANET  ELIZABETH,  CLEVELAND 

* STANBERY,  wM  CECIL,  CLEVELAND 
STAN OR  IDOL,  JOHN  B,  CLEVELAND 
STONE,  JAMES  PATTERSON,  CLEVELAND 
SWART  JR,  EUwIN  GIFFURO,  CLEVELANU 
TAYLUK,  UwEN  L,  CLEVELAND 
ThURMAN,  JAMES  RUBT,  CLEVELAND 
TILSON,  EURREST  HL A I N , CLEVELAND 
VANCE,  DANIEL  B,  CLEVELAND 
YOUNGEP,  CLYDE  P,  CLEVELAND 

BUFFALO  RIVER  VALLEY  MEDICAL  SOCIETY 

ALDERSON,  CHAi  MALCOLM,  PARSUNS 
ANAND,  VEEN  A,  HUHFNWALD 
ANAND,  VIRENUER,  HUHENWALD 
AVERETT,  S T f Plfl- N L,  LINDEN 
BAYLOR,  fUwAkU  M,  HUHENwALU 

* BLENDER,  w I LL I A M , LINDEN 
COLEMAN,  ROBT  M,  DICKSON 

* CUOK,  WILLIAM  n,  PRImm  SPRINGS 
ELROD,  PARKER  DAVID,  CENTERVILLE 
FUSNES.  JEFFREY  CARL,  CENTERVILLE 
HULLAOAY,  BERTIE  L,  CENTERVILLE 
MCGfE,  REBECCA  C,  CENTERVILLE 
TURNER  JK,  GORDON  H,  LINDEN 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

BURRELL,  JOHN  S,  LAKE  CITY 

CLINE  JR,  ELIJAH  GRADY,  LA  FULLETTE 

COHEN,  THUS  LEONARD,  LA  EOLLETTE 

CRUTCHFIELD,  JAMtS  DONALD,  LA  FOLLETTE 

DAY,  GEUKGF  LOUIS,  HARROGATE 

FARRIS,  JA»FS  CLARENCE,  LA  EOLLETTE 

GILES,  JAMES  w,  LAFULLETTE 

HALL  III,  RONALD  0 A K E R , LAFULLETTE 

HARTMAN,  RONALD  0,  JE-LLICO 

(SHAM  , CHARLES  AUBREY,  LAFULLETTE 

JUSTS,  JUHN  R,  CORBIN,  KY 

PRATER,  CHAS  ALVIN,  JELLICO 

* SEARGEANT  JR,  LEE  JESS,  LA  EULLfTTF 
SHIH,  YIU-FEL,  LA  FULLETTF 
STAFFORD,  WILLIAM  LEWIS,  JELLICO 
THOMPSON,  GEU  STANLEY,  HARROGATE 
WALKER,  JESSE  LEE,  JELLICO 
WILKENS.  CHAS  HENRY,  JELLICO 
WUCO,  BURG  I N HENRY,  LA  EOLLETTE 

CARTER  COUNTY  MEDICAL  SOCIETY 

ARCHIE,  DAVID  S,  JOHNSON  CITY 
BASSAL,  ALY  A,  ELIZABETHTC’N 
BREMER,  JONATHAN  S,  ELIZABETHTON 
BRONSUN , S MARTIN,  ELIZABETHTON 
BURIK,  NICHOLAS  P,  ELIZABETHTON 
CHAMBERS,  GARY  R,  ELIZABETHTON 
CRUZ  JR,  TEOUOR ICO  P,  ELIZABETHTON 
DAVIS,  FLU  YD , BLOWING  RUCK,  NC 
GALLAhEP,  RICHARD  GRANT,  ELIZABETHTON 
GALLOWAY,  RICHARD  EUGENE,  ELIZABETHTUN 
GASTINFAU,  JERRY  LEE,  ELIZABETHTON 
HERRIN,  C BOMAK,  JOHNSON  CITY 
HOPLANO,  ARNOLD  0,  ELIZABETHTON 
LAING,  BRENT  D,  ELIZABETHTON 
MARTIN  JR,  RICARUU  S,  ELIZA8ETHTUN 
MAY,  FLOYU  E,  ELIZABETHTON 
MAY,  W JOYCE,  ELIZABETHTON 

* PEARSON,  ELMER  TYLER,  ELIZABETHTON 
PERRY,  EDGAR  EUGENE,  ELIZABETHTON 
SLAGLE,  DAVID  J,  ELIZABETHTON 
TAYLOR,  TEOFORO  STEVE,  ELIZABETHTON 
WALTER,  ROBERT  E,  ELIZABETHTON 
WELLS,  CHARLES  J,  ELIZABETHTON 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

ABRAMSON,  JEROME  H,  CHATTANOOGA 
ADAMS  JR,  JESSE  EARL,  CHATTANOOGA 

* AOAMS  JR,  JOHN  W,  CHATTANOOGA 
ADCOCK,  CHARLES  R,  SO  PITTSBURG 
ADKINS,  CARL  K,  CHATTANOOGA 
AIKEN,  MICHAEL  M,  CHATTANOOGA 
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A1KFN,  WM  PRICMOKE,  CHATTANOUCA 
AKIN,  EOCAK  UANL,  CHATTANOOGA 
ALBRITTON,  JOHN  THUS,  CHATTANOOGA 
ALLCN,  BILLY  JASON,  OOL  I E W A H 
ALLTN,  GEORGE  E,  CHATTANOOGA 
ALPER,  CHAS  H,  CHATT  ANUUGA 

* ANDFKSCN,  HARRY  S,  CHATTANOOGA 
ANOIKSON,  STEVEN  k,  CHATTANOOGA 
APYAN,  PAUL  M,  CHATTANOOGA 

<■  ARMSTRONG,  JONATHAN  J,  LOOKOUT  MTN 
ARNOLD,  COLEMAN  LEE,  CHATTANOUGA 
AKNOLU,  I K A L,  CHATTANOUGA 
ATKINSON,  JOS  SPKUTT,  CHATTANOOGA 
AVERY  , JUEL  EUGENE,  CHATTANOOGA 

* BALLARC  Jk,  FREO  «,  SIGNAL  MTN 
BANKS  JR,  WOODRUFF  A,  CHATTANOOGA 
BANKS.  S AML  LOUIS,  CHATTANOOGA 
BARFDOY,  VENKATA  « R,  CHATTANOOGA 
BARNES.  0 A V If)  R,  CHATTANOOGA 
BARNETT  III,  ROBERT  M,  CHATTANOUGA 
BARNETT,  FRANCE'S  H,  wHlTWELL 
BARTLETT,  OAVIO  0.  CHATTANOOGA 
BAUTISTA,  JUANCHO  C,  HIXSON 
BEAHM,  THU MAS  ",  CHATTANOOGA 
BECHARO,  DOUGLAS  L,  CHATT  ANUUGA 
BERGLUND.  ROBERT  K,  CHATTANOUGA 
BESEMANN,  EBERHARO  FRANZ , CHATTANOOGA 
BINDER.  SAME  S,  CHAT  T ANUUGA 

bishop,  frank  e.  Chattanooga 

* BISHOP,  «M  RUSSELL,  LOOKOUT  MTN 
BLAKE,  CHAS  ALAN,  HARRISON 
BLOUNT  JR,  HENRY  C,  CHATTANOOGA 
BOAT  Wk  IGHT , CATHERINE  A,  CHATTANOOGA 
BOATWRIGHT,  KUHT  w,  HIXSON 

BUAZ  JR,  LONNIE  ROY,  CHATTANOOGA 
BOEHM,  PETER  ERIC,  CHATTANOUGA 

* BOEHM,  WALTER  EOwARO,  CHATTANOOGA 
BOEHM,  WALTER  MICHAEL,  CHATTANOUGA 
BUISER,  ANITA  M AO  R I A , HIXSON 
BUISER,  ARISTIDES  L,  HIXSON 
BULINGFR.  JOHN  MCCALLIE,  CHATTANOOGA 
BONDER,  MICHAEL  IAN,  CHATT  ANUOGA 
BOWOEN  JR,  HARVEY  0,  CHATTANOOGA 
BOWERS  JR,  JFMISON  0,  CHATTANOOGA 
BOWERS,  RUBT  EUGENE,  CHATTANOOGA 
BOWNOS,  CHARLES  P.  FIKEVILLE 
BOXFLL,  JUHN  FREDERICK,  CHATTANUOGA 
BRACKETT,  WM  DAVID,  CHATTANOOGA 
BRAMMER.  SHELBY  R,  LOOKOUT  MTN 

* BRANNEN,  FRANK  S,  CHATTANOOGA 
BREMER  JR,  JOEL  LErIS,  CHATTANOOGA 
BRICE,  CHARLES  TERRY,  CHATTANOOGA 
BRIGHT  III,  THOMAS  C,  CHATTANOOGA 
BRIM!,  JOHN  BENJ,  HIXSON 
BROAUSTONt,  PAUL  A,  CHATTANOOGA 
BROOKSBANK.  RONALD  C.  CHATTANOOGA 
BROWN,  HUGH  P,  CHATTANUOGA 
BROWN,  NEIL  CHAS,  CHATTANOOGA 
BRYANT,  JOHN  FRANK,  CHATTANOUGA 
BUCHANAN  JR,  THUS  F,  CHATTANOOGA 
BUCHNER  III,  EOWAKO  F,  CHATTANOUGA 
BUCHNER,  WM  FRANCIS,  CHATTANUOGA 

* BULLARD,  ARCH  H,  CHA 1 T ANUOGA 

* BURKE,  JOHN  ARTHUR,  HILTON  HEAD  ISL,  SC 
BURNS,  RANDEL  PHILLIP,  CHATTANOOGA 
BUTTRAM  JR,  WM  R,  CHATTANCOCA 
BUTTRAM,  THOS  LATHAM,  CHATTANOOGA 
CAINE  JR.  WINSTON  P,  CHATTANOOGA 
CALDWELL,  GARY  BLAINE,  CHAT! ANUUGA 
CALHOLN  JR,  CALVIN  LE  b , CHATTANOOGA 
CAMPBELL,  DONALD  ROSS,  CHATTANOUGA 
CAMPBELL,  WILLIAM  O'NEAL,  CHATTANOOGA 
CANNON,  OUN  ALLEN,  CHATTANOOGA 

* CANNON,  GEO  MARSHALL,  SIGNAL  MOUNTAIN 

* CANON,  MAURICE  A,  CHATTANOOGA 
CARR,  MICHAEL  GRADY,  CHATTANOOGA 
CARROLL,  RAMUN  LEONARO,  CHATTANOOGA 
CAUGHRAN,  BENNETT  W,  CHATTANOOGA 
CAUGHRAN,  DONALO  G,  CHATTANUOGA 
CH'IEN,  LAWRENCE  TIEN-TSO,  CHATTANOOGA 
CHADWICK,  OAVIO  AIREY,  CHATTANOOGA 
CHAMBERLAIN  II.  MORROW,  CHATTANOOGA 
CHANDRA,  CHANNAPPA,  HIXSON 

* CHASTAIN,  CLEO,  SAN  ANTUNIO,  TX 
CHENG,  TIEN  H,  CHATTANUOGA 
CLARK,  C ROBT , LUOKUUT  MTN 
CLARK,  MURRELL  0,  CHATTANOOGA 
CLEAVELANO,  CLIFTON  RANCE,  CHATTANOUGA 
CLEMENTS,  JOEL  BENJ,  CHATTANOOGA 
COOOINGTON,  ROBT  CHAS,  CHATTANOOGA 
COLLINS,  DAVID  NEWTON,  CHATTANOOGA 
COLLINS,  JOHN  RICHARD,  CHATTANOOGA 
CONN,  ERIC  HADLEY,  CHATTANOOGA 

COOK,  THOMAS  ANOKEW,  CHATTANOUGA 
COOPER,  FLOYD  C,  CHATTANOOGA 
COREY  JR,  JAMES  HICKS,  CHATTANOOGA 
COX,  GEO  E DW IN,  CHATTANOOGA 
COX,  JOHN  MICHAEL.  CHATTANOOGA 
COX,  SUE  CLARKE,  CHATTANOOGA 
CRAFT,  PHIL  DOUGLAS,  CHATTANOOGA 
CRAIG,  ROBERT  E LEE,  CHATTANOOGA 
CRANWELL,  JOHN  0,  CHATTANOOGA 
CRAWLEY  JR,  JAMES  F,  CHATTANOOGA 
CRAWLEY  JR,  WILLIAM  D,  ROSSVILLE,  GA 
CREECH,  ROBERT  H,  CHATTANOOGA 
CREEL  JR,  JAMES  HEATON,  CHATTANOOGA 
CROWELL,  JOHN  M,  CHATTANOOGA 

* CURREY,  JOE  T,  CHATTANOUGA 


CURREY,  THOS  WOODRUFF,  CHATTANOOGA 
CURTIS,  THOS  H,  CHATTANOOGA 
OAGHLIAN,  BEORUS  D,  HIXSON 
DAHRLING  II,  BRUCE  E,  CHATTANOOGA 
OANIELL,  MALCOLM  BUTLER,  CHATTANOOGA 
OAVIOSON,  DEANNA  STARR,  CHATT  ANUOGA 
OAVIS  JR,  JAMES  PHILLIP.  CHATTANOOGA 
OAVIS,  CHARLLS  M,  CHATTANOOGA 
OAVIS,  JAMES  WILSON,  CHATTANUOGA 
OAVIS,  JIMMY  B,  CHATTANUOGA 
OAVIS,  LARRY  w,  CHATTANOOGA 
OAVIS,  TIMOTHY  P,  CHAT  T ANOCGA 
OF  RUITER,  PETER  LOUIS,  CHATTANOUGA 
DEMOS,  ROBT  G,  CHATTANOUGA 
DICKINSON,  ELIZABETH  B.  CHATTANOUGA 
DICKSON,  RICHARD  C.  CHATTANOOGA 
OUDOS,  JOS  JAMES,  CHATTANOOGA 
DODSON,  DAVID  BRYAN,  CHATTANOOGA 
DOLAN,  PATRICK,  CHATTANOOGA 


DONALDSON,  RICHARD 
DONALDSON,  WICHAKO 
DOUGLAS , MICHAEL, 
DOWELL.  WM  CURTIS, 
DUWLEN,  STEVEN  H, 
DRAKE,  JAMES  ROBT, 
OR  AKE , ROBERT 


B,  CHATTANOOGA 
WM,  CHATTANOOGA 
CHATTANOOGA 
H I X S UN 
CHATTANOOGA 
CHATTANOOGA 
CHATT  ANOCGA 


GA 


DRESSLFR,  STANLEY  JAY,  CHATTANOOGA 
ORUCKER,  UA  V I U HABER,  CHATTANOOGA 
OUCKETT,  WILLIAM  0,  HIXSON 
DUFFY,  "ARY  A,  CHATTANOOGA 
DUGAN,  PHILIP  JFRALO,  CHATTANOOGA 
OUVOISIN,  PETER  MARC,  CHATTANOOGA 
OwYER,  WM  KNOwLES,  CHATTANOOGA 
OYER  JR,  wM  CARL,  CHATTANOOGA 
EHERLE,  OAVIO  E,  CHATTANOOGA 
ELLIS,  JUHN  CLYDE,  CHATTANOOGA 
ELMORE,  HORACE  L,  BRIDGEPORT,  AL 
ELROD,  eRUCE  A,  FT  OGLETHORPE,  GA 
ENJFTI,  SURESF,  CHATTANOOGA 
EPLFY,  JUHN  M,  CHATTANOOGA 
ESTEP,  DENNIS  PAUL,  FT  UGLETHUPPt. 

EVANS  JR,  HENRY  C,  SIGNAL  MOUNTAIN 

EVANS.  JOHN  1 HOS . CHATTANOGGA 

FYSSEN,  JAMES  EDWARD,  CHATTANOOGA 

FAIN  III,  GUY  F,  CHATTANOOGA 

FARR,  JOHN  F,  CHATTANOOGA 

FEINBERG,  EDWARD  B,  CHATTANOOGA 

FEINTOCH,  THtUOURF  API),  CHATTANOOGA 

FEIST,  WILLIAM  £ , CHATTANOOGA 

EENNE  wALU,  CLARENCF  L,  HIXSON 

FERNANDEZ  CRUZ,  PAZ  A,  CHATTANOOGA  « 

FLETCHER.  RICHARD  V,  CHATTANOOGA 

FOLEY,  JAMES  MITCHELL,  CHATTANOOGA 

FORD,  AUGUSTUS  C.  CHATTANOOGA 

FOWLER,  WM  ROBT,  CHATTANUOGA 

FRANK,  STUART  AMES,  CHATTANOOGA 

FRANKLIN  III,  SELMON  T,  CHATTANOOGA  * 

FRANKLIN,  JUHN  OAVIO,  CHATTANOGGA  * 

FRYE  JR,  AUGUSTUS  H,  CHATTANUOGA 

GALBRAITH,  JOHN  NEIL,  CHATTANOOGA 

GANOHI,  JITENUkA  U.  CHATTANOOGA 

GAZALEH,  SHAwN,  CHATTANOOGA 

GEER,  MICHAEL,  CHATTANOOGA 

GEFTER,  JEFFREY  W,  CHATTANOOGA 

GEFTER,  MONICA  AVIVA  LEHER,  HIXSON 

GIBSON  JR,  GEO  CLIVE,  CHATTANOOGA 

GILES  JR,  ROBT  H,  SIGNAL  MOUNTAIN 

GILLLY,  EDWIN  WAYNE,  HIXSON 

GINSBERG,  JOEL  FINE,  CHATTANOOGA 

GIPSON,  BRUCE  M,  PIKEVILLE 

GLFFFE  JR,  RALPH  E,  UEEK  PARK,  CA 

GOLLEY,  DEAN  w,  SARASOTA,  FL 

GOODLAO,  JAMtS  K,  CHATTANOOGA  * 

GUOOMAN,  MICHAEL  wM,  SIGNAL  MTN 

GOTHARO,  AL  wALTON,  CHATTANOOGA 

GRAEUB  JR,  CHARLES  MAX,  HIXSON 

graham  III,  Frank  b,  Chattanooga 
GRAVES,  CHAS  G,  OUNLAP 
GRAVES,  JOS  WILBURN,  CHATTANOOGA 
GREEN,  WILLIAM  ROY,  SODDY 

GREER,  MICHAEL  SPENCER,  CHATTANOOGA  * 

GREER,  WM  C.  CHATTANOOGA 

GRIMSLEY,  MARK  S,  HIXSON  « 

GRISSOM,  WALLACE  OOYLE,  CHATTANOOGA 
HACKWORTH  JR,  JOHN  BIBLE,  SOUTH  PITTSBURG 
HAGOOO  JR,  ROBT  B,  CHATTANOOGA 
HALEEN,  ARON,  CHATTANOOGA 
HALL,  OAVIO  PARKS,  CHATTANOOGA 
HAMMOCK,  MARY  CANNON,  CHATTANOOGA 
HAMPTON  III,  FOSTER  T, 

HANKINS,  JORDAN  hENRY, 

HANKINS,  KATHERINE  S, 

HAREN,  VINCENT  JAMES, 

HARNSBERGER,  BENJ  0 ANL 


CHATTANOOGA 
CHATTANOOGA 
SIGNAL  MOUNTAIN 
CHATTANOOGA 
, CHATTANOOGA 


HARRISON,  ELLIOTT  F,  VENICE,  FL 
HARVEY,  HATHAWAY  K,  CHATTANOOGA 
HASKINS,  DREWKY  EDGAR,  RINGGOLD,  GA 
HAVRON  JR,  WILLIAM  S,  CHATTANOOGA 
HAVRON,  JAMES  BLACKMAN,  SOUTH  PITTSBURG 
HAWKINS,  CHAS  W,  CHATTANOOGA 
HAWKINS,  J HENRY,  CHATTANOOGA 
HAWKINS,  PAUL  EOISON,  HIXSON 
HAWKINS,  STEPHEN  S,  CHATTANOOGA 
HAYES  JR,  CAULEY  WILBUR,  CHATTANOOGA 
HAYES,  JAMES  MARTIN,  AIR  FORCE 
HAYES,  THOMAS  E,  FT  OGLETHORPE,  GA 
HEADRICK  JR,  WM  L,  SOUTH  PITTSBURG 
HEADRICK,  JAMES  R,  CHATTANOOGA 


HEOOEN,  JAMES  w,  CHATTANOOGA 
HELLMANN  SR,  ROBERT  S,  CHATTANOUGA 
HENNING,  HARULO  BERGER,  CHATTANOUGA 
HENRIKSEN,  JENS  OAVIO,  COLLEGEOALE 
HENRY,  WARREN  B,  CHATTANOOGA 
HERRICK,  C NEIL,  CHATTANOOGA 
HE  Y WOO  0 III,  HUMPHREY  B,  CHATTANOOGA 
HICKEY,  HUMEK  OAVIO,  CHA  IT  ANUOGA 
HICKS,  CHERYL  SUSAN,  SIGNAL  MTN 
HIGHTSHUE,  OAVIO  CLAYTUN,  CHATTANOOGA 
HILOEBRANU,  MICHAEL  E,  00  THAN,  AL 
HIXSON,  JACK  OUAK,  CHATTANOOGA 
HU  8 AC  K JR,  JAMES  WILLIAM,  CHATTANUOGA 
HOONETT,  CARY  G,  CHATTANOOGA 
HUFMEISTEK,  RICHARD  G,  CHATTANOOGA 
HOLLIDAY  JR,  POPE  «,  CHATTANOOGA 
HONG,  MOON  WHA,  CHATTANOOGA 
HOOPER,  CHAS  MC  UUwELL,  CHATTANOOGA 
HOPPE,  RUDOLPH  AUGUST,  CHATTANOOGA 
HOPPER,  RICHARD  E,  CHATTANOOGA 
HOUSE,  JOHN  U,  CHATTANOOGA 
HU  W I C K JR,  JUHN  R,  CHATTANOUGA 
HUA,  VIN-PAUL,  PALMER 
HUFFSTUTTER,  JOSEPH  E,  CHATTANOUGA 
HUGHES,  ALAN  D,  CHATTANOOGA 
HUGHES,  CHARLES  P,  CHATTANOOGA 
HUNT,  NOEL  CLARENCE,  CHATTANOOGA 
HUTCHERSON,  WM  POWELL,  CHATTANOUGA 
HwANG,  LI-MIN,  CHATTANOOGA 
INGRAM,  DALE  C,  CHATTANOOGA 
ISBELL,  D,  CHATTANOOGA 
JAMES,  DABNEY,  CHATTANUOGA 
JAMES,  DEwITl  B,  CHATTANOOGA 
JEMISON,  DAVID  MARSHALL,  CHATTANUOGA 
JENSEN,  ROBT  LLOYD,  COLLEGEDALt 
JEONG,  YUNE  GILL,  CHATTANOOGA 
JEZEWSKI,  DUN  JULE,  FORT  OGLETHORPE,  GA 
JOHNSON  Jk,  J PAUL.  CHATTANUOGA 
JOHNSON,  EOWARD  DOwNEY,  SALE  CREbK 
JONES,  GERALU  ISOM,  CHATT  ANUUGA 
JONES,  HARRY  E,  HILTON  HE  A 0 , SC 
JONES,  RUGER  L,  CHATTANUOGA 
JONES,  RUSSELL  A,  CHATTANOOGA 
JORDAN,  CASSELL  AMANDA,  CHATTANOOGA 
KAORIE,  HYTHAM  AL I , CHATTANOOGA 
KAPLAN,  HYMAN  «,  CHATTANOOGA 
KATO,  YUTAKA,  CHATTANOOGA 
KELLEY,  PATRICK  ALAN,  CHATTANUOGA 
KENNEDY,  CHARLES  OAVIO,  CHATTANOOGA 
KENNEDY , JUHN  HENKY,  HIXSON 
KILLEEF.EK,  JOHN  JACOB,  CHATTANOOGA 
KIM,  WAYNE  Y,  CHATTANOOGA 
KIMSEY,  CHAS  w,  CHATTANOOGA 
KING  JR,  WALTER  HUGHEY,  CHATTANOUGA 
KINKEL,  OUNALO  MERRIL,  CHATTANOOGA 
KIRBY,  CHARLES  A,  CHATTANOOGA 
KIRK,  CURwOOD  L,  CHATTANUOGA 
KISTLER,  GENE  HAVILAND,  SIGNAL  MOUNTAIN 
KNIGHT,  EKANK  H,  CHATTANOCCA 
KOSANCVICH,  MICHAEL.  CHATTANUOGA 
KRAUSE,  RICHARD  ALAN,  CHATTANOOGA 
KRUEGER,  SYLVIA  LYNNE,  CHATTANOOGA 
KUCHLER,  LINTON  LUUIS,  CHATTANOOGA 
KUNOA,  SARMA  H , CHATTANOOGA 
KUTZNER,  WALDEMAR,  COLLEGEOALE 
KUZUCL,  ETHEM  YILDIRIM,  CHATTANOOGA 
LABRADOR  JR,  OANIEL  P,  CHATTANOOGA 
LABRACOR,  IRENE  J,  CHATTANOOGA 
LANSFCRO  JR,  FREDERICK  D,  CHATTANOOGA 
LARAMCRE.  JOHN  WADE,  CHATTANOOGA 
LASKY,  RICHARD  S AML , 

LASSITER,  LAWRENCE  H, 

LAVECCHIA  JR,  JOS  V, 

LAWRENCF  JR.  HARRY  M, 

LAWWILL  JK,  STEWART, 

LECHLER,  DONALD  R,  CHATTANOOGA 
LEWIS  II,  JAY  FREDERICK,  CHATTANOOGA 
LEWIS.  ALLEN  OAVIO,  SIGNAL  MOUNTAIN 
LIN,  GEORGE  HER-CHING,  DAYTON 
LITTELL  III,  LESTER  F,  CHATTANOOGA 
LITTELL  JR,  LESTER  F,  DAYTON 
LIU,  CHUNG  YUEN,  CHATTANOOGA 
LIVINGSTON,  PHILIP  H,  CHATTANOOGA 
LODGE— SHERWOOD,  ELIZABETH,  CHATTANOOGA 
LOM8AROI,  V ALAN,  CHATTANOOGA 
LONG,  IRA  MORRIS,  CHATTANOOGA 
LOVE,  MICHAEL  ALLAN,  CHATTANOOGA 
LOYO,  JAMES  ALAN,  SIGNAL  MOUNTAIN 
MABE,  ROBT  E,  CHATTANOOGA 
MAC  GUIRE  JR.  WM  B,  CHATTANOUGA 
MAC  NAUGHTON  JK,  OAVIO  V,  CHATTANOOGA 
MACKLER,  DONALD  F,  CHATTANOOGA 
MAJEEO,  SHAHUL  J,  CHATTANOOGA 
MALOONAOO,  LUIS  GONZALO,  SIGNAL  MOUNTAIN 
MANCE,  CORNELIUS  J,  HIXSON 
MARSH,  CLARENCE  BkUCE  , CHATTANOOGA 
MARSH,  WM  HOLLISTER,  CHATTANOOGA 
MASSOUO,  HOSSEIN,  CHATTANOOGA 
MATTHEWS,  WILLIAM  EDWIN,  CHATTANOOGA 
MAY,  MARIAN  G,  HIXSON 
MCCALL.  COOPER  H,  CHATTANOOGA 
MCCALLIE,  OAVIO  P,  CHATTANOOGA 
MCCRAVEY,  AUGUSTUS,  CHATTANOOGA 
MCCRAVEY,  JOHN  WELLS,  NEW  YORK,  NY 
MCDONALO  JR.  CHARLES  0,  CHATTANOOGA 
MCDOUGAL,  JOHN  SMALL,  CHATTANOOGA 
MCELROY,  GEORGE  R,  CHATTANOOGA 
MCGAULEY  JR,  JOHN  R,  CHATTANOOGA 


CHATTANOOGA 

CHATTANOOGA 

CHATTANOOGA 

CHATTANOOGA 

CHATTANOOGA 
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MCGKAh  JR,  RALPH,  CHATTANOOGA 
MCGUIRE,  SUSAN  KAY,  CHATTANOOGA 

* MCINTOSH,  BULL  E,  CHATTANOOGA 
MCKINNEY,  JAMB'S  B,  CHATTANOOGA 
MCLEAN,  GEORGE  WALLACE,  CHATTANOOGA 

* MCMILLAN,  JAMES  GUROUN,  JASPER 
MCNEILL,  THOMAS  PINCKNEY,  CHATTANOOGA 
MERCADO,  AVELINJ  VELASCO,  CHATTANOOGA 
MERFOITH,  GARY  EUGENE,  CHATTANOOGA 
MEYER,  MELISSA  LEWIS,  CHATTANOOGA 
MiCHELSON.  MARIE  LOUISE,  CHATTANOOGA 
MILLER,  FRANK  J,  CHATTANOOGA 

* MILLER,  IRVIN  S,  ALEXANDRIA,  VA 
MILLER,  PHYLLIS  A EDWARDS,  HIXSON 
MILLER,  ROUT  T,  CHATTANOOGA 
MILLER,  THOMAS  P,  CHATTANOOGA 
MILLS,  DUN  GILBERT,  CHATTANOOGA 
MITCHELL  JR,  JERKY  WAYNE,  ChATTANUOGA 
MITCHELL,  ALLEN  M,  CHATTANOOGA 
MOLLOY,  RONALD  LYNN,  CHATTANOOGA 
MONROE,  ThOS  G.  PINE  RIOGE,  SO 

MUNT  AGUE , ROBERT  W,  CHATTANOOGA 

* MOORE,  HIRAM  BEENE,  SOUTH  PITTSBURG 
MURCAN,  JOHN  RONALD.  CHATTANOOGA 
MORRIS,  BRENT  STERLING,  CHATTANOOGA 
MORRISON,  RICHARD  CLARKE,  CHATTANOOGA 
MORROW  III,  SANFORD  H,  CHATTANOOGA 
MOSES,  THOMAS  EDWARD,  HIXSON 

MOSS,  WM  JOEL,  CHATTANOOGA 
MOTTO,  JOSEPH  A,  CHATTANUOGA 
MULLAUY  III,  THOMAS  E,  CHATTANOOGA 

» MURPHEY  JK,  LAY  B,  CHATTANOOGA 
MURRAY,  R SMITH.  CHATTANOOGA 
MYERS  SP,  ROBERT  W,  CHATTANUOGA 
NATAL,  FAuSTU  ACUSTA,  CHATTANOOGA 

* NATHAN,  MARVIN  M Y t-  k , CHATTANOOGA 
NEALL,  OAVIO  LAWRENCE,  CHATTANOOGA 
NELSON,  MERRILL  FREOLRICK,  HIXSON 

V NELSUN,  RUGEK  T,  wILCwOOO,  GA 

* NEUFELO,  RAYMOND  U,  SOUTH  AMERICA 

* NEWELL  JR,  £ 0 w A RO  THUS,  CHATTANOOGA 
NIPP,  RALPH  ELGIN,  CHATTANOOGA 
NOONAN,  DAVID  V,  CHATTANOOGA 
NORTON,  BARRY  PARKER,  CHATTANOOGA 
U'NFAL,  OAVIO  MfUFORU.  OHATTANOOGA 
OUOM,  ALAN  C,  CHATTANOOGA 
OROONEZ,  J ENkIOUE,  CHATTANOOGA 

* USWUNOSFN,  KUBT  N,  SIGNAL  MOUNTAIN 
OwENS,  ARTHUR  MELBOURNE,  DUNLAP 
OXEN HANDLER , RONALD  w,  CHATTANOOGA 

* PALLAS.  WM  CHAS,  CHATTANOOGA 
PARK,  IH  NOO,  FT  OGLETHORPE,  GA 
PARK,  JUNG  TAt,  wHITwFLL 
PARKER  II,  SAMUEL  8,  CHATTANUOGA 
PARKER,  CHRISTINE  W,  CHATTANOOGA 
PARKHURST,  HALTER  D,  CHATTANOOGA 

* PATTERSON,  R OB  T L.  CHATTANOOGA 
PATY  JR,  JOHN  GARLAND,  CHATTANOOGA 
PAYNE,  OOYCE  GFNE , CHATTANOOGA 
PAYNE,  STANLEY  RUSS,  CHATTANUOGA 
PEREZ,  MARTIN  ALLEN,  CHATTANOOGA 
PERKINS,  THORNTON  DFLUS,  CHATTANOOGA 
PERRIN,  MILLARD  FOY,  CHATTANUOGA 
PETERSON  JR,  WALTER  A,  CHATTANOOGA 
PETTY,  WESLEY  GLENN,  CHATTANUOGA 
PHILLIPS,  MICHAEL  0,  CHATTANOOGA 
PHLEGAR,  ROBERT  F,  CHATTANOUGA 
PICKETT,  JAMES  CLARKE,  CHATTANOOGA 
PITTS,  DAVID  B,  CHATTANUOGA 
POCHEOLY,  CARL,  CHATTANOOGA 
PUEHLEIN,  RICHARD,  HIXSUN 
POLLOCK,  PHILLIP  GARY,  CHATTANOOGA 
POMERANCE.  GLtNN  NOEL,  CHATTANOOGA 
PORTERA,  CHARLES  ANTHONY,  CHATTANOOGA 
POTDAR,  ANILKUMAK  S,  CHATTANUOGA 

* PRICE,  WM  HOUSTON,  MEMPHIS 
PUCKETT  III,  WALTER,  CHATTANUOGA 
QU1LLIAN,  JESSE  0,  CHATTANOOGA 
QUILL  IAN,  JOE  ANNE,  CHATTANOOGA 
QUINN,  JAMES  GILBERT,  CHATTANOOGA 
RAMSAY,  GEORGE  CRAIG,  SOOTH  PITTSBURG 
RAMSEY,  MILLARD  WRAY,  CHATTANOOGA 
RAWLINGS  JK,  MAURICE  S,  CHATTANOUGA 
RAWLINGS  SR,  MAURICE  S,  CHATTANOOGA 

* RAY,  CHAS  JACKSON,  CHATTANOOGA 
REDO Y , SUOHAKAR  K,  CHATTANOOGA 
REOISH,  MARTIN,  CHATTANOOGA 
REYNOLDS,  JAMES  EUGENE,  CHATTANOOGA 
REYNOLDS,  JAMES  MCKENDREE,  HIXSON 
REYNOLCS,  JOHN  R08T,  CHATTANOOGA 
RHOTON,  ALEXANDER,  CHATTANOOGA 
RICH,  JOHN  STEPHEN,  CHATTANOOGA 
RICHMOND  JR,  JAMES  P,  CHATTANOOGA 
RICHMOND,  KENNETH  C,  CHATTANOOGA 
RISSLING,  OELORIS  E,  CHATTANOOGA 
RITTENBERKY  JR,  ANDREW  B,  CHATTANOOGA 

* ROBERTS  JK,  GILBERT  M,  BOCA  RATON,  FL 
ROBINSON,  NEAL  ADAMS,  CHATTANOOGA 
ROGERS,  ALFRED  PERKINS,  CHATTANOOGA 
ROWE,  WM  EDWARD,  CHATTANOOGA 
ROWELL,  ESPERANZA  A,  CHATTANOOGA 
ROYAL,  JAMES  RICHARD,  ChATTANOOGA 
RUFFNER  JR,  B WINFRED,  CHATTANOOGA 
RUSSELL,  DON  JERE,  CHATTANOOGA 
RUSSELL,  WM  LEE,  CHATTANOOGA 

RYAN,  EUGENE  MONTFORO,  SOUTH  PITTSBURG 
SANTOS,  BE N J G,  CHATTANOOGA 
SCHEINBERG,  MARTY,  CHATTANOOGA 


SCHMITS,  G MICHAEL,  CHATTANOOGA 
SCHWARTZ,  HAROLD  ALAN,  CHATTANOOGA 
SCOTT  JR.  EOGAR  LbONARD,  CHATTANUOGA 
SCOTT,  WAYNE,  CHATTANOOGA 
SEAL,  MOLLY  ELAINE  ROGERS,  CHATTANOOGA 
SEITEKS  JR,  GEORGE  Z,  CHATTANOOGA 
SELZER,  JERROLO  LEE,  CHATTANUOGA 
SBMAN,  CHARLES  FREDERICK,  CHATTANOOGA 
SENOELE,  UEBOkAH  0,  CHATTANOOGA 
SENOELE,  ROBERT  L,  CHATTANOUGA 
SHAH,  INURAVANOAN  K,  CHATTANOOGA 

* SHAW,  CLARENCE,  CHATTANOOGA 

* SHELDON,  JOHN  P,  SIGNAL  MOUNTAIN 

* SHELTON,  GEO  wASHINGTUN,  CHATTANUOGA 
SHE  NOU  0 A , AO EL  NBMK,  CHATTANUOGA 

* SHERIDAN,  WM  JOS,  CHATTANOOGA 
SHERRELL,  JAMES  WM , CHATTANOOGA 
SHERRILL,  LERJY,  CHATTANOOGA 
SHUCK  III,  EUwIN  H,  CHATTANOOGA 
SHUCK  JR,  EDWIN  H,  CHATTANOOGA 
SHULL,  JOHN  A,  CHATTANOOGA 
SIENKNECHT , CHAS  WILSON,  CHATTANUOGA 
SISKO,  FRANK  E,  CHATTANOOGA 

* SIVILS,  GEO  LLTE,  CHATTANOOGA 
SMILEY,  FRANCIS  J,  FT  OGLETHORPE,  GA 
SMITH  III,  ARCHIBALD  Y,  SIGNAL  MOUNTAIN 

* SMITH  JR,  MOURE  JACKSUN,  CHATTANUOGA 
SMITH,  GARY  0,  CHATTANOOGA 

* SMITH,  STEwAKT  PHILLIP,  CHATTANOOGA 
SMITH,  TERRY  WALKER,  CHATTANOOGA 
SNYDER  JR,  PAUL  EDGAR,  CHATTANOOGA 
SOTERES,  PETE  SPIROS,  CHATTANOOGA 

* SOTTONG,  PHILIPP  CURTIS,  SIGNAL  MOUNTAIN 
SPALDING,  ROBT  TUCKER,  CHATTANOOGA 
SPAULOING  JR,  JAMES  H,  SIGNAL  MOUNTAIN 
SPITALNY,  NEIL  HUWARU,  CHATTANOOGA 
STAFFORD,  FLORENCE  E,  CHATTANOOGA 
STANKU.  JAMES  A,  CHATTANOOGA 
STAPPENBECK,  RICHARD  E,  CHATTANOUGA 

* STARR,  HAKOLU  JONES,  CHATTANOOGA 

* STEM,  WM  ALLISON,  CHATTANOOGA 
STFPNBERGH  JR,  W CHAS  A,  CHATTANUOGA 
STICKLEY,  JOS  HARDIN,  CHATTANOOGA 
STOHLER,  DENNIS  L.  CHATTANOOGA 
STONE,  HARRY  ALFRED.  ChATTANUOGA 
STONE,  LARRY  OUMAS,  CHATTANOUGA 

* STONEBURNEK,  WESLEY  H,  CHATTANOOGA 
STRAIT,  TIMOTHY  A,  CHATTANOOGA 
STRICKLAND  JR,  JOHN  E,  CHATTANOUGA 
STRIKER,  wM  KtNOALL,  CHATTANUOGA 
STROUD,  MARY  E THOMPSON,  CHATTANUOGA 

sucgs  iii,  Charles  l,  Chattanooga 
SUGGS  JR,  CHAS  L,  CHATTANOOGA 
SUSONG,  CHARLES  ROONEY,  HIXSON 
Swann  jr,  nat  h,  Chattanooga 
SWIFT,  CHAS  RAY,  CHATTANOOGA 
SZCZUKCWSKI,  MYRON  J,  ChATTANOOGA 
TASLIMI,  MARK,  CHATTANOUGA 
TAYLUR  JR,  VISTON,  SOUTH  PITTSBURG 

* TAYLOR,  GEO  N,  CHATTANOUGA 

TAYLOR,  RUBT  CRESTON,  SIGNAL  MOUNTAIN 
TAYLUR.  THOMAS  EDWARD,  CHATTANOUGA 
TEJANI,  SUSHILA  N,  CHATTANOOGA 
TEMLUCK,  ARTHUR  A,  CHATTANOOGA 
TEMPLETON,  THUMAS  S,  CHATTANOOGA 
TEPLEY,  LYNN  B,  CHATTANOOGA 
TEPPER,  BERNARO,  CHATTANOOGA 
TEPPER,  OAVIO  JONATHAN,  CHATTANOUGA 
THOMAS,  STEVEN  MICHAEL,  CHATTANOOGA 
THOMPSON,  PAUL  C,  CHATTANOOGA 
THORNER,  DONALD  R,  CHATTANOOGA 
THOW,  GEORGE  BRUCE,  CHATTANOUGA 
TIN,  PE  THAN,  CHATTANOOGA 
TUCKER,  PETER  L.  CHATTANOOGA 
TURNER,  DAVID  HEKSCHEL,  CHATTANOUGA 
TURNER,  SHARLINDA  6,  CHATTANUOGA 
ULIN,  A STEVEN,  CHATTANOOGA 
ULIN,  DAVID  M,  CHATTANOOGA 

* ULIN,  LOUIS,  CHATTANOOGA 
UTADEJ,  BANCHOB,  CHATTANUOGA 

* VAN  ORDER,  WM  EOGAR,  CHATTANOOGA 
VANCE,  MINNIE  RATLIFF,  CHATTANOOGA 
VANOEKBILF,  DOUGLAS  L,  CHATTANOOGA 
VARNER,  JAMES  W,  CHATTANOOGA 
VECHINSKI,  THOMAS  0,  CHATTANOOGA 
VIETH,  ROGER  GORDON,  CHATTANOOGA 
VILLALOBOS  JK,  ROBERT  L,  HIXSON 

A VLAS1S,  GUS  JUHN,  CHATTANOOGA 

VON  CANNON,  CHARLES  H,  CHATTANOOGA 
VON  WERSSOWETZ,  A J,  CHATTANOOGA 
WALKER,  WILLIAM  A,  CHATTANOOGA 

* WALTON,  HARRY  LEE,  LOOKOUT  MTN 
WATERS  JR,  CLYDE  C,  CHATTANOOGA 
WATLINGTON,  JOSEPH  T,  CHATTANOOGA 
WEATHERS  JR,  WM,  CHATTANOOGA 
WEBB,  ROBERT  TERRELL,  ChATTANOOGA 
WELDON,  THOMAS  DARRELL,  HIXSON 
WENG,  JEN-TSOH,  CHATTANOOGA 

* WESTERMEYER,  MARION  W,  CANDLER,  NC 
WHEELOCK,  ARGIL  JERRY,  CHATTANOOGA 

* WHITAKER  JR,  L SPIRES,  CHATTANOOGA 
WHITE,  PHIL  JOE,  CHATTANOOGA 
WHITE,  WILLIAM  OTIS,  CHATTANOOGA 
WHITELAW  JR,  ROBERT  S,  CHATTANOOGA 
WILLIAMS  III,  SAM  JONES,  CHATTANUOGA 
WILLIAMS  JR,  JESSE  L,  CHATTANOOGA 
WILLIAMS,  RICHARD  BRUCE,  CHATTANOOGA 
WILLIAMS,  ROBERT  HENRY,  CHATTANOOGA 


WILLINGHAM  JK,  WINBOkN  B,  CHATTANOUGA 
WRIGHT  JR,  KINSMAN  E,  CHATTANOOGA 
YIUM,  JACKSON  JOE,  CHATTANOOGA 
YOOO , JULIAN  MACOw , CHATTANOUGA 

* YOUNG,  CEU  G,  CHATTANOOGA 
YOUNG,  LAWRENCE  I,  CHATTANOOGA 

* YOUNG,  MARION  MARSHALL,  CHATTANUOGA 

YOUNGER  HI,  ROBERT  B , , 

ZUCKERMAN,  JUS  I.  CHATTANOOGA 

COCKE  COUNTY  MEDICAL  SOCIETY 

CONWAY,  THOMAS  W,  NFWP0R1 
FAGAN,  WALTER,  NEWPORT 
GARRARINU  JR,  A J,  NEWPORT 
HOOD , MICHAEL  T,  NEWPORT 
MCCUNNELL,  OAVIO  H,  NEWPORT 
SHULTS.  GLEN  C.  NEWPORT 
VALENTINE  JR,  FRED  M,  NEWPORT 

COFFEE  COUNTY  MEDICAL  SOCIETY 

ANOERSON  III,  JOHN,  TULLAHOMA 
BILLS,  STEPHEN  H,  TULLAHOMA 
BIROWELL,  JULL  STANLEY,  TULLAHOMA 
BRICKELL  JR,  RALPH  L.  TULLAHOMA 
CANON,  ROBT  MAURICE,  TULLAHOMA 

* FARRAR,  CLARENCE  H,  MANCHESTER 

* FARRAR,  HOWARD  A,  MANCHESTER 
FISHBE1N,  RICHARD,  FAYETTEVILLE 
FRALEY,  MARVIN  CLIFFORD,  TULLAHOMA 
FREEMAN,  WILLIAM  J,  TULLAHOMA 
GALBRAITH,  BRUCE  E,  TULLAHOMA 
GRAY  JR,  EOwIN  E,  TULLAHOMA 
HARVEY,  CHAS  BEN,  TULLAHOMA 
KENNECY,  JERRY  LEDFORD,  TULLAHOMA 
KIM,  HO  KYUN,  TULLAHOMA 

* KING,  JAMtS  MANNING,  TULLAHOMA 
KRISHNA,  GULLA  BALA,  TULLAHOMA 
LINDSAY,  JAMES,  TULLAHOMA 
LOVEJOY,  MORRIS,  TULLAHOMA 

* MARSH,  CHAS  WALLACE,  TULLAHOMA 
MCMULLIN,  MICHAEL,  TULLAHOMA 
MILAM,  WILLIAM  M,  TULLAHOMA 
PERRY,  PATRICIA  ANNE,  TULLAHUMA 

plank,  irvin  l,  la  pufnte,  ca 

RAMPkASAD,  MITTUR  N,  TULLAHOMA 
RIDLEY,  ROBERT  WcNOFLL,  TULLAHOMA 

* ROLES  JR,  EARL  E,  TULLAHOMA 
SANDERS  IV,  WILLIAM  J,  TULLAHOMA 
SETHI,  PRAHM  0 , MANCHESTER 
SETHI,  CHANOER  M,  MANCHESTER 
SHUKLA,  SANOIP,  TULLAHOMA 
SNOODY,  CLAUDE  COLLINS,  TULLAHOMA 
VALLEJO,  ERANCISCU  C.  TULLAHUMA 
VALLEJO,  LUZ  A.  TULLAHOMA 

WEBB,  CHAS  HARRY,  TULLAHOMA 

wuoDEiN  jr,  muse  clarke,  tullahoma 

YANG,  HARRISON  Y,  MANCHESTER 
YOUNG,  COULTER  SMARTT,  MANCHESTER 
YU,  JA  NAN,  MANCHESTER 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

ALEXANDER,  CLYDE  YINSON,  JACKSON 
ALLEN,  HAKOLO  W,  JACKSON 
APPLETON  JR,  JAMES  RUY,  JACKSON 

* ARMSTRONG,  JOHN  L,  SOMERVILLE 
ATKINS,  JtRRY  FRANKLIN,  HUN  T I NGOUN 

* BAKER,  LT  CL  JOHN  Q,  TEMPE,  AZ 
BALLARD,  IHOS  K,  JACKSON 
BARHAM,  HARVEY  HAYWOOU,  BOLIVAR 
BARKER,  JAMES  HARRIS,  JACKSON 
BARNES  JR,  JAMES  WALTER,  JACKSON 
BARNETT  II,  HUGH  GLENN,  JACKSON 
BARNETT,  ROBT  J,  JACKSON 

BHAT,  NARAYANA  B,  HUNTINGDON 
BICKNELL,  SIDNEY  LANE,  JACKSON 
BISHOP,  JUHN  MYRON,  SOMERVILLE 
BONO  JR,  ELIAS  KING,  JACKSON 
BOOTH,  JACK  H,  JACKSON 
BRATTON,  CHRIS  H,  LEXINGTON 
BRUEGGEMAN,  MICHAEL,  JACKSON 
8URNETT,  WILLIAM  FRANKLIN,  JACKSON 
BURRUS  JR,  SWAN,  JACKSON 
CARRUTF,  CYNTHIA,  JACKSON 
CARRUTH,  LARRY,  JACKSON 
CASEY,  ROBERT  REID,  MILAN 

* CHANDLER,  JOHN  H,  JACKSON 

* CHAPMAN,  T C,  BROWNSVILLE 
CHARY,  KANOALA  RAM,  JACKSON 
COBB,  R MICHAEL,  JACKSON 
COUCH,  BILLY  LANIER,  HUMBOLDT 
COX,  CHAS  WM,  JACKSON 

CRAIG  JR,  JAMES  THOMAS,  JACKSON 
CRAIG,  STERLING  RUFFIN,  JACKSON 
CRENSHAW,  JAMES  HARRIS,  HUMBULOT 
CRENSHAW,  THOS  MALCOLM,  HUMBULOT 
CROCKER,  EDWARD  F,  JACKSON 

* CROOK,  WM  GRANT,  JACKSON 
CURLIN,  JOHN  PASCHAL,  JACKSON 
DAVIS,  MAXIE  LG  ROY,  JACKSON 

OE  SOUZA,  WM  CELESTINU,  RUTHERFORO 
DEMING,  WOOD  M,  JACKSON 
OIFFEE,  JAMES,  JACKSON 
OINKINS,  RUTH  ELEANOR,  MEDINA 

* DODSON  JR,  GEO  DAY,  JACKSON 
DONNELL,  JAMES  HAKOLO,  JACKSON 
DOUGLASS  JR,  ROY  A,  JACKSON 
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* DOUGLASS,  JACK  £,  JACKSON 

00  WL I NG , CL  ARE Y w , H ROW  N S V ILLE 

ORIVER,  CLARENCE,  JACKSUN 

DUNAVANT,  ROBT  WAYNE,  BOLIVAR 

DUNNfcBECKt,  ROBERT  H,  JACKSON 

DUVAL  JR,  J wILLIam,  JACKSON 

EOWAKDS,  EDWIN  WILTZ,  JACKSUN 

EDWARDS,  GtUkGE  T,  JACKSON 

EDWARDS,  NlChULAS  HENRY,  GRAND  JUNCTION 

ELLIS,  JOHN  W,  TRENTON 

ELLIS,  THOMAS  w,  JACKSON 

E il  F R S 0 N , BLANCHE  S,  JACKSON 

EPPS,  JOHN  MICHAEL,  JACKSON 

ERB,  BLAIk  D,  JACKSON 

EVERETT,  JOHN  E,  JACKSON 

FENLEY  JR,  JAMES  L,  JACKSON 

FIELDS,  JAMES  0,  MILAN 

FOSTER,  CHAS  STEPHEN,  JACKSUN 

FREDERICK,  PAUL  CLAYTON,  JACKSON 

FRIEDMAN,  FRED  M,  JACKSON 

FROST,  CHAS  LESTER,  BOLIVAR 

GARRARD  JR,  CLIFEORD  L,  JACKSON 

GRANT,  WILLIAM  m,  hc  KENZIE 

GRAVES,  OLIVcR  HALTOM,  JACKSON 

GRAY,  ALUEN  HARRELSON,  KENTON 

GUYTON,  JUS  L,  JACKSUN 

HALE,  BOBBY  OtE.  BRUwNSVILLt 

* HALL,  JAMtS  xILSUN,  IRENTON 
HALL,  R OB  T CKUMBIE,  JACkSCN 
HAMMOND,  JERfc  0,  JACKSON 
HAMMONO,  STEPHEN,  JACKSON 
HARMON,  HARVfcY,  JACKSON 
HARNISCH,  KURT.  LFWISBURG 
HARRISON,  WALTON  w , JACKSON 
HAWKINS  JR,  RAYMOND,  SOMERVILLE 
HAYES,  JOHN  w,  BROWNSVILLE 
HAZLEHURST  JR,  GEORGE  E,  JACKSON 
HENDERSON,  REGGIE  A,  LEXINGTON 
HERRON,  BRUCE  c“EKSON,  JACKSUN 
HERRON,  CHAS  UURKHEAU,  JACKSON 
HERTZ  JR,  CHaRLFS  S,  JACKSON 
HICKMAN,  CHAS  NORRIS,  TRENTUN 

* HICKS,  ALVIN  THORNTON,  CAMCEN 
HIGGS,  BOBBY  CLARK,  JACKSON 
HILL,  ROBT  S,  JACKSON 
HOLANCIN,  JOHN  R,  MCKENZIE 

* HULMES,  CHESTER  L,  ELLISON  BAY,  w I 

* HOLMES,  JAMES  THOBURN,  MC  KENZIE 
HUNEYCUTT,  DANIEL  LEE,  JACKSUN 
HORNSBY,  JERKY,  JACKSON 
HORTON,  ROBT  LESLIE,  CAMDEN 
HOUSE,  BEN  FREO,  JACKSUN 

* HUBRARD,  GEO  BAKEK,  JACKSON 

* HUMPHREY,  TOM  NEAL,  SELMER 
HUMPHREYS,  T JAMES,  JACKSCN 
JENKINS,  JOHN  M,  JACKSON 

* JOHNSTON,  LELANO  MANN,  JACKSON 
JONES  JR,  WESLEY  F,  LEXINGTON 
JONES,  OAVID  N,  NASHVILLE 
JUNES,  KENT  L,  JACKSUN 

* JUNES,  PAUL  UAVIO,  MILAN 
KEE,  JIMMY  W,  JACKSON 
KENDALL,  JOHN  ALLEN,  JACKSON 
KING,  DARREL  CHAMBERS,  HENDERSON 
KING,  JAMES  0,  SELMEk 
KIRKLAND,  RONALD  H,  JACKSON 
KOONCE.  DUVAL  HOLTZCLAW,  JACKSON 
KOONCE,  EUWARO  0,  JACKSON 

LA  FONT,  OUNALO  SHARP,  JACKSUN 
LANE,  JAMES  OAVIOSON,  JACKSON 
LANGOON  JR,  JAMES  A,  JACKSON 
LARSEN,  OAVIO  MALCOLM,  JACKSON 
LtVERNIER,  JAMES  E,  JACKSON 
LEWIS,  OONALD  RAY,  JACKSON 
MALEY,  BRUCE  B,  JACKSON 
MANOLE,  ROBT  BENNIE,  JACKSON 
MATTHEWS,  JOHN  T,  JACKSON 
MAYFIELD,  RUSSELL  W,  BELLS 
MCAOOO,  MICHAEL  A,  MILAN 
MCAFEE,  WILLIAM  CLEVELAND,  JACKSON 
MCCALLUM,  OSCAR  M,  HENDERSON 
MCCRUDDEN,  BRIAN  F,  JACKSON 
MCDOWELL,  L JANE,  JACKSON 
MCIVER,  HAROLO  THOMAS,  JACKSON 
MCKNIGHT,  FRANK  S,  SOMERVILLE 
MIDOLETON,  AUGUSTUS  L,  JACKSON 
MILLER  JR,  JESSE  A,  JACKSON 

* MORRIS,  ROBERT  H,  MEDINA 

MUELLER,  ALFRED  J,  JACKSON 

MYHR , LAMB  BOLTON,  JACKSON 

NOLLNER,  ROBERT  MICHAEL,  BOLIVAR 
PAKIS  JR,  GEORGE,  JACKSON 
PALMER  JR,  EDMUND  T,  JACKSON 
PATEL,  HASMUKH  DAHYABHAI,  TRENTON 
PEELER,  HARRY  LEE,  SELMER 
PENNINGTON,  FRANK  R,  JACKSON 
PETERS,  JERRY  D,  JACKSON 

PORT  I S , BILL  SCOTT,  HUNTINGDON 
PRICE  JR,  JAMES  ALFRED,  JACKSON 
RAMER  JR,  WARREN  CARLTON,  LEXINGTON 

* RAMER  SR,  WARREN  C,  LEXINGTON 
REEDER,  hAROLO  B,  JACKSON 
REESE,  EUGENE  P,  JACKSON 
RHEA,  KARL  8YINGT0N,  SOMERVILLE 
RHEAR,  R WAYNE,  ALAMO 

* RICHARDS,  AUBREY,  WHITEVILLE 

* RIDDLER,  JOHN  GARTH,  JACKSON 
ROBBINS,  RUSSELL  HUGH,  JACKSON 


ROBERTS,  wM  H,  JACKSON 

ROUTUN,  WILLIAM  ROBERT,  HUMBOLOT 

ROWLANU,  JOS  PERKY,  JACKSON 

» RUSH  JR,  LEE,  SOMERVILLE 
SCHLAMP,  ALLEN  LEE,  JACKSON 
SCOTT,  AUGUSTUS  BARNETT,  JACKSON 
SHARPE  JR,  BE  N J WEEKS,  JACKSUN 
SHAw  JR,  JOHN  L,  JACKSON 
SHEPPARO  JR,  LEE  C,  JACKSON 
SMELSER,  MICHAEL  HARDING,  ADAMSVILLE 
SMITH  JP,  MONI  IE  E,  SELMER 
SMITH,  CLYDE  E,  JACKSON 
SMITH,  HARRIS  L,  JACKSON 
SMITH,  JAMES  HAGY,  SELMER 
SMITH,  R Ob T JOS,  JACKSON 
SOUDER,  BOB  TYLER,  JACKSON 
SPALDING,  ALANSON  R,  JACKSON 
SPENCER,  OONALO  K,  BROWNSVILLE 
SPRUILL  JR,  JAMES  HENRY,  JACKSON 

* STAUFFER,  CHAS  C,  JACKSON 
STEPP  JR,  WILLIAM  P,  JACKSON 

* STEWART,  OAVIO  EARL,  BROWNSVILLE 
STONECIPHEK,  LOwELL  F,  JACKSON 
STORY,  WILLIAM  CHARLES,  JACKSON 
STRAUB,  JAMES  J,  JACKSON 
STRIPLING,  JACK  CLEMENTS,  LEXINGTON 
SU"MAR,  ALVIN  JONAH,  PARIS 

swindle,  james  tyler,  jacksun 

* TATE,  J KNOX,  BOLIVAR 
THOMAS,  G60  EMANUEL,  JACKSON 
THOMAS,  JAMES  LOUIS,  JACKSON 

* THOMPSON  JR,  JOHN  ROBT,  JACKSON 

* THORNTON  JR,  JOHN  C,  BROWNSVILLE 
TURSTRICK,  ROBERT  F,  JACKSON 
TOZEK,  KENNETH,  MILAN 

* TRUE  X,  S ALLEN,  JACKSON 
TUCKER  JR,  ROBT  TAYLOR,  JACKSON 
TwILLA,  RUNALU  G,  MILAN 
VEGORS,  ROBERT  A,  JACKSUN 
VERHEECK,  KENNETH,  JACKSUN 
VINSON,  HAROLO  WALLACE,  SELMER 
WALKER  JR,  SHfcRLIE  STONE,  MC  KENZIE 
WALLIS  JR,  CARLTON,  JACKSON 
WARMBRCD  JK,  JAMES  G,  JACKSON 
WERB,  JIMMY  FRANKLIN,  JACKSON 
WEBB,  ROOERICK  C,  HUMBOLOT 

WELLES  III,  EDWARD  HUNTER,  JACKSON 
WHITE,  CHARLES  WESLEY,  LEXINGTON 
WHITE,  JEKALO  hAYNE,  BROWNSVILLE 
WHITE,  LAMAR  ARTHUR , FRIENOSHIP 
WILLIAMS  JR,  ALLLN  N,  REMIS 
"lLLIA»b,  JAMES  HtNRY,  MILAN 
WILLIAMS,  JA,  tS  LARRY,  TRENTON 
WILLIAMS,  PHILIP  GRAY,  MILAN 
WILLIAMS,  RICHARD  LAkRY,  JACKSON 
WILLIAMS,  WILLIAM  KEITH,  JACKSON 

* WILLIAMS  ON  JR,  FELIX  E,  JACKSON 
WILLIAMSON,  JAMES  STEPHEN,  HUNTINGDON 
WILSON,  R L,  HENDERSON 

* WILSON,  ROBT  BURTON,  HUNTINGDON 
WINKLER,  VOLKE®  CERT,  MCKENZIE 
WULFE  , WAYNE  HARVEY,  JACKSON 
WOODS,  ARTHUR  M,  JACKSON 
WRIGHT  III,  LUCIUS  F,  JACKSUN 
WYATT,  CEO  BRECKENR IOGE , JACKSUN 

* WYLIE,  PAUL  EYE,  JACKSON 
YARHRO,  GEORGE,  JACKSON 
YARBRO,  HAROLO  R,  JACKSON 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

BARNAWELL,  JAMES  ROSS,  CROSSVILLE 
BAYLOSIS,  ROBERTO  B,  CROSSVILLE 
BELL,  CHRISTUPHER  m,  CROSSVILLE 
8ILBKEY,  RICHARD  LEE,  CROSSVILLE 
81SF,  STANLEY  L,  CROSSVILLE 
BRAUN,  RICHARD  C,  CROSSVILLE 
CALL  I S , JAMES  TAYLOR,  CROSSVILLE 
CAMPBELL  JR,  JAMES  T,  CROSSVILLE 
CAMPBELL,  OAVID  EDWARD,  CROSSVILLE 
CLARK,  JACK  CROWLEY,  CROSSVILLE 
CLAYTON,  THOMAS  EDWAKO,  CROSSVILLE 
CRAVENS,  K GENE,  CRUSSVILLF 
CRICK,  JAMES  M,  CROSSVILLE 
DEATHERAGE,  PHILIP  M,  CkDSSVILLE 

* DOUGHERTY,  JOHN  H,  FAIRFIELD  GLAOE 
OUER,  CARL  THOS,  CRUSSVILLE 
OURHAM,  BEATRICE  L,  CROSSVILLE 
ERVIN  JR,  PAUL  A,  CRUSSVILLE 

* EVANS,  WM  ELKINTON,  CROSSVILLE 
GRUMMON,  ROBERT  A,  CROSSVILLE 
GUTHERIE,  FRED  A,  CROSSVILLE 
HALL,  DANNY,  CROSSVILLE 

IVEY,  DONATHAN  MILES,  CROSSVILLE 
IVEY,  R OONATHAN,  CROSSVILLE 
KOUCHEKI,  MOHAMMAD  H,  CROSSVILLE 
LINDSAY,  JACK  WASSON,  ROCKWOOD 
LITCHFORD,  OAVIO  WILLIAMS,  CROSSVILLE 
MAYFIELD,  ROBERT  0,  CROSSVILLE 
MONAGHAN,  T GAVIN,  CROSSVILLE 

* MUNSON,  FREDERICK  WM,  CROSSVILLE 
OLAECHEA,  RE  I NALOO  A,  CROSSVILLE 
PERRIGAN,  M DALE,  CROSSVILLE 
REED,  LARRY  DEWAYNE,  CROSSVILLE 
ROBERTSON,  JUS  D,  CROSSVILLE 

* SEATON,  STUART  P,  JOHNSON  CITY 
SENTEF  JR,  JOSEPH,  CROSSVILLE 
SENTEE,  MARY  BEAN,  CROSSVILLE 
SIMMQNS,  JAMES  HAROLD,  CROSSVILLE 


WALLACE,  JOE  KENNETH,  CROSSVILLE 
WILLEMS,  wILLIAM  j,  CRUSSVILLE 
WOOD  JR,  ROBT  HANCOCK,  CROSSVILLE 

DeKALB  COUNTY  MEDICAL  SOCIETY 

ABBOTT  II,  KENNETH  H,  SMITHVILLE 
BLEVINS,  MELVIN  LEE,  SMITHVILLE 
CRIPPS,  HUGH  DON,  SMITHVILLE 
UARRAH,  DAVID  FDWARD,  ALEXANDRIA 
HOOPtR,  DUUG  G,  SMITHVILLE 
PUCKETT,  JERRY  E,  S»ITHVILLt 
TRUDEL,  JULES  A,  SMITHVILLE 
WALL,  JAMES  C,  SMITHVILLE 

DICKSON  COUNTY  MEDICAL  SOCIETY 

ANDERSON,  STANLEY  MAkTIN,  DICKSON 

beavek,  b oaniel , oickson 

BELL  III,  WALTEk  A,  OICKSCN 
BELL  JR,  WALTER  A,  OICKSON 
BLEVINS,  JERRY  C,  DICKSON 
COLLINS,  CLYUE  E,  DICKSON 

* COCK,  MARY  BAXTER,  NASHVILLE 
DRINNEN,  UANL  BkOUKS,  OICKSON 

* ELLIOTT  JR,  JAMtS  C,  CHARLOTTE 
GOROON,  JEFFREY,  OICKSON 
GURZNY,  JAN  M,  OICKSON 
HAYES,  PHILLIP  WALTON,  OICKSON 
JACKSON,  JAMES  T,  OICKSON 
JACKSON,  James  w,  DICKSON 
MAHAN,  MARCELLE.  OICKSON 

M AN  I , VENK , 0 1 CKS  ON 

OAKLEY,  JENNIFER  LYNNE,  OICKSON 

ORGAIN,  ROBERT  w,  DICKSON 

PHAM  N GO  C THUAN,  kOBERT,  DICKSON 

SALYER,  JOHN  R.  DICKSON 

SMITH,  BOBBY  JOEL,  DICKSON 

Swanson,  koger  Thomas,  OICksun 
WISER,  FLO  R E 0 HOUCK,  DICKSON 

FENTRESS  COUNTY  MEDICAL  SOCIETY 

ALLRED,  HALEY  FREO , JAMESTOWN 
CLARK,  RICHARD  G,  JAMESTOWN 
JOSHI,  DILIP  N,  JAMESTOWN 
SMITH,  JACK  Calvin,  JAMESTOWN 
TURNER,  SHELBY  OSCAR,  CLARKRANGE 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

* ANOERTON,  JO  CARTER,  WINCHESTER 
BAGBY  JR,  RICHARD  A,  WINCHESTER 
BARTON,  ROBERT  K,  SEwANEE 
ECKLES,  GEORGE,  WINCHESTER 

* FITE,  ARTHUR  R,  WINCHESTER 

FORT  JR,  JUOLEY  CLARK,  nINCHLSTEk 
HARCY,  PETER,  WINCHESTER 
HOLLIMAN,  JAMES  l>  , WINCHESTER 
HOOD,  OEwbY  wOOOROW,  OECHFRO 
HOPKINS,  G UAVIO,  SEwANEE 
HURRARD,  kEX,  WINCHESTER 
JOHNSON,  GERALO  EUGENE,  WINCHESTER 
KENNEDY,  ELAINE.  WINCHESTER 
KEPPLER,  CHAS  0 , SEwANEE 
PETROCHKO,  NICHOLAS,  WINCHESTER 
SHARER,  WILLIAM  CHARLES,  WINCHESTER 
SMITH,  THOMAS  ANDERSON,  WINCHESTER 
STEIN,  riCHAEL  A,  JOHNSON  CITY 
STFNSBY,  JAMES  G,  WINCHESTER 
STOCKTC.,,  OAVIO  L,  WINCHESTER 
STOCkTCN,  m OAVIO,  SEwANEE 

stuart,  Fletcher  slocumb,  winchester 

TEMPLETON,  JOHN  wAGGUNER,  WINCHESTER 
THROWER,  wENDELL  B,  SEwANEE 

* VAN  BLARICUM,  JAMES.  WINCHESTER 
VILLAR,  RODOLFO,  WINCHESTER 

* WAY,  ROGER  ATKINSON,  SEWANEE 
WELLS,  DARRELL  K,  COALMONT 
ZIMMERMAN,  THOMAS  E,  WINCHESTER 

GILES  COUNTY  MEDICAL  SOCIETY 

AGEE,  ROBT  R,  PULASKI 
BALATICO,  FEKOENANO,  PULASKI 
BURGER,  CHARLES  w,  PULASKI 
COOPER,  EARNEST  H,  PULASKI 
DAVIS  JR,  BUFURO  PRESTON,  PULASKI 
FENTRESS,  J VANCE,  PULASKI 
FORONCA,  ARMANDO  CABOT,  PULASKI 
HANEY,  CHARLES  0,  PULASKI 
« JOHNSON,  WALTER  JOE,  PULASKI 
MURREY,  WM  HARWELL,  PULASKI 

* OWEN,  WM  KENDRICK,  PULASKI 
RASCHE,  ANNE  M,  PULASKI 
RASCHE,  RICHARO  ALBERT,  PULASKI 

GREENE  COUNTY  MEDICAL  SOCIETY 

AUSTIN  JR,  JUSEPH  W,  GREENEVILLE 
AUSTIN,  MAYNAKO  WAOE,  GREENEVILLE 
BARNES.  LLOYD  ROGERS,  GREENEVILLE 
BEAN,  MICHAEL  WM,  GREENEVILLE 
BECKNER  III,  THOS  FOLSOM,  GREENEVILLE 

* BROWN,  ISAAC  D,  MOSHEIM 

CHAPMAN  JK,  WALTER  CLAY,  GREENEVILLE 
COBBLE,  DOUGLAS  CATRON,  GREENEVILLE 
COLE,  RONALD  ARTHUR,  GREENEVILLE 
COLLINGS,  THUMAS  A,  GREENEVILLE 
COWLES  JR,  ROBT  S,  GREENEVILLE 
DIEZ  D'AUX,  ROBERT  C,  GREENEVILLE 
EASTERLY  JR,  JAMES  F,  GREENEVILLE 
ELLENBURG  JR,  LUKE  LAMAR,  GREENEVILLE 
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* ELLtNBURG,  LUKE  L.  GKEENEVILLE 
v EVANS,  GKAYUON  PAULK,  MUSFEIM 

FLOHK,  RUltERT  STEPHEN,  oREENEVILLE 

* GIBSON,  KAF  B , GKEENEVILLE 
GILfS,  STANLtV  A,  GKEENEVILLE 
HAKTSELL,  MICHAEL  H , GKEENEVILLE 
HOLT,  BEVLEV  I).  GKEENEVILLE 
HOPPE  , GORDON  PAUL,  GKEENEVILLE 
HUKNEK,  NATHAN  P,  GKEENEVILLE 
KEFBLEk,  BEN'  JENNINGS,  GKEENEVILLE 
KITCHIN,  WINSTON  H,  GKEENEVILLE 

1 A K S A , GORDON  L,  GKEENEVILLE 

BASON,  WALTER  LAWRENCE,  GKEENEVILLE 

BATHtwS  JK , KENNETH  M,  GKEENEVILLE 

BATHIESE  N Jw,  K BAKLIN,  GKEENEVILLE 

BCK1NNEY,  JABES  RAY,  GKEENEVILLE 

BLN  I EL,  FRANK  H,  BOSHflB 

B C N I ( L « JANET,  -BOSHEIB 

BETCALF  III,  DEE  LABAK,  GKELMVILLF 

MONTGOMERY,  C H A S ALEXANDER,  GKEENEVILL 

NORRIS.  JOHN  N , GKEENtVILLE 

UUFLL,  HICHALL  J,  GKEENEVILLE 

ODEN,  GEO  wESLEY,  GKEENEVILLE 

PATTEKSON,  OAVIO  OSCAR,  GKEENEVILLE 

REAKOON,  PETER,  GKEENEVILLE 

* REVIEkF.  CALVIN  BARTON,  GKEENEVILLE 
R 1)0  GE  K S , JABES  STEVEN,  GKEENEVILLE 
RODGERS,  LARKY,  GKEENEVILLE 

SOAw,  JOHN  LOUIS,  GKEENEVILLE 
SMEAO,  WILLIAM  J,  GKEENEVILLE 
STANLEY  III,  RICHARD  E,  GKEENEVILLE 
STRANGE.  E H K A E)  , GKEENEVILLE 
STRIKER,  ROBERT  M,  GKEENEVILLE 
suSOnc,  KtNNEM  Clark,  gkefnlville 
thacker,  carl,  gkefnlville 

TURK,  RONALD  E,  GKEENEVILLE 
VILLENFUVt , VICTOR,  GKEENEVILLE 
WEBSTER,  THUS  MOORE,  GKEENEVILLE 

HARDIN  COUNTY  MEDICAL  SOCIETY 

BLANKENSHIP  JK,  H , SAVANNAH 
BROWN  II,  JOE  LAwkENCE,  JACKSON 
BROWN,  JANE  wAKNE,  JaCKSUN 
CHURCHWFLL,  A GkIGG,  SAVANNAH 
FREEMAN,  JOHN  L,  SAVANNAH 
GREENE,  KICHAK.)  S,  SAVANNAH 
LAY,  JOHN  OANL,  SAVANNAH 
PETFRS,  JUSEPH  A,  SAVANNAH 
KAO,  GAOE,  SAVANNAH 
ROE,  THOS  VANCE.  SAVANNAH 
SMITH,  MILEiALL  L,  SAVANNAH 
THOMAS.  HOWARD  W,  SAVANNAH 
THO«AS.  JAMES  HOwARO,  SAVANNAH 

HAWKINS  COUNTY  MEDICAL  SOCIETY 

8AIRU  JR,  KEnFRO  B,  ROGERSVILLF 
ELKINS,  LARRY  H,  ROGERSVILLF 

* GAMBREL.  RALPH.  ROGEkSVILLE 
GIBBONS,  WILLIAM  E , ROGERSVILLF 
GOFORTH,  wALTER  L,  ROGERSVILLF 
GOYEAb,  FRANCIS,  ROGEKSYILLE 

* JOHNSON,  C C,  ROGERSVILLF: 

HENRY  COUNTY  MEDICAL  SOCIETY 

AO  A w S , ROUT  0,  PARIS 
CAMPBELL,  WM  RUSSELL.  PARIS 
GARRETT,  GLENN  SANOFRS,  PARIS 
GRIFFEY  JR,  WALTER  P,  PARIS 

* GRIFFEY,  WALTER  PLUMMER,  BUCHANAN 
HARRISON,  TERRY  0,  PARIS 

* - HOWELL  SR,  IRVIN  w,  PARIS 

LEF,  SEUNG  H,  PARIS 
MCINTOSH,  BARRY  PARK,  PARIS 
MOBLEY  JR,  EMMETT  P,  PARIS 
MUBLEY  JR,  JUE  OICK,  PARIS 
MURLEY,  JOE  0,  PARIS 
MOORE,  JAMES  0,  PARIS 
NEUMANN  Sk.  JOHN  E,  PARIS 
NORMAN,  OwIGHT  MICHAEL,  PARIS 

* RHEA  SR,  WM  GARDNER,  PAkIS 
ROBERTSON,  JAMES  BUFORD,  PAkIS 

* ROSS,  KENNETH  GUYSTEAU,  PARIS 
SENTEK  JR,  JUHN  MAXWELL,  PARIS 
SLEAOO,  FRANK  BLAND,  PAKIS 

* SMITH,  JOS  RAY,  PAKIS 
TUSA,  VINCE  CHAS,  PAKIS 
WOOO,  THOS  CHAS,  PAKIS 

JACKSON  COUNTY  MEDICAL  SOCIETY 

OUDNEY , ELIJAH  MORGAN,  GAINESBORO 

KNOXVILLE  ACADEMY  OF  MEDICINE 

AABY,  GENE  VICTOR,  KNOXVILLE 

* ABSHER,  LEE  A,  KNOXVILLE 

* ACKER  JR,  JOS  E,  KNOXVILLE 
ACKER,  JAMES  JOS,  KNOXVILLE 
ACKER,  JOHN  H,  KNOXVILLE 
ACUFF,  WM  JOS,  KNOXVILLE 
AKIN,  HOBART  E,  KNOXVILLE 

* AKIN,  ROBT  LOUIS,  KNOXVILLE 
AMBROSE,  PAUL  SEABROOK,  KNOXVILLE 
ANOERSON,  THOMAS  I,  KNOXVILLE 
ANDREWS,  EDMUND  8,  KNOXVILLE 
ANGE,  CHAS  GILMER,  KNOXVILLE 
ANGE,  DAVID  WESTLEY,  KNOXVILLE 
ANTONUCCI,  RICHARD  A,  KNOXVILLE 
ARNOLO  JR,  HENRY  GRADY,  KNOXVILLE 


AVFRA,  JUHN  W,  OAK  k I OGt 
AVERY,  BEBE  ANNL  HASS,  KNOXVILLE 
AVERY,  RUBEKT  BRUCF,  KNOXVILLE 
AVERY,  SHIRLEY  BANNISTER,  KNOXVILLE 
BAODOUR  JK,  GEORGE  R,  KNOXVILLE 
BAILEY  JR,  WM  ROSS,  KNOXVILLE 
RAKEK  JR,  makTIN  ROSS,  KNOXVILLE 
BAKER  JR,  PAUL  0,  KNOXVILLE 

* BALLOU,  GUKDUN  STEELY,  KNOXVILLE 
BANKSTON,  FLUYU  N,  KNOXVILLE 
BARNES  III.  ROBERT  L,  KNOXVILLE 
BARNETT,  CHAKLES  E,  KNOXVILLE 
BARRON,  EREOOIE  I,  KNOXVILLE 
BEAHM,  WALTER  CLAWENCE,  KNOXVILLt 
HEALS,  OANL  FRANKLIN,  KNOXVILLE 
BEALS,  JOL  DUNCAN,  KNOXVILLE 
BEASLEY,  ALFRED  OURANE,  KNOXVILLE 
BEOWELL,  wILLIAM  HOWARD,  KNOXVILLE 
HEOWINEK,  JOHN  M,  KNOXVILLE 
BEELER,  I CRAIG,  KNOXVILLE 
BEEN!,  THUS  KEITH,  KNOXVILLE 

BELL  III,  W kE ID,  KNUXVILLE 
BELL,  JAMES  BOWERS,  SEYMOUR 
BELL,  JOHN  HENRY,  KNUXVILLE 

* BELL,  SPENCE*  Y,  KNOXVILLE 
BELLOMY,  BRUCt  B,  KNOXVILLE 
BENEDICT , WALIER  HANFORD,  KNUXVILLE 
BENHAYON,  JACK,  KNOXVILLE 

BENTON,  JAMES  CARL,  KNOXVILLE 
BIGGS,  ALBERT  w,  KNOXVILLE 
BIGGS,  MONTE  BRUCE  , KNOXVILLE 
BIROwELL,  OAVIO  ALLEN,  KNOXVILLE 
BISHOP  JR,  AKCHFk  W . KNUXVILLE 
B I SHOP  , HARRY  LOUIS,  KNUXVILLE 
BLACK  JR,  JOE  WM,  KNOXVILLE 

* BLACK,  CHAS  w,  KNOXVILLE 
BLACK,  WILLIAM  0,  KNUXVILLE 

» BLAIR,  CllwRIfc.  LOUDON 

blare,  lynn  French,  knoxville 
BLOSSOM,  GERALD  LEE,  KNUXVILLE 
RUDNLK,  MATTHtw  S,  KNOXVILLE 
BOGARTZ,  LFON  JACOB,  KNOXVILLE 
BOOMER,  RUBEkT  W,  LOUISVILLE 
BUST,  wm  EUGENE,  KNOXVILLE 
BOSWELL.  WAOt  H,  KNOXVILLE 
BKARSON,  LEONARD  ALLISON,  KNOXVILLE 
HKAOSHFk  JR,  JACOB  T,  KNOXVILLE 
BRANSON.  AKKRA  OAVIO,  KNOXVILLE 

» BRASHEAR,  ROUT  G,  KNUXVILLE 
BRIMI,  ROBT  JUHN,  KNUXVILLE 
BRINNER,  RICHARD  A,  KNOXVILLE 
BRITT,  JAMES  CLYuE,  KNOXVILLE 
BROAOY,  JUS  LEROY.  KNOXVILLE 
BROOKS.  RUBT  T,  KNOXVILLE 
BRUTT,  WALTER  H,  KNUXVILLE 
BROWN  JR,  FREDERICK  E,  KNOXVILLE 
BRYAN,  RONALD  KNOXVILLE 

HRYSUN,  ANOkLw  CAIRO,  KNCXVIlLF 
BUNN,  RAYMOND  CLYDE,  KNOXVILLE 
BUNTAIN,  WILLIAM  L,  KNOXVILLE 
BUONOCORE,  EDwAwO,  KNOXVILLE 
BURDETTE,  JAMES  A,  LENIOK  CITY 
BURKHART,  JAMES  M,  KNOXVILLE 
BURKHART,  JOHN  H,  KNOXVILLE 
BURKHART,  JOHN  MCLAIN,  KNOXVILLE 
BURKHART,  WILLIAM  L,  KNUXVILLE 
BUSHKELL,  LAWRENCE  L,  KNOXVILLE 
BUSHORE,  JUHN  THOS,  KNOXVILLE 
BUSHORE,  MARTHA  J SMITH,  KNOXVILLE 
BYRD,  WM  GEO,  KNOXVILLE 
CAMPBELL  JR,  JOHN  E,  KNOXVILLE 
CAMPBELL,  JOHN  WILSON,  KNOXVILLE 
CAMPBELL,  MORRIS  DEAN,  KNOXVILLt 
CAMPBELL,  PHILIP  0,  KNOXVILLE 
CAPPS,  ROBERT  J,  KNOXVILLE 
CARLUMAGNU.  USCAR  MARIO,  KNOXVILLE 
CARLSON  JK,  C SANTORO,  KNOXVILLE 
CARLSON,  L SANFOKU,  KNUXVILLE 
CARPENTER,  KENNETH  8,  KNOXVILLE 

* CARR,  FREDERICK  w,  KNOXVILLE 
CATRON,  DONALD  GIBSON,  KNOXVILLE 

* CAYLOR,  LLOYD  G,  KNOXVILLE 
CHERRY,  RUNALO  R,  KNOXVILLE 
CHESNEY,  JOHN  TUCKER,  KNOXVILLE 

A CHESNEY,  LUTHER  W,  KNOXVILLE 
CHIRONNA,  ROBERT  L,  KNOXVILLE 

* CHRISTENBERRY  JR,  HENRY  E,  KNOXVILLE 
CHR ISTENBERRY  JR,  K w,  KNOXVILLE 

* CHRISTENBERRY,  KENNETH  w,  KNOXVILLE 

* CHRISTIAN,  HENRY  S,  KNOXVILLE 
CLOUO,  WM  WILEY,  KNOXVILLE 

* COBe,  MALCOLM  F,  KNOXVILLE 
COLE,  ROBT  RELANO,  KNOXVILLE 
COLLIER  JR,  ROBT  HOYAL,  KNOXVILLE 
COLLMANN,  IRVING  REID,  KNOXVILLE 
COMAS,  FRANK  VILANOVA,  KNOXVILLE 

* CONGDON,  CHAS  C,  OAK  RIOGE 
CONLEY,  DEAN  RAYMONO,  KNOXVILLE 

* CONNER,  EOWAKU  0,  KNOXVILLE 
COOLEY,  CAROLINE  E,  KNOXVILLE 
COOPER  JR,  JOHN  HARRISON,  KNOXVILLE 
COPAS,  PLEAS  R , KNOXVILLE 

COREY,  OAVIO  ANTHONY,  KNOXVILLE 
COUGHLIN  JR,  DENNIS,  KNOXVILLE 
CRAWLEY,  ROBERT  A,  KNOXVILLE 
CREUTZINGER,  OAVIO  J,  KNOXVILLE 
CRUMLEY,  JOE  C,  KNOXVILLE 

* CULLUM,  JESSE  P,  KNOXVILLE 


CURFMAN,  w CUKHFT,  KNOXVILLE 
OARRS,  RANDALL  L,  LOUISVILLE 
DALTON,  MURRIS  NORTON,  KNOXVILLE 
OAVIS,  LLOYD  CLEVELAND,  KNOXVILLE 
OF  FIORF  JR,  JOS  CHAS,  KNOXVILLE 
OE  LEESE,  JOSEPH  S,  KNOXVILLE 
OF  PE  R S 10,  RICHARD  J,  KNOXVILLE 
DEMERS,  ROBERT  G,  KNUXVILLE 

* OIOOLE,  ALBERT  W,  KNOXVILLE 
DILL,  STEPHEN  H,  KNOXVILLE 
OILwORTH,  LEE  L,  KNOXVILLE 
00BR1NS,  wM  TODD,  KNOXVILLE 
00  IRON,  CLINT  T,  KNOXVILLE 

* OOMM,  SHELOON  EDWARD,  KNUXVILLE 
DURSEY,  LARRY,  KNOXVILLE 
OOUGHERTY  JR,  JOHN  H,  KNOXVILLE 
DOUGHERTY,  KUBT  EOWAkO,  KNOXVILLE 
DOWNS,  JAMES  E,  KNOXVILLE 
DRESNER,  EVFLYN  fc  U I T H , KNOXVILLE 
OUEFY  III,  RICHARD  N,  MARYVILLE 
DUFFY,  MARY  BROCK,  KNOXVILLE 
DUKES,  JAMES  B.  KNOXVILLE 
DUNCAN  JR,  RAPHAEL  H,  CONCORO 

ouncan,  Orville  jack,  Knoxville 
outky,  Paul,  Knoxville 

EADOV,  JOHN  ALBERT,  KNOXVILLE 
EARNEST  JR,  CHAS  R,  KNOXVILLE 
EASTHAM,  JEROME  F,  KNOXVILLE 
EBENEZER,  C S ALBLPT,  KNOXVILLE 
EISELE,  SaNURA  A,  KNOXVILLE 
EISENSTADE,  MICHAEL  L,  KNOXVILLE 
ELLENBURG,  DUNALO  T,  KNOXVILLE 
ELLIOTT,  MICHAEL  B,  KNOXVILLE 
ELLIS,  RUT  C,  HARROGATE 

* ELY,  JAMES  B,  KNOXVILLE 
EMBRY,  JERRY  J,  KNOXVILLE 
ENGLANO,  w OAVIO,  KNUXVILLE 
ERICKSON,  RICHARD  JAMES,  KNOXVILLE 
ERWIN,  STANLEY  w,  KNUXVILLE 
evans,  juhn  Harold,  knoxville 
FARDON,  DAVID  FAVREAU,  KNOXVILLt 
FARRIS,  RICHARD  KcNT,  KNOXVILLE 
FECHER,  MARK  P,  KNOXVILLE 

FELO,  NEIL,  KNOXVILLt 

FERGUSON,  JAMES  V,  KNOXVILLE 

FETZEK  JR,  JUHN  WOHDRUW,  JEFFERSON  CITY 

FILCHCCK,  JOANNE,  KNUXVILLE 

FILLMORE,  GFU  EDwARD,  KNOXVILLE 

FINFLLI.  ROBERT  EDWARD,  KNOXVILLt 

* FINER,  GtO  HARVEY,  SARASUTA,  FL 
FOGLE,  RICHARD  ALLFN,  KNUXVILLE 
FOSTER,  JERRY  M,  KNUXVILLE 
FOSTER,  WILLIAM  EDWIN,  KNOXVILLt 
FRAME,  BARRY  0,  KNOXVILLE 

* FREEDMAN,  HAROLD  0,  LENOIR  CITY 

freeman,  coy,  knoxville 

FRFRf  JR,  JOHN  M,  KNUXVILLE 
FRY  JR,  MtLLUN  ALMA,  KNUXVILLE 
FURR,  FRED  M , KNUXVILLE 
GALIARDI , MARTY  P,  KNOXVILLt 
GALLIVAN  JR,  »*  FRANCIS,  KNUXVILLF 
GALYQN  JR,  FkANK  B.  KNOXVILLE 
GARCIA  JR,  JOS  ISABEL,  ' KNCXVILLE 
GARONER,  wM  HtNRY,  KNOXVILLE 
GARRETT  JR,  ALBERT  S,  OAK  RIOGE 
GEE  JR,  GtU  LEONARD,  KNOXVILLE 
GENTRY,  ROBT  HOMtK,  KNOXVILLE 
GERKIN,  UAVID  GFURGE,  KNOXVILLE 
GIBSON,  CARL  EUGENE,  CONCORO 
GILBERTSON,  KURT  B,  KNUXVILLE 
GILLESPIE,  RICHAKU  ALLEN,  KNOXVILLE 
GILREATH,  CATHERINE  ANN,  KNUXVILLE 
GIOGIANNI,  MARIO  G,  KNOXVILLt 
GITSCHLAG,  GARY  N , KNOXVILLt 
GITSCHLAG,  KAMILIA  F,  KNOXVILLt 
GLEAVES  JR,  JAMES  E,  KNUXVILLE 
GLOVER  JR,  ABNER  M,  KNOXVILLE 
GLOVER,  A MICHAEL,  KNOXVILLE 
GODWIN,  CHAS  WAYNE,  KNOXVILLE 
GOLOMAN,  MITCHELL  H,  KNUXVILLE 

* GUODGE,  BAYARD  D,  CUNCORO 
GOUOELOCK,  0 STEYENSUN,  LOUISVILLE 
GOUFFON,  CHAS  ALLEN,  KNUXVILLE 
GOULD,  HOwARO  R,  KNUXVILLE 
GRA8EEL,  CONRAD  LINDSAY,  KNOXVILLE 
GRAY,  FRANK  BENTON,  KNOXVILLt 
GREENE,  JAMES  ALLEN,  KNOXVILLt 
GREENE,  RICHARD  W,  KNOXVILLE 
GREENWOOD,  JEFFERY  0,  KNOXVILLE 
GREESON,  GORDUN  S,  KNOXVILLE 
GRIFFITH,  ROBT  CARL,  KNOXVILLE 
GROSSMAN,  ALLAN  M,  KNOXVILLE 
GROVES,  ROREKT  MCOONALU,  KNOXVILLE 
GUYTON  JR,  JAMES  R,  KNOXVILLE 
GYURIK,  CATHERINE  E,  KNOXVILLE 
HAASE  JR,  THEODORE  F,  KNOXVILLE 
HAHN,  JAN  T,  LENOIR  CITY 

HALL,  DON  J,  KNOXVILLE 
HALL,  ROBT  EOMUND,  KNOXVILLE 
HAMPTON,  BERT  ALLAN,  KNOXVILLE 
HANNA,  WAHID  T,  KNOXVILLE 
HAQ,  JAMSHED  U,  KNOXVILLE 
HARAF,  FRANK  JOS,  KNOXVILLE 
HARB,  JOS  W,  KNOXVILLE 
HARDY,  WALTER  S E,  KNOXVILLE 
HARGROVE,  R LESLIE,  KNOXVILLE 
HARRELL,  THOMAS  G,  KNOXVILLE 
HARRIS,  ROBT  wAYNE,  KNOXVILLE 
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HARRISON,  WM  BLAIR,  LOUDON 
HASSELL.  U A V 1 D E , KNOXVILLE 
HAYES  JR,  TUCKEY  J T,  KNOXVILLE 
HAYS  JR,  JAit  M,  KNUXVILLE 
HAYWORTH,  RAY  MI  LTD 'I,  KNOXVILLF 

* HEINTZELMaN.  JOHN  H L,  SEAL  REACH,  CA 
HE  I SEW , DON  RICHARD,  KNOXVILLE 
HtMRRtE,  DOUGLAS  KIRRY,  KNOXVILLE 
HEMPHILL,  JAMES  LOUIS,  KNOXVILLE 
HENDERSON,  RICHAkU  WINN,  KNOXVILLE 
HENRY,  REK  TRA,1  RUwE,  KNUXVILLE 
HETRICK,  THUMAS  HE  NR  Y , KNOXVILLE 
HICKS  JP,  HOWARD  KENNETH,  KNOXVILLE 

* HICKS,  HOWARD  KENNETH,  KNOXVILLE 
HILL,  HUBERT  CAWUOD,  KNUXVILLE 
HITCH  JR,  JAMt S PARKS,  KNOXVILLE 
HOBART  JR,  RICHAKU  LUKEN,  KNUXVILLE 
HODGE,  FREDERICK  w«,  KNUXVILLE 

* HUEY,  DAVID  FRANCIS,  KNUXVILLE 
HOGAN,  WILLIAM  "irCHtLL,  KNOXVILLE 
HUSKINS,  JOHN  C,  KNOXVILLE 

* HOSKINS,  LFDN  CUNO,  KNUXVILLE 
HIJVIS,  WM  MARVIN,  KNOXVILLE 

* HOWARD  JR,  G TURNER,  KNUXVILLE 
HOWE,  JOHN  W,  KNUXVILLE 
HURNEK,  KARL  FRANZ , KNUXVILLE 
HUOriLESTUN,  CMAS  IRVING,  KNOXVILLE 
HUDGENS  JR,  JAMES  F,  KNUXVILLE 
HUDSON  JR,  ARNOLD  P.  , KNUXVILLE 

* huggin,  perry  *,  knoxville 

HURST,  FRED  ALAN,  KNUXVILLE 
HUSKIY,  LAKRY  CECIL.  KNUXVILLE 
HUTCHINS,  STEPHEN  F,  KNUXVILLE 
HUTSON,  CHAS  CUMB  S , KNOXVILLE 
HYATT,  HUGH  CROCKETT,  KNOXVILLE 

* IDOL,  ENOCH  COLVIN,  KNOXVILLE 

* [RwIN,  CL  I F TUN  E,  KNOXVILLE 
IVFNS,  MARK  YUUNO,  KNOXVILLE 
JACKSON,  ROBERT  C,  KNOXVILLE 
JANZEN,  WM  RUY,  KNOXVILLE 
JEFFRIES,  GLENN  EDWARD,  KNOXVILLE 

* JENKINS,  ASTOK  L,  KNOXVILLE 
JENNINGS,  JEEEflRY  G,  KNUXVILLE 
JUBSUN,  KENNETH  0,  KNOXVILLE 
JOHNSON,  CLIFFORD,  KNOXVILLE 
JOHNSON,  JANET  K,  LOUISVILLE 
JOHNSON,  JERKY  RICHAKU,  KNOXVILLE 
JOHNSON,  JOE  BKEESE,  KNOXVILLE 
JONES,  FRANCIS  S,  KNOXVILLE 

JUST,  RICHARD  RAYMOND,  SPRING  CITY 
JOUPOAN,  RAUL  LtUN,  KNOXVILLE 

* JOYCE,  “AKGAkET  ELIZABETH,  KNOXVILLE 
JULIUS,  CLARK  ELDON,  KNUXVILLE 
KASEKMAN,  FRED  B,  KNUXVILLE 
KATTINE,  ANTHONY  ALBERT,  KNUXVILLE 
KELLY,  ARTHUk  PAT,  KNOXVILLE 

* KELSO,  HAROLD  MILLS,  KNOXVILLE 
KENNEDY,  A GLENN,  KNUXVILLE 

* KENNEDY,  JOHN  OLNEY,  KNUXVILLE 
KESTERSON,  JOHN  E , KNOXVILLE 
KHAIROLLAHI , VALI,  KNOXVILLE 
KHAN,  AHOUL  H,  KNOXVILLE 
KILLEFFER,  EKED  AYRES,  KNOXVILLE 
KIM,  YOO  KEUN,  KNOXVILLE 
KINCAIC,  GEOFFREY  C,  KNUXVILLE 
KING,  IRVIN  RAY,  KNOXVILLE 
KING,  JACK  OUNALO.  KNOXVILLE 
KIRK  JR,  CLIFFORD  C.  KNUXVILLE 
KLEIN  JR,  VICTOR  HILL,  KNOXVILLE 
KLEIN,  CAKL  JOHN,  KNOXVILLE 
KLIEFOTH  III,  A BERNHARO,  K NO  X V IL  LE 
KNOWLING,  RUBE  EDWARD,  KNOXVILLE 
KOEFOOT  JR,  R BRUCE,  KNUXVILLE 
KRAUSS,  STEPHEN,  KNOXVILLF 

KRISLE  III,  GEORGE  MENEES,  KNOXVILLE 

LACEY  III,  JOHN  w,  KNOXVILLE 

LAING,  WM  GAVIN,  KNOXVILLE 

LASH,  ROBT  F,  KNUXVILLE 

LATHAM,  KENT  EMEKSON,  KNUXVILLE 

LAW  JR,  WILLIAM  M,  KNOXVILLE 

LAW  SR,  WILLIAM  M,  KNOXVILLE 

LAZARUS.  STEPHEN  M,  KNUXVILLE 

LE  BEL,  StRGL,  KNOXVILLE 

LEAHY,  MICHAEL  DOUGLAS,  KNOXVILLE 

LEONARD,  JOE  H,  KNOXVILLE 

* LESHER,  JOHN  HAKULO,  KNUXVILLE 
LESTER,  THUMAS  EDwARO,  KNOXVILLE 
LETARO,  FRANCIS  X,  KNOXVILLE 
LETHCO,  GARY  W,  KNOXVILLE 
LEWIS,  ROBT  A,  KNOXVILLE 
LIGHTER,  OONALO  fc,  KNOXVILLE 
LINE,  FELIX  GLEN,  KNOXVILLE 
LITTLEFIELD,  THOMAS  K,  KNOXVILLE 
LONOON,  EKANK,  KNOXVILLE 

LONG,  HENRY  HEATH,  KNOXVILLE 
LORCH,  VICHIEN,  KNOXVILLE 
LOWRY,  RANDOLPH  M,  KNUXVILLE 
LOWRY,  THUS  HENRY,  KNOXVILLE 
LOZZIO,  CARMEN  BERTUCCI,  KNOXVILLE 
LUNA,  JOE  LOUIS,  KNOXVILLE 
LUTTRELL,  ARVELL  STANLEY,  KNOXVILLE 
MACLEAN,  RONALD  N,  KNOXVILLE 
MAODOX  JR,  JOHN  R,  KNOXVILLE 
MADIGAN,  ROBT  REGIS,  KNOXVILLE 
MAGGART,  MICHAEL  L.  KNOXVILLE 
MALONE  JR,  EDWARD  M,  KNOXVILLE 
MANCEBO,  GERALD  L,  KNOXVILLE 
MANNING,  KICHARO  0,  KNOXVILLE 


MANSY,  JOSEPH  m,  KNUXVILLE 
MARCY,  JOHN  S A ML , KNUXVILLE 
MARSHALL,  JOHN  HUUSOEN  L,  KNOXVILLE 
MARTIN,  RUBEKT  0,  KNUXVILLE 
MASSINGALE,  H LYNN,  KNOXVILLE 
MASTERS,  STEVcN  BRAOLEY,  KNOXVILLE 
MATHEWS,  CARL  LESLIE,  KNOXVILLE 
MAULL,  KIMBALL  I,  KNOVILLE 
MAVES,  BARRY  V,  KNOXVILLE 

* MAYNARD,  MARGARET  AGNES,  ATLANTA,  GA 
MCCALLEN,  PERRY  BOTES,  KNOXVILLE 
MCCAMMON,  CURTIS  P,  KNOXVILLE 
MCCAMPBELL,  BRUCE  R,  KNOXVILLE 
MCCOLLUM,  LIONEL  0,  KNOXVILLE 

MCCOY  III,  WILLIAM  JOHN,  KNOXVILLE 
MCGHEE,  WILLIAM  LOWARO,  KNOXVILLt 
MCGINN,  LARRY  OEAN,  KNOXVILLt 
MCGINNIS,  CARROLL  WILLIAM,  KNOXVILLE 
MCKENZIE  JR,  ELMER  w,  KNOXVILLE 
MCKENZIE,  OONALO  KEITH,  KNOXVILLE 
MCKENZIE,  JERUME  E,  KNOXVILLt 

« MCKINNEY,  MARION  BERRY,  KNOXVILLt 
MCKISSICK,  wILLIAM  R,  KNOXVILLE 
MCMUKRY,  JOSEPH  SFARLE,  KNOXVILLE 
MCNEELEY,  EDwARO  TRENT,  NORRIS 
MCNEELEY,  HOwARO  B , NORRIS 
MCPEAKE  III,  WILLIAM  T,  KNOXVILLE 

* MCPEAKE,  WILLIAM  T,  LOU DON 
MEADOWS , ROBT  WALTER,  CONCORD 

ME  I St  SHE  IM ER , STEPHEN  L,  KNOXVILLt 
MEYERS,  ANTHONY  L,  KNOXVILLE 
MILLER  JR,  CARTER  F,  KNOXVIlLE 
MILLER,  MICHAtL  M,  KNOXVILLt 
MILLER,  THOMAS  R,  KNOXVILLE 
MILLER,  WM  OtttD,  KNUXVILLE 
MIRE,  A DC  A N , KNOXVILLE 
MISRA,  SAKAOA  N,  KNUXVILLE 
MITCHELL  Sk,  E 0 Y B,  KNOXVILLt 
MITCHELL,  OONALO  EUGENE,  LENUIR  CITT 
MIXON,  WILLIAM  R,  KNUXVILLE 
MOBLEY,  JACK  MURPHY,  KNOXVILLE 
MIJFFtTT,  STEVtN  K,  KNOXVILLt 
MONTGOMERY  JR,  JOHN  L t E , KNOXVILLF 
MONTGOMERY,  JUS  TUCKER,  KNOXVILLE 
MONTGOMERY,  ROBERT  N,  KNUXVILLE 
MOON,  JOS  BENJAM  INF,  KNUXVILLE 
MUORE  JR,  JOHN  DAVID,  KNOXVILLE 
MOORE  JR,  MERRILL  OENNIS,  KNOXVILLE 

* MOORE,  JOHN  OAVIU,  KNOXVILLt 
MOORE,  ROBERT  SAYLOR,  KNUXV ILLT 
MOORES  IDE,  DOUGLAS  FOwARU,  KNOXVILLt 
MOPEHEAD,  LANCE,  KNUXVILLE 
MORENO,  FRANCISCO  G,  KNUXVILLE 
MORGAN,  TUMMY  E , KNOXVILLE 

MORGAN,  TRAVIS  EUGENE,  KNOXVILLt 
MORRIS,  STEVEN  ALLEN,  KNUXVILLE 
MUSFLEY,  JAMtS  E.  KNUXVILLE 
MOUNGER,  t M t R S 0 N JAY,  KNUXVILLE 
MUELLER,  ROBT  LOUIS,  KNUXVILLE 
MUMFOkD,  MARK  S,  KNOXVILLF 
MURPHY,  M 0 I ANNE , KNUXVILLE 
MURRAY  JK,  EDWARO  LEE,  KNOXVILLE 
MUSE  JR,  WM  SCOTT,  KNOXVILLt 

* MUSE  SR,  WM  S,  KNOXVILLt 
MUTTER,  MITCHELL  L,  KNOXVILLt 
MYERS,  JAMES  OAVID,  KNOXVILLE 
NATELSON,  STEPHEN  ELLIS,  KNOXVILLt 
NEBLETT,  JOHN  w,  KNOXVILLE 
NELSUN  JR,  HtNPY  S,  MARYVILLE 
NELSON  JR,  JOHN  R,  KNUXVILLE 
NELSON  JR,  WM  ALL  X A NO  t R , KNOXVILLE 
NELSON,  BILL  M,  KNOXVILLE 
NELSON,  MARK  L,  KNOXVILLt 
NEWTON,  KRISTY  L,  KNOXVILLE 

* NICELEY,  EUGENE  PARK,  KNOXVILLE 

* NICHOLS,  HAZEL  "AKIE,  KNOXVILLE 
NORWOOO,  CHRISTOPHER  w,  KNOXVILLt 
NOXON,  ELVIN  B,  KNOXVILLE 
OBENOUR,  RICHARD  A,  KNOXVILLE 
OGOEN,  HAKRY  K,  KNOXVILLF 

OGLE,  HOMER  CAMPBELL,  KNUXVILLE 
OTIS,  MICHAEL  VAUGHN,  KNOXVILLE 
OVERHOLT,  BERGEIN  E,  KNOXVILLE 

* OVERHOLT,  BERGEIN  M,  KNOXVILLE 
OVERHOLT,  ROBERT  MARION,  KNOXVILLE 
OWEN,  J DAVID,  KNOXVILLE 

OZOIL,  TUKAN,  KNUXVILLE 
PACK,  RONALD  LYNN,  KNOXVILLE 
PAINE  JR,  RAYMOND  LEE,  KNOXVILLE 
PAL  AT INUS,  JOS,  OAK  RI OGE 
PAPPAS,  SAM  CEO,  KNOXVILLE 
PARK,  SOUNG-HO,  KNOXVILLt 
PARKER  JR,  JOSEPH  COkBlN,  KNOXVILLE 
PARSONS,  ROY  B,  KNOXVILLE 
PATIL,  VIJAYA  R,  KNOXVILLE 
PATTERSON  JR,  REESE  W,  KNOXVILLE 
PATTERSON  JR,  ROBT  F,  KNOXVILLE 
PATTERSON,  FRANCES  K,  KNUXVILLE 
PATTERSON,  WM  L,  KNOXVILLE 
PAULSEN,  WM  ALLEN,  KNOXVILLE 

* PAYNE,  FRANCIS  HOMER,  KNOXVILLE 
PEAGLER,  CHAS  G,  KNOXVILLE 
PEARCE,  ROBERT  E,  KNOXVILLE 
PEDIGO,  RANOALL  E,  KNOXVILLE 
PEEBLES,  EREO  NEAL,  KNOXVILLE 

* PENN,  JARRELL,  KNOXVILLE 
PERRY,  RONALD  HOWARO,  KNOXVILLE 

* PETERS,  H OEWEY,  KNOXVILLE 


phelps  jr,  Preston  v,  knoxville 

PHELPS,  RICHARD  w,  KNOXVILLt 
PIENKOWSKI,  MAREK  M,  KNOXVILLt 

♦ PIERCE,  I K A S,  KNOXVILLt 

pierce,  STEvtN  eaulkner,  knoxville 
PIERCE,  TKUETT  H,  SNtEOVILLE 
PIIARO,  CECIL  F,  KNUXVILLE 
PLACE,  JAMES  G,  KNOXVILLt 
POOL,  MICHAEL  L,  KNOXVILLE 
PORTER,  F RAYMOND,  RNOXV I LLt 

♦ POWELL,  WM  FURREST , KNOXVILLt 

♦ POWERS,  BKUCt  RANKINS,  KN0XV1LLL 
POWERS,  LAURA  B,  KNUXVILLE 
POWERS,  WILSON  WATKINS,  KNOXVILLt 
PRESSwOOO,  JAMES  J,  KNOXVILLt 
PRIDE,  H HAMMUNU,  KNOXVILLE 
PRINCE  JR,  THUS  CHAFER,  KNOXVILLt 
PRINCt,  MARK  0,  KNOXVILLE 
PKINZ,  STtPHEN  C,  KNOXVILLE 
PRITCHER,  G MARK,  KNOXVILLE 
PROSE,  JAMES  CLINTON,  KNUXVILLE 
PURVIS,  JOHN  T,  KNOXVILLE 
QUILTY,  CHARLES  L,  LOUISVILLE 


* RANGE,  JOHN  A,  KNOXVILLt 
RANKIN,  DAVIO  M,  KNUXVILLE 
RAULSTON  JR,  KENNETH  L,  KNOXVILLE 
RAWSON,  FREEMAN  L,  KNOXVILLE 
RAY,  THUS  LAFAYETTE,  KNOXVILLE 

RE  E 0 , STEVEN  w , KNOXVILLt 
REED,  WARkEN  G,  KNOXVILLt 
REGESTER  JR,  ROLLANI)  E,  KNOXVILLt 
R 6 I 0 , WILLIAM  STUaRT,  KNUXVILLE 
REYNOLDS,  CHARLES  W,  KNUXVILLE 

* RICHARDS,  PAUL  0,  KNUXVILLE 
RIGGINS,  HILLY  NEWELL,  KNOXVILLt 
RIMER,  RONALD  LEE,  KNOXVILLt 
RIST,  TOIvO  t,  KNOXVILLt 
ROBINSON,  RICHAKU  WALTER,  KNOXVILLE 
ROCHESTER,  JOHN  CRAWEORO,  KNUXVILLE 
RUOGERS  JR,  JUHN  L,  KNOXVILLt 

* ROGERS,  JERRY  RAY,  NURFULK,  VA 
ROGERS,  WM  KLAR,  KNOXVILLt 
ROSE  III,  RICHARD  C,  KNOXVILLF 

ROWE,  8UEUR!)  t,  KNOXVILLt 

ROWF,  CECIL  UARRLLL,  KNUXVILLE 
RUP.RIGHT,  ROBT  LEt,  KNOXVILLE 
RUOOLPH,  BURTON  M,  KNOXVILLt 
RUFFE,  DAVID  ANTHONY,  KNUXVILLE 

* RULF  III,  WILLIAM,  KNOXVILLt 
RULE,  JACK  ANDREW,  KNOXVILLE 
RULE,  KENNETH  ANDREW,  KNUXVILLE 

* RULE,  KENNETH  BOYD,  KNOXVILLE 
RUSSELL  JK,  CtCIL  E,  PO-tLL 
RUSSELL,  ROBT  CLAUDE,  KNUXV  I L EE- 
ROS S t LL  , STEPHEN  A,  KNOXVILLt 
RUTH,  A L t x , KNUXVILLE 
RUTHtRFORO  Jk,  CHAS  l,  KNOXVILLt 
RUTHERFORD,  KYLE  OTIS,  KNOXVILLt 
KYLANOS.  JUHN  CRAIG,  KNOXVILLE 


SAFFOLO,  JOHN  HENKY,  KNUxVILLF 
SAIN,  RUHT  LYNN,  KNUXVILLE 
SANDBERG,  RONALD  KENNETH,  KNOXVILLE 
SANDERS,  JERRY  E,  KNUXVILLE 
SARKAR,  DIANA  DEL,  KNOXVILLt 
SAWYER,  CHRISTOPHER  t.  KNOXVILLt 
SCARIANO  JR,  JACK  E,  KNOXVILLE 
SCHAEFER,  BARRETT  A,  KNUXVILLE 
SCHAUMBURG,  EDWIN  w,  KNOXVILLE 
SCHNEIDER,  WM  JAMtS,  KNUXVILLE 
SCOTT,  JOHN  CHRISTOPHER,  KNUXVILLE 
SEALS,  ROY  LEE,  KNUXVILLE 
SEATON,  DOUGLAS  Y,  KNOXVILLt 
SEGARS,  JAMES  HUGH,  KNUXVILLE 
S E M “F  K , JUHN  K,  KNOxVILLE 
SENTER,  RILEY  S,  KNUXVILLE 
SERRELL,  RAUL  BURT,  KNOXVILLE 
SEXTON  JR,  RICHARO  CARR,  KNOXVILLE 
SEXTON,  DAVID  G,  KNOXVILLE 
SEXTON,  OAVID  HERRON,  OAK  RIOGE 
SEYMOUR,  OIGBY  GORDON,  KNOXVILLt 
SHFA  JR,  WALTER  C,  LENOIR  CITY 
SIODIQI,  NASEEMUL  HAO,  KNOXVILLE 
SIENKNECHT , t CHARLES.  KNOXVILLE 
SILVER,  H STEVEN,  KNOXVILLE 
SIMMONS,  ALVIS  OAVID,  CURRYTON 
SIMMONS,  JOHN  0,  KNOXVILLE 
SIMONS,  JON  RURIC,  KNUXVILLE 
SINHA,  SACHCHIOA  N,  KNOXVILLt 
SKINNER  III,  ROLAND  L,  KNOXVILLt 
SMELTZFR,  CHAS  C,  KNOXVILLE 
SMITH,  BRUCE  A,  KNOXVILLE 
SMITH,  EUGENE  BAXTER,  KNOXVILLE 
SMITH,  JOE  S,  KNOXVILLE 
SMITH,  LOUIS  A,  KNOXVILLE 
SMITH,  MICHAEL  G,  KNOXVILLE 
SMITH,  RICHARO  S,  JOHNSUN  CITY 
SMITH,  ROBT  LLOYO,  KNOXVILLE 
SMITH,  VEK  NUN  I,  LOUISVILLE 
SMITH,  WILLIAM  B,  NEW  ORLEANS,  LA 
SMITH,  WM  N,  NEW  TAZEWELL 
SNYOER,  EDWARO  0,  LOUDON 
SOLOMON,  ALAN,  KNOXVILLt 
SOSS,  SHELDON  BARRY,  KNOXVILLE 
SOWELL , JONATHAN  W,  KNOXVILLE 
SPIEGEL,  MARVIN  HOWARO.  KNOXVILLt 
STALLWORTH,  WM  PARK,  KNOXVILLE 
STEVENS,  THOS  F,  KNOXVILLE 
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SULfcS  JR,  JAMES  H,  KNOXVILLt 
STITCKER,  R I CH  AR I)  J,  KNUXVILLF 

» STOCKMAN,  JOHN  MILTON*  KNOXVILLt 

sroKts.  srtvtN  h,  knoxville 

SUGANTHAKAJ,  CHRISTIANA  K*  KNOXVILLt 
SULLIVAN  Jk,  THUS  ALAN*  KNOXVILLt 
SULLIVAN,  KM  KOSS.  KNOXVILLt 
SUNOAHL,  C CtkALU,  KNOXVILLt 

* SwANN  JR,  WM  KIRK,  KNUXVILLt 
S w F E T • JU  GORDON,  KNJXV1LLF 
TAPWATER,  J t AN  CATL,  KNUXVILLt 
TATUM,  ROBERT  K,  KNUXVILLt 
TAUXt.  f DwAKD  L,  KNUXVILLt 
TAYLOR,  jAMt'S  WALTER,  KNUXVILLt 
TAYLOR,  KCNNITH  M,  KNOXVILLt 
TEAGUE,  OALt  ALtXANOlk,  KNOXVILLt 
TERRY,  WILLIAM  F,  KNUXVILLt 
THUMAS,  GARY  L,  KNOXVILLt 
THOMPSON,  ROBERT  G,  KNOXVILLt 

* TIPTON,  WM  MARSHALL,  KMJXVILLf 
TOMPKINS,  FURKFST  f. , KNUXVILLt 
TONFY  III,  LEE  E,  KNOXVILLE 
TOYOHARA,  HIROSHI , KNOXVILLt 
TRAYLOR,  IHOMAS  RtIO,  KNUXVILLt 
TREAT,  FLMtK  LAWRENCE  . KNOXVILLt 
TRENT,  BILLY  CARL.  KNOXVILLE 
TREN1,  LUCIAN  WILLIAMS.  KNOXVILLE 

* TKOTTtR  JK,  GEO  MACK,  KNOXVILLE 
TURNER,  JAMES  ESPY,  KNOXVILLE 

* TURNEY,  M FRANK,  KNOXVILLE 

TYLER  JR.  „M  ALEXANDER,  KNOXVILLt 
UNOERaOOO,  M1CHAHL  0,  KNUXVILLt 
Ukl,  rAPoAktr.  KNOXVILLt 
VANOtkGR IFF , wM  LUWFLL,  KNOXVILLE 
VICK,  GEORGE  a.  KNOXVILLE 
VICKFRS  JR,  MARVIN  HAtltk,  KNUXVILLt 
VINSANT,  CHRISTOPHER  L,  KNOXVILLE 
WAGE  JR,  DWIGHT  ROOT,  KNOXVILLE 
WALKER,  BRUCE  EOwIN,  KNOXVILLE 
WALKER.  NIJRMA  BRAGG,  KNOXVILLE 
WALL,  J A m c S wHt.LAN'O,  KNUXVILLt 
WALLACE  JR,  CALVIN  R,  KNUXVILLt 
WALLACE,  SIDNEY  L,  KNOXVILLt 
WALLER,  David  H,  KNUXVILLt 
WALLIS,  UUNALD  F D w IN,  KNOXVILLt 
WALTERS,  WILLIAM  J,  SEVIERVILLF 
WALTON  JR,  CLIFFORD  L,  KNOXVILLL 
WARF,  ROBE  t U W I N , KNUXVILLt 
WATSUN,  DAVIU  THLDDOkt,  K Nfl  XV  I L LL 
WATTS,  GLENN  FERRELL,  KNOXVILLt 
WEBBER,  GEO  RUPT,  KNUXVILLt 

* WEBSTER,  RULANI)  MARIUN.  STRAWBERRY  PL 
WE  ISSFELO,  STtVEN  C,  KNOXVILLt 
WENOtk,  CHAS  M,  KNOXVILLE 

R WEST,  FREDERICK,  KNOXVILLE 

* WHANGER,  HERBERT  NOEL,  KNOXVILLt 
WHITE,  ROBERT  F,  KNUXVILLF 
WHITTAKER,  RICHARD  L,  KNOXVILLt 
WHITTINGTON,  JOHN  WM,  KNUXVILLF 
WHITTLF,  R OB  T BRUCE,  KNUXVILLF 

* WILLIAMS,  LEt  L,  KNOXVILLE 

•'  I L L I w M S » MUKItL  LESTER,  KNUXVILLF 
WILLIAMS,  RICHARD  F,  KNOXVILLE 
WILLI  EURO,  WILLIAM  N,  KNOXVILLE 
WILLINGHAM,  RICHARD  B , KNOXVILLL 
WILSON.  DAVID  0,  KNOXVILLL 

* WINEBKENNLR,  JOHN  DAHL,  KNOXVILLE 
w INN,  CONNA  MARIE,  KNOXVILLE 
WITTKE,  PAUL  tOWAKO,  KNOXVILLE 
WOHLWENO,  CHAS  OAVIO,  KNOXVILLE 
WOLAVER,  JOHN  HARRISON,  KNOXVILLt 
WOLFE,  J FREDERICK,  KNOXVILLt 
WUOD.  GEOkGE  H,  KNOXVILLE 
WOOTEN,  B OAVIO,  KNOXVILLE 
WOOTEN,  PAUL  T,  KNOXVILLE 
WORDEN,  JAMES  P,  KNOXVILLE 
WRIGHT,  GLENN  E,  KNOXVILLE 
YARBERRY  JR,  UTHA  HORACE,  KODAK 
YATES,  JAMES  OOUGLAS,  KNOXVILLE 
Y4TTEAU,  RONALO  FRANCIS,  KNUXVILLt 
YOUMANS,  WM  TINSLEY,  KNOXVILLE 
YOUNG,  THOMAS  L,  KNOXVILLE 
YOUNG,  VERNON  HUTTON,  KNOXVILLF 

* YOUNG,  VINCENT  T,  CONCORD 

* ZACHARY,  EUGENE  G,  KNOXVILLE 
ZIMMERMAN,  A WALTER,  KNOXVILLE 
ZIRKLE  JR,  GEO  ANOREw,  KNOXVILLE 

* ZIRKLE,  CHAS  RANKIN,  KNUXVILLE 
ZIRKLE,  PETER  KEVIN,  KNOXVILLE 

LAKEWAY  MEDICAL  SOCIETY 

ALEXANDER,  WM  KING,  MORRISTOWN 

» ALLEN,  ERMAN  DALE,  WHITE  PINE 

AMADOR  JR,  JOSE  GARCIA,  MORRISTOWN 
ANDREWS,  DOUGLAS  EUGENE,  MORRISTOWN 
BARCLAY,  LEE  ROY,  MORRISTOWN 

* BELLAIRE,  MACK  J,  MORRISTOWN 
BLAKE,  CLELANO  CONWAY,  MORRISTOWN 
BOOKER,  BURT  L,  MORRISTOWN 
BROCK,  HOWARD  THOS,  MORRISTOWN 

* BRYAN,  LEANDER  C,  RUTLEDGE 
BUKEAVICH,  ALFRED  PETER,  MORRISTOWN 
BUKOV ITZ , MARY  ELIZABETH,  MORRISTOWN 
CALOWELL,  JOHN  DONALD,  MORRISTOWN 
CARVER,  MICHAEL  C,  KNOXVILLE 

* CAWOOD,  OAVIO  CLAYTON,  JEFFERSON  CITY 
CHRONIS,  ALEX  J,  MORRISTOWN 

CHUNG,  SUNG  JANG,  MORRISTOWN 


DARBY,  OtwAYNt  P.  JEFFERSON  CITY 
OEFS,  DONALD  R,  JEFFERSON  CITY 
OUBY  JK,  CLARENCE  JOS,  MURRISTOWN 
ELLIS  JR,  JOHN  w,  JEFFERSON  CITY 
FULK,  CHARLES  S,  MORkISTUWN 
FUSON,  PHILIP  LIE,  MORRISTOWN 
GAGNON,  PIERRE  PAUL,  MORkISTUWN 
GANFM,  SALEM  F,  MORRISTOWN 
GRFFNt  JR,  OAVIO  LOUIS,  MORRISTOWN 
GRONEWALO,  WM  ROBE,  MORRISTOWN 
GUTCH  III,  WM  JOHN,  MORRISTOWN 
HELMS,  CKAMPTUN  HARRIS,  MOPRISTOwN 
HICKMAN  JR,  JAMES  H,  LOWLAND 
HILL,  TFNNY  JACOB,  RUTLtDGE 
HOWARD,  JtSSIt  FUGENt  , JEFFERSON  CITY 
JAMISON,  RUHtKT  ALLFN,  MORRISTOWN 
KIM,  JOO-TAEK,  MORRISTOWN 
KINSER,  JOHN  h,  MORRISTOWN 
LINDSEY,  CHARLES  HUGH,  MORRISTOWN 
LOW"Y  III,  OkLANIJA  R,  MORRISTOWN 
LYNCH,  CVtRETTF  G,  HURRISTOwN 
MCLFMQRF,  WAYNE  L,  MURRISTOWN 

mcneil,  David  wyatt,  morristuwn 
MERRITT,  U L , OANOR I UGE 

* MILLIGAN,  FRANK  LESLIE,  JEFFtRSON  CITY 
MILLIGAN,  LESLIE,  JtfFEkSON  CITY 
MUNCY,  ESTLE  PERSHING,  JEFFtRSON  CITT 
PATTON,  LANCt  S,  JEFFERSON  CITY 
PUTTER  III,  wILLIAM  WALTER,  MORRISTOWN 
PRFSUTTI,  HENRY  J,  MOkkISTOwN 

RE  F 0 , PAUL  EMU«Y,  SNEFOvILLE 
RENNER  JR,  OMtk  CLYnt,  MORRISTOWN 
SAMS,  JOSIAH  rt , MORkISTUWN 
SCOTT,  CHAS  SEALt,  MORRISTOWN 
SOMMERS,  GEORGE  w,  MURRISTOWN 

tinoall,  j Raymond,  morristuwn 

TRESSLER,  SANURA  BEALL,  MORRISTOWN 
TRUSLtk,  POwtLL  MAOEN,  MURRISTOwN 
WtF  t N G , JOSE  L,  MORRISTUWN 
WILL BANKS,  DAVID  VFRNER,  "ORRIS  TOWN 
YATES,  RAYMOND  itbRNAkU,  rORKlSTUwN 
ZIRKLE,  JOHN  w,  JEFFERSUN  CITY 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

CAMPBELL  JR,  EARL  ROY,  LAWRENCE  BURG 
CROWDER  JK , VIRGIL  HOLT,  LAwRtNCEHORG 

* CROWDtP.  VIRGIL  H,  LAwRLNCFBURG 
DAVIDSON,  HUY  D R,  LAwRFNCFPUKG 
OCIBIAS,  MATTHEW  CHARLES,  LAWRFNLEBURG 
GREEN,  CALVIN  ARTHUR,  L A WR E NCF BUR 0 
HENDERSON,  NORMAN  LFRUY,  L A W f E NC6  BtJR  G 
HUO  GINS,  J CARMACK,  LAWRENCE  BURG 
KHATRI,  HAKLSH  H,  LAwRENCFBURG 
MANGUBAT,  JAIME  VIRATA,  WAYNESBORO 
"AURICIO,  LILIA  0,  LAWRLNCFBURG 
METHVIN,  RAY  ELWIN,  L n R t T T 0 

MOLLOY,  LAURENCE  BENJ,  LAWRENCFBURG 
QUALLS.  JCRRY  FRANKLIN.  LAWRENCEBURG 
SHAH,  JAYRAJ  C,  LAWRENCFBURG 
STALEY,  HUMER  LFt,  LAWRLNCFBURG 
SUTHERLAND,  w SH  AF  N , LAWPFNCF  BURG 
TAYLOR,  CARSON  E , LAwRENCFBURG 
THOMAS,  HENRY  LEWIS,  LAwRENCERURG 
TURMAN,  ALERtD,  LAWRENCFBURG 
WEATHERS  JR,  MALCOLM  H,  LORETTO 

LINCOLN  COUNTY  MEDICAL  SOCIETY 

ASHBY,  SAM  MICHAEL.  FAYETTEVILLE 
80LNER , ANNE  URNER.  FAYtTTEVILLE 
COBB,  RUDY  THEODORE,  FAYETTEVILLE 
DANIEL,  wILLIAM  w,  FAYETTEVILLE 
GOWDA,  H R "ALLAPPA,  FAYETTEvILLt 
JONES,  WILLIAM  R,  FAYETTLVILLE 

* MARSHALL,  CLYDE  B,  AkDMURE 
MCCAULEY,  OAVIO  R,  FAYETTEVILLE 

* MCRADY,  JAMES  VAN,  COLUMBIA 
NORMAN,  WARRLN  T,  EAYETTEVILLF 
NORSKOV,  v,"  RICHARD,  FAYETTEVILLE 
PATFL,  YASHWANT  P,  FAYETTEVILLE 
PATRICK  JR,  THOS  ALEX,  FAYETTEVILLE 
RALSTON  JR,  JOSEPH  FRED,  FAYETTEVILLE 
WH  I TTE  MORE , PAUL  EDWARD,  FAYETTEVILLE 
YOUNG,  WM  MC  KINNEY,  FAYETTEVILLE 

MACON  COUNTY  MEDICAL  SOCIETY 

CHITWOOD  JR,  CHAS  C,  LAFAYETTE 
<■  DECK  JR,  MARVIN  EDWARO,  LAFAYETTE 

MARSHALL  COUNTY  MEDICAL  SOCIETY 

ALFREOSON,  DAVID  G,  BELFAST 
JOHNSON,  JAMES  LEE,  LEWISBURG 

* LEONARD,  JOHN  CLARENCE,  LEWISBURG 
LEWIS,  MELVIN  GLENN,  LEWISBURG 

* MORGAN  JR,  HAKCOUKT  A,  LEWISBURG 
PHELPS  JR,  KLNNETH  J,  LEWISBURG 

* PHELPS  SR,  KENNETH  J,  LEWISBURG 
POARCH,  WM  SAXON,  LEWISBURG 
RUTLEDGE,  JONES  FLANAGAN,  LEWISBURG 
SHARMA,  N N,  LEWISBURG 

SHEARER,  CAMERON  ALEXANDER,  LEWISBURG 
TAYLOR,  WM  L,  LEWISBURG 
TEPEOINO,  MICHAEL  J,  LEWISBURG 
VON  ALMEN,  JOS  FRANKLIN,  LEWISBURG 
WOLCOTT,  EUGENE  S,  LEWISBURG 

MAURY  COUNTY  MEDICAL  SOCIETY 

ANDREWS,  CLAUDIA  S,  COLUMBIA 
BAIN,  ROBERT  AARON,  MT  PLEASANT 
BALL,  CHARLES  A,  MT  PLEASANT 
BARR,  RALPH  I,  COLUMBIA 


* BENNLTT,  wENOELL  C.  COLUMBIA 
BERRY,  SIONtY  A,  COLUMBIA 
RRITt,  CHAS  RICHARD,  COLOMBIA 
BROWN,  JOHN  PRESTON  WATTS,  COLUMBIA 
CLIFFORD  JR,  RUFUS  R , COLUMBIA 
OAKF,  THOS  SCOTT,  COLUMBIA 
DANIEL,  ESLICK  F « I N G , COLUMBIA 
DANIELS.  DAVID  ALLFN,  CULUMHIA 
DAVIS,  PATRICIA  CLIFFURO,  CULU"BIA 
DUNCAN,  THUS  RAY,  COLUMBIA 
FERRELL,  HAROLD  rILFY,  COLUMBIA 
FIFDLER  JR,  GLO  ADOLPH.  COLUMBIA 
FITTS  JR,  JAMES  MORGAN,  COLUMBIA 
FUQUA , WM  G , COLUMBIA 

* GARDNER  JR,  CARL  C,  COLUMBIA 
GRAY  JP,  OANL  ROGER , COLUMBIA 
GRAY,  SUSAN  THOMAS.  COLUMBIA 
HARGROVE,  JOEL  T,  COLUMBIA 
HARMON  JR,  ROY  F,  COLUMBIA 
HARTMAN,  PATRICK  ERWIN,  COLUMBIA 
HARWELL,  VALTIJN  CAROLS,  COLUMBIA 
HAUSMANN,  JAN  M,  COLUMBIA 
HEARD,  GEORGE  J.  COLUMBIA 

* HELM,  HARRY  C,  COLUMBIA 
HIGH,  BEN  GREER,  COLUMBIA 

HU OS  ON,  CHAS  CRAIG.  COLUMBIA 
JERNIGAN,  WILLIAM  N,  COLUMBIA 
JONES,  HELEN  G.  COLUMBIA 
KELLEY,  JAMES  BRINKLEY.  COLUMBIA 
KUSTOFF,  RALPH,  COLUMBIA 
KUYKENDALL,  SAM  J,  COLUMBIA 
LANGA,  AMBROSE  ",  CULUMBlA 
LAY,  ALLYN  MUNkOE,  COLUMBIA 
LEACH,  JAMES  w,  COLUMBIA 
LEF,  SUELLEN  C,  Lt:wISRUKG 

* LYLFS,  ROBIN,  COLU"bIA 

MAYFIELD  JR,  GFi)  RADEURO,  COLUMBIA 
MILLER,  CLAY  R,  COLUMBIA 
MOORE,  KENNETH  LYNN,  COLU"BIA 
NICKELL,  LAWRENCE  k.  COLUMBIA 
OLSON,  JOHN  RICHARD,  COLUMBIA 
OVERTON,  MARY  E,  COLUMBIA 

* PROVOST,  EOwIN  K,  "UNTEAGLE 
PULLIAM,  CARY  WATSON,  CULUMBlA 
RAYBURN  JK,  M TAYLOR,  COLUMBIA 
RE  F 0 , ROBERT  ",  COLUMBIA 
RINFHART,  DARRELL,  COLUMBIA 
ROBINSON  II,  w"  ALLISON,  COLUMBIA 
SEYMOUR,  PETER  mark,  C0LUMP1A 
SIMMONS.  STEPHEN  P,  COLUMBIA 
SISK,  ANDREW  wEHB,  COLUMBIA 
SMITH,  KENNETH  DALF,  COLUMBIA 
STEWART,  WILLIAM  R,  COLUMBIA 
STRICKLANU,  RAYMOND  C,  CULUMHIA 
THOMPSON  JR,  PORT  GUEkIN,  CULUMHIA 
TORAN,  M MOATAZ.  COLUMBIA 
VINSON,  BILLY  JOE,  COLUMBIA 

* WARD,  LEON  S,  C0LU"HIA 
■WHITE,  THUS  RAY,  COLUMBIA 
WIESMAN,  H JAMES,  COLUMBIA 
WILBURN,  CHARLES  0,  COLUMBIA 
WILKES  JR,  JAMFS  wALLaCE,  COLUMBIA 
WILLIAMS  JR,  JOHN  0,  MOUNT  PLEASANT 

* YOUNG  JR,  THUS  KAY,  COLUMBIA 

McMINN  COUNTY  MEDICAL  SOCIETY 

ACKAOUY , GEO  E A,  ATHENS 
BLEDSOE  JR,  ROBERT  E,  ATHFNS 
BOLIN,  WILLIAM  R , ATHENS 
BOWERS,  WM  RICHARD,  ATHENS 

* BOYCE,  JAMES  RFID,  ATHFNS 
BURROUGHS  II,  WALLACE  F,  ATHENS 

* CARROLL,  CHAS  THUS.  ATHENS 
CLEVELAND,  JAMES  FRANKLIN,  ENGLEwOOO 

* CURTNER.  LEWIS  OtMPSEY,  ATHENS 
DAVIS,  WM  MAYFIELD,  ATHLNS 
DENTON,  STEPHEN  L,  ENGLEWOOD 
ERGEN,  FREO  J,  ATHENS 

EORFE  JR,  WM  EDWIN,  ATHENS 
GRIFFITH,  SHELLEY  F,  ATHENS 
HARGIS,  LARRY  JACKSON,  ATHENS 
HEWGLEY  JR,  ROBERT  G,  ATHENS 
HEWGLEY,  ROBT  GARDNER,  ATHENS 
HOLLIDAY,  H JOSEPH,  ATHENS 
JONES,  MILNOR,  ATHENS 
KALAYJIAN,  RUBERT,  OECATUR 
LEE,  YUNG  GIL,  ETOWAH 
LEMINGS,  STEPHEN,  ATHENS 
LETT,  MICHAEL  F,  ATHENS 
MARTIN,  CLYDE,  ATHENS 
MCKENZIE,  JOHN  CARL,  ATHENS 
MCKNIGHT,  JERRY,  DECATUR 
MITCHELL,  FOY  B,  ATHENS 

* MONTGOMERY  SR,  JOHN  L,  ATHENS 
MORRIS,  WM  GOURRIER,  ATHENS 
08EPMEIER,  STEPHEN,  ATHENS 
OROONEZ,  LUIS  J,  ETOwAH 

* POWELL,  JESS  A,  ATHENS 
SCHWIGER,  PAUL,  ATHENS 

SLOWEY  III,  JAMES  FERGUS,  ATHENS 
SNIDER,  IRIS  G,  ATHENS 
SONI,  HARISH  BA8ULAL,  ETOWAH 
SONI,  RENUKA  HARISH,  ETOWAH 

* TROTTER,  K OB  T WM,  ATHENS 
WALLACE,  JEFFERY,  ATHENS 
WATTERS,  DONALD,  ETOWAH 
WHITTLE  JR,  HERBERT  P,  CHARLESTON 
WILLIAMS,  THOS  WOLFORD,  ETOWAH 
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ACKER,  JAMES  I).  MEMPHIS 
ACKER  PAN , RUrfE  F,  MEMPHIS 
ADAMS  JR,  MM  MILTON,  MEMPHIS 

adams,  Charles  c,  “emphis 

ADAMS,  JUHN  0,  MEMPHIS 

ADA-S,  JOHN  ROOT,  “EMPHIS 

AO  A m$ , LORENZO  H,  MEMPHIS 

AO  A M S , RUBEKT  L,  MEMPHIS 

ADAMS,  RUilT  E K ANKL  IN,  MEMPHIS 

ADCOCK  III,  PRANK  JOHN,  CUROUVA 

ADKINS,  HENRY  LEIGH,  MEMPHIS 

ADLER,  JUSTIN  H,  “EMPHIS 

AIVAZIAN,  C Ak  A HE  i)  HACOP,  MEMPHIS 

AKHIK,  MOHAMAD  J,  MEMPHIS 

AKERS,  HUwARO  THUS,  MEMPHIS 

AKINS,  CHARLES  0.  MEMPHIS 

AKINS,  STEVEN  L,  MEMPHIS 

AKISKAL,  HAGUP  SiJUREN,  MEMPHIS 

ALABASTER,  ALAN  M,  MLMPHIS 

ALBRITTON,  JOHN  EURTUNE,  MEMPHIS 

ALEXANDER  JR,  ALBERT  ",  MEMPHIS 

ALI,  ZFNAH  AHMED,  "EMPHIS 

AL I SSANORATOS , J AN  F K,  MEMPHIS 

ALLRRITTEN,  JAMES  F,  MEMPHIS 

ALLEN,  CHESTER  G,  "EMPHIS 

ALLEY,  FRANKLIN  H,  SOMERVILLE 

ALSTON,  GEORGE  P,  MEMPHIS 

ALSTON.  JAMES  L,  “EMPHIS 

AMONETTE,  REX  ALLEN,  "EMPHIS 

ANOERSON,  GARLAND  :),  MEMPHIS 

ANDERSON,  JOE  PAT,  ME-PHIS 

ANOERSON,  KEITH,  MEMPHIS 

ANOREwS,  C RADFORD , MEMPHIS 

ANGEL,  JOHN  JOScPH,  ME“PhIS 

ANISHANSLIN,  OUNALO  N,  COLLIERVILLE 

APPERSON,  JOHN  w , "EMPHIS 

APPLE,  ERNEST  FRANKLIN,  COLLIERVILLt 

ARKIN,  CHAS  RICHARO,  MEMPHIS 

ARMES  JR,  KM  HERBERT,  MEMPHIS 

ARONOFF,  PHILIP  MELVIN,  “EMPHIS 

asa,  c kevin,  Memphis 

ASTE,  J MALCOLM,  MEMPHIS 
ATKINS.  LtLANO  LANGSTUN.  MEMPHIS 
ATKINSON,  RICHARO  AGAkO,  MEMPHIS 
AT KOOC  , JOHN  WESLEY,  “EMPHIS 
ATWOOD,  SUE  C,  MEMPHIS 
AUSTIN,  JUHN  LINDSAY,  MEMPHIS 
AVGERIS,  JOHN  A,  Mr  m PH  I S 
AwOEH,  MAHIR  RAMIZ,  MEMPHIS 


AYCOCK  JR,  WILLIAM  WALLACE,  ME “PHI S 
A YY AGAR  I , VENKATACHALAM,  BARTLETT 
BABIN,  OICHAkU  w,  MEMPHIS 
BAILEY,  JAMES  wESLEY,  MEMPHIS 

- BAILEY,  JUHN  R , MEMPHIS 

* BAIRO,  JOHN  wM,  MEMPHIS 
BAKER,  IRVIN  C,  MEMPHIS 

* BAKER . JUS  E , ME  MPHI  S 
BAKER.  MALCOLM  A.  ARLINGTON 
BAKHTIAN,  BITAN,  MEMPHIS 
BALAS,  GEORGE,  ME“PHIS 
BALE,  GEO  FRANKLIN,  MEMPHIS 
BALLENGER,  REIO  LANGFORD,  MEMPHIS 
BANG,  HOI  JINE,  GERMANTOWN 

- BANNISTER,  THOMAS  G,  "EMPHIS 

* BARBER,  RUY  M,  MEMPHIS 
BARKER,  GEO  LOVELACE,  MEMPHIS 
BARNES,  GROVER  W,  MEMPHIS 
BARR,  JAMES  k , MEMPHIS 
BASKIN,  REED  CARL,  MEMPHIS 

« BASSETT,  GEO  H,  “FMPhlS 

- 8ASTIAN,  SAMUEL  R,  MEMPHIS 
BATES,  RICHARO  GREENE,  MEMPHIS 
8ATTAILE,  JOSEPH  C.  MEMPHIS 
BATTAILE,  NAJIBA,  MEMPHIS 
BEALE,  HOWARD  LEO,  MEMPHIS 
BEATUS  JR,  HENJ  LOUIS,  MEMPHIS 
BEATY  JR,  JAMES  HAROLU,  MEMPHIS 
BEAVER,  TERINELL,  MEMPHIS 
8ECKF0RD,  NEAL  STANLEY,  MEMPHIS 
BELL  JR,  EMMETT  OIXON,  MEMPHIS 
BELL,  OAVIO  WALDEN,  MEMPHIS 
BELL,  JAMES  SPENCER,  MEMPHIS 

_ BELL,  STEVEN  HUNTER,  MEMPHIS 
8ELL0TT  JK,  ARTHUR  L,  MEMPHIS 
BENTHALL,  CAROL.  MEMPHIS 

- BERNARD,  OAVIU  WESLEY,  MEMPHIS 
BERRY  III,  ALLEN  0,  MEMPHIS 
8ERT0RIM,  TULIO  E,  MEMPHIS 
BEVILACQUA,  ALOO  ROMANO,  MEMPHIS 
BICKS,  RICHARO  0,  MEMPHIS 
BIELSKIS  JR,  WILLIAM  M,  MEMPHIS 
BIGGS,  JACK,  SOUTHHAVEN,  MS 

* BILES  JR,  JAMES  0,  MEMPHIS 
BIRDSONG  JR,  EMMITT  S,  MEMPHIS 
BISHOP,  CALVIN  R,  MEMPHIS 

8 I S NO , ALAN  LESTER,  MEMPHIS 

* BISSON,  WHEELOCK  A,  MEMPHIS 
BISWAS,  AJIT  KUMAR,  MEMPHIS 
BLACK,  TIMOTHY  LEE,  MEMPHIS 
BLACKWELL  JR,  S A ML  JOS,  MEMPHIS 
BLACKWELL,  CAROLYN  RISER,  MEMPHIS 
BLAIR,  JOHN  ROONEY,  MEMPHIS 
BLAND  JR,  BASIL  A,  MEMPHIS 

* BLAND,  GEO  B,  MEMPHIS 

* BLEECKER,  PHILIP  B,  MEMPHIS 


8LUMEN,  HERBERT,  MEMPHIS 
BLUMENFFLU,  HARRY  HEkNARU,  MEMPHIS 
BLYTHE  III,  JUS  ALFREU,  MEMPHIS 
BOALS  III,  JUS  CALLflwAY,  MEMPHIS 
BIJALS,  JAMES  wM,  MEMPHIS 
80  BO , ROBT  THOMPSUN,  MEMPHIS 
BOEHM,  ROBERT  ",  MEMPHIS 

* BOONE,  HOwARD  A,  MEMPHIS 
BOONE,  JAMES  E,  MEMPHIS 
BOONE,  THIPAVAN,  "EMPHIS 
BOOTH,  JAMES  LIVINGSTON,  MEMPHIS 
BOSTON,  BARRY,  MEMPHIS 
HOSwELL,  JAMES  LIONEL,  MEMPHIS 
BOSWELL,  RICHARD  LEE,  MEMPHIS 
BUULOEN,  THOMAS  F,  “EMPHIS 

* 80ULDIN,  MARY  E,  CLAKKSDALE,  MS 
BOURLAND  JR,  ROBT  LEON,  MEMPHIS 
BOURLAND,  wM  LANUESS,  "EMPHIS 

* 8UWERMAN,  EAkL  P,  "EMPHIS 
BOYD  JR,  ALLEN  STREET,  MEMPHIS 

- BOYO  JR,  EDGAR  MORRIS,  MEMPHIS 
HRAOY,  BOYER  M,  MEMPHIS 
BRANTLEY,  J HAYS,  MEMPHIS 

* BRAUN,  WlNSTUN,  MFMPHIS 

- BREWER,  k MICHAEL,  MEMPHIS 

* BRIOGES,  JAMES  T,  “EMPHIS 
BRITT,  LUUIS  GOOUNO,  MEMPHIS 
BKITTUN,  ERNEST  L,  MEMPHIS 
BRONSTEIN,  MAURY  w , ME"PHIS 
BRONSTEIN,  MICHAEL  S,  “EMPHIS 
BROOKS,  BROwN,  MEMPHIS 

- BROWDER,  JOHN  FRANKLIN,  MEMPHIS 
BROWN,  JAMES  S,  NASHVILLE 
BRUNT,  CHAS  HAL,  "EMPHIS 
BRYAN,  THORNTON  fc,  MEMPHIS 
BRYANT,  JAMES  *,  MEMPHIS 
BUCHALTEk,  ROBT,  “EMPHIS 
RUCHIGNANI,  JOHN  S UFA , "E“PHIS 
BUCHIGNANI,  JUS  ANTHONY,  MEMPHIS 
BUCKLEY  Jk,  MADISON  H,  MEMPHIS 
BUKOwSKI,  ELAINE  “ARIL,  MEMPHIS 
BUR ANAP I YA WONG,  ARKO“,  GER “ANTnwN 
8URKE,  LARRY  0,  MP“PhIS 

HURKLE  III.  GUI  HENRY,  GERMANTOwN 
BURNETT,  CHARLES  RULANO.  MEMPHIS 

- BURNETT,  MARGARET  PECK,  MEMPHIS 
BURTON,  wILLIA“  UUFR,  “EMPHIS 
BUSBY,  “ICKY  L,  ME “PM  I S 

BUTLER,  DOROTHY  ANN  HICKS,  MEMPHIS 
BUTLER.  RICHAkO  MASON,  MEMPHIS 
BUXTON,  BERTkA“  “E*PHIS 

CAFFFY,  SHED  H,  “F“PHIS 
calancrucc io,  Riiccn  a,  Memphis 
CALOwELL,  EOwARO  PRICHARD,  MEMPHIS 
CALLISON,  MASTON  K,  MEMPHIS 
CAMACHO,  ALVRiJ  MANUEL,  MEMPHIS 

* CAMPBELL,  EOWARO  G,  MtMPHIS 
CANALE,  DEE  JA“ES,  MEMPHIS 
CANALE,  STURLA  TERRANCE,  MEMPHIS 
CANCIO.  CUNSULACION  V,  MEMPHIS 

* CANNON,  BLAND  WILSON,  MEMPHIS 

- CANTRELL,  RUSS  C,  “EMPHIS 

- CAPAC1,  MARY  THFRESE,  MEMPHIS 
CAPE,  CHAS  ALBERT,  MEMPHIS 

« CARA  JR,  UOMINIC  JOS,  MEMPHIS 

* CARAOINT  JR,  ROB  I SIDNEY,  MEMPHIS 
CARNESALE.  PtTFR  GUYDUN,  MEMPHIS 
CARROLL,  OAVIO  S,  “EMPHIS 

* CARRUTHERS  Jk,  0 AN  L E,  MEMPHIS 

A CARTER  JR,  LUUIS  L,  ME-PHIS 

CARTER,  BELVIA,  MEMPHIS 

A CARTER,  HARVEY  WALLACE,  MEMPHIS 
CARTER.  JAMES  ROLAND,  MEMPHIS 

A CARTER,  LUUIS  L,  “EMPHIS 

- CARTwRIGHT,  CHARLES.  K,  GAINESVILLE,  EL 
CASHION,  ERNEST  L,  GERMANTOWN 
CASTELLAw,  MARK  ALLAN,  MEMPHIS 
CHAMBERLIN,  BARBARA,  MEMPHIS 
CHAPPELL,  FENwICK  W,  MEMPHIS 
CHAPPUIS,  JAMES  LLOYD,  MEMPHIS 
CHARLES.  STEVEN  THOS,  MEMPHIS 
CHAUHAN,  OINESH  N,  GERMANTOwN 

CHEEK,  RICHARO  CALVIN,  MEMPHIS 

- CHEEVER,  BRYAN  0,  MEMPHIS 
CHESNEY,  CAROLYN  M,  MEMPHIS 
CHILDRESS  JR,  LORENZU,  MEMPHIS 
CHISOLM,  JUHN  COBEEN,  MEMPHIS 
CHRISTOPHER.  ROBT  PAUL,  MEMPHIS 
CHUANG,  HOWARD  JYI  JUANG,  MEMPHIS 
CLARENDON,  COLIN  C 0,  MEMPHIS 
CLARK  JR,  OWIGHT  WITT,  MEMPHIS 

* CLARK,  GLENN  MARSH,  MEMPHIS 

- CLARK,  STEVEN  T,  “EMPHIS 

* CLARKE,  CHAS  L,  MEMPHIS 
CLEMONS,  MARK  P,  “EMPHIS 
COCKE  JR,  EDWIN  M,  MEMPHIS 
COCKROFT,  RUBT  LAWRENCE,  MEMPHIS 
COHEN,  LAWRENCE  LOUIS,  MEMPHIS 

» COHEN,  MORRIS  D,  MEMPHIS 
COLE  III,  WILLIAM  L,  MEMPHIS 
COLE  JR,  F HAMMONO,  MEMPHIS 
COLE,  FRANCIS  HAMMONO,  MEMPHIS 
COLE,  FREDERICK  L,  GERMANTOwN 
COLEMAN  JR,  S I ONE Y A,  MEMPHIS 

* COLLINS,  BLAINE  C,  MEMPHIS 
COLLINS,  FRANK  H,  MEMPHIS 
COLLINS,  JAMES  H,  MEMPHIS 
CONRAD,  LYNN  WILSON,  MEMPHIS 


CONWAY,  JUHN  PATRICK,  “EMPHIS 

- COOK,  JEFFREY  w,  MEMPHIS 
COOPER,  CHARLIE  WALTER,  MEMPHIS 
COOPS,  GEU  A,  MEMPHIS 
COPELAND,  GEU  U,  MEMPHIS 

- COPELAND,  “ARK  E,  MEMPHIS 
CORLEY,  GLENNA  J,  MEMPHIS 
CORNELIUS,  LELANO  RAEBURN,  SOUTHAVEN, 
COSBY,  WALTER  N,  “EMPHIS 

- COUNCE,  MICHAEL  FORBES,  MEMPHIS 

COURINGTON,  DORIS  PAYNE,  “EMPHIS 
COWAN  JR,  CEOKGE  S MEMPHIS 

COX  III,  SAM  J,  ME"PHIS 

COX,  CLAIR  EOwARO,  MEMPHIS 
CRAVEN,  RUFUS  EDGAR,  “EMPHIS 
CRAWFORD,  JOHN  0,  CULLIERVILLF 
CRAWFORO,  LLUYO  V,  MEMPHIS 
CRENSHAW  JR,  ANDREW  H,  MEMPHIS 
CRENSHAW,  ANUKEw  H'JYT,  MEMPHIS 

CRESOn  jr,  Thomas  k,  Memphis 
CREWS.  JUHN  T.  MEMPHIS 

* CRISLER  JR,  JUS  A,  MEMPHIS 
CKOCKARELL,  JOHN  REAMS,  MEMPHIS 

* CROCKETT  JR,  ROBT  N,  MEMPHIS 
CROSBY,  VIRGIL  GLENN,  MEMPHIS 
CROWN,  LOREN  ARTHUR,  MEMPHIS 
CRUPIE,  JUS  E,  MEMPHIS 
CRUTCHER,  NANCY,  “E“HIS 

* CRUTHIRDS.  TtRRY  PARK,  MARTIN 
CUMMINGS,  JOHN  “,  “EMPHIS 
CUMMINS,  ALVIN  JUS,  MEMPHIS 
CUNNINGHAM.  OAVIO  LANE,  MEMPHIS 
CURLE,  RAY  FUGFNt.  MEMPHIS 
CURREY,  THOS  ARTHUR,  “E"PHIS 
CURTIS,  KAREN  LUUELLA,  MEMPHIS 
Gang , luu  buy,  Germantown 

OANIELS  JR,  WILLIAM  WARD,  EADS 
DAUGHERTY,  CHAUNCEY  0,  MEMPHIS 
DAUGHERTY,  OAVIO  R,  MEMPHIS 
OAVIO SON  III,  ORIN  L,  MEMPHIS 
DAVIS  JR,  JESSE  T HE  0 , OXFORD,  “S 
OAVIS,  EDNA  M FI TZJARREL,  MEMPHIS 
OAwOUD,  SAMIR  RIAU,  MEMPHIS 
OE  “ERE,  MC  CARTHY,  MEMPHIS 

* OE  SAUSSURE  JR,  R L,  MEMPHIS 

OE  SHAZO,  MICHAEL  HENRY,  MEMPHIS 

- DEANA,  OANIFL  GREGORIO,  MEMPHIS 
0 EATON,  WM  JERRY,  “E“PHIS 
OEFRANCO,  JOSEPH  A,  MEMPHIS 

- OELEON,  DENNIS  “,  MEMPHIS 
OELK,  SAM,  MEMPHIS 

DELLINGER  JR,  HUBERT  L,  MFMPHIS 
DEMPSEY , BUCKLEY  KINARO,  GERMANTUwN 
OE“PSEY,  THOMAS  JACKSUN,  “EMPHIS 

- OE  V ALL , DIANA  0,  “EMPHIS 
OEWANE,  JUSEPH  C,  MEMPHIS 
OEwEESE,  MELVIN  wAYNE,  MEMPHIS 
OIGAETANO,  DOLORES  “ARIA,  MEMPHIS 

* DIGGS,  LEMUFL  WHITLEY,  CORDOVA 
OILAwARI,  RAZA  ALI,  MEMPHIS 

0 IRCHANG I , JAYANTA,  MEMPHIS 
OIRMEYER,  PHILLIP  HAYS,  MEMPHIS 
OISMUKE,  STEwaRT  EOWAROS,  MEMPHIS 
OISMUKES,  DON  ELMO,  "EMPHIS 
DISNEY,  JERE  MICHAEL,  Mt"PHIS 
OOBSON.  JOHN  M,  MEMPHIS 
DODO,  RICHARO  W,  MEMPHIS 
DODGE,  HEKBFkT  SHUBEkT,  MEMPHIS 
OONAHUE.  OAVIO  J,  “EMPHIS 

* OORIAN,  JUHN  BERNARD,  MEMPHIS 

* COWLING,  CHAS  VICTOR  E,  MEMPHIS 
DRAKE,  ARNOLD  MANNAS,  MEMPHIS 
DRENNING,  PAUL  THOMAS,  MEMPHIS 
DKERUP,  MICHAEL  LAWRENCE,  MEMPHIS 
DREwRY  JR,  RICHARD  OANL,  MEMPHIS 

* OU  BARD,  HURT  UN  GEE,  MEMPHIS 
OUBERSTFIN,  LARRY  EOwIN,  MEMPHIS 

- DUBOSE,  DIANE  HUNTER,  OCEAN  SPRINGS, 
DUCKWORTH,  JUHN  KtLLY,  MEMPHIS 
DUCKWORTH,  NANCY  C H,  MEMPHIS 
OUGOALF,  MARION,  MEMPHIS 
DUGGIRALA,  VIJAYA  L,  MEMPHIS 

OUKE,  OON  OE  wINOLE,  MEMPHIS 
DUKE,  ROBERT  AUBREY,  MEMPHIS 
OUNAVANT  JR,  wM  DAVID,  MEMPHIS 
OUNAVANT,  wM  OAVIO,  ME“PHIS 
DUNAWAY,  0 AN  ALEXANOER,  MEMPHIS 
DUNCAN,  JERALD  MARK,  MEMPHIS 

- DUNN,  MICHAEL  E,  MEMPHIS 
OURFEY,  JUHN  QUINCY,  MEMPHIS 
EASON,  HAMEL  BOWEN,  MEMPHIS 
EASON,  LESLIE  EOMUNO,  MEMPHIS 
ECONOMIDES,  NICHOLAS- JOHN,  MEMPHIS 
EDMONSON,  ALLEN  S,  MEMPHIS 
EOWARCS,  MARK  S,  "EMPHIS 
EOWAROS,  NEIL  B,  MEMPHIS 
EDWARDS,  ULGA  P,  MEMPHIS 
EGGERS,  FRANK  M,  MEMPHIS 
ELFERVIG,  JOHN  LARS,  MEMPHIS 

- ELIAS,  DAVID  BRIAN,  MEMPHIS 
ELLIOTT,  ROONEY  GOPHMAN,  MEMPHIS 

- EMERSON,  OONALO  STEWART,  MEMPHIS 
EMMETT,  JOHN  ROY,  “EMPHIS 
ENGELBERG,  JERRY,  MEMPHIS 
ENNIS,  RICHARO  LYN,  MEMPHIS 
ENSOR,  JAMES  K,  GERMANTOWN 
EPSTEIN,  EUGENE  U,  MEMPHIS 

* ERICKSON,  CYRUS  CONRAD,  MEMPHIS 
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♦ ETTfLCPRE.  J N«  MC“PHIS 

♦ ETTMAN,  IRVING  K‘LSFY,  MEMPHIS 

♦ EVANS.  JOHN  I),  MtMPHIS 

♦ EVANS,  mIlTOn  LEE,  MEMPHIS 

9 EVERETT  JR,  lltNNETT  E , MEMPHIS 
E A H I AN  , T 1 PI)  T HY  CHARLES,  MEMPHIS 
FALVEY,  WILLIAM  I)  AVIS,  MEMPHIS 
FANCHEP,  wlLLIAM  H,  MEMPHIS 
FAQUIN,  CORNELL  CHAS,  MEMPHIS 
FARA,  LISA  F A,  ME“PHIS 
FARLEY,  HAROLU  G,  MEMPHIS 

♦ FARPAk,  TURLEY,  RFPPHIS 
FARROW  JR,  C CRFsTON,  MEMPHIS 
FAUIKNFR,  «'  LAWRENCE,  MtMPHIS 
FFILO,  JAPES  ROONEY,  MEMPHIS 

o FE INST FIN,  HAROLD,  MEMPHIS 

FERGUSON,  JOHN  “ITCHS.LL,  PEPPHIS 

- FERRELL  III,  C LEE,  Mt“PHlS 
FERRILL,  THAUOFUS  HAGAN,  PFPPHIS 
F I 0 L f K JR,  W“  JONAS,  PFPPHIS 
FINK,  ROBERT  DAVID.  ME“PHlS 
FIORANFLLI,  KAYPONO  JAMES,  PEPPHIS 
FISHER  JR,  JOSEPH  N,  PFPPHIS 

♦ FISHER,  OANL  E,  “F“PHIS 
FISHER,  RUBT  POORE , MEMPHIS 
FITCH,  SARAH  JEAN,  MEMPHIS 
FLANAGAN,  JAPES  BARRY,  ME “PH  IS 
FLANAGAN,  WILLIAM  H,  PEPPHIS 
FLANARY,  JAPES  S,  CULLIERVILLF 

- FLANNIGAN,  WALLACE  B.  MEMPHIS 

flfping,  irvin  ourant,  Memphis 
FLEMING,  JAMtS  CHRISTIAN,  MEMPHIS 
FLEMING,  JULIAN  GLENN,  MEMPHIS 
FLINN  JR,  GEO  SHEA,  MEMPHIS 
FLINN,  CARL  EURIN,  MEMPHIS 
FLORENOO,  NOEL  TAOIAK.  MEMPHIS 
FLOWERS,  w m PARKS,  MEMPHIS 
FUNFR,  MAX,  MEMPHIS 
FONG,  TERRY,  (,  EKMANTUrN 

- FOKPPUULOS,  JOHN  E,  MEMPHIS 
FORTUNE,  JAMtS  EvtRETT,  MEMPHIS 
FOUNTAIN  JR,  FRANCIS  E.  MEMPHIS 
FOWLER,  TiJM"Y  S,  MEMPHIS 

- FOWLKES,  THOMAS  0,  MEMPHIS 
FRANCIS  JR,  HUGH,  «EMPHIS 
FRANCISCO,  JERRY  THUS,  PEMPHIS 
FRANKLIN,  EDGAR  R,  MEMPHIS 
FRANKOJM,  CHAS  EUGENE,  MLMPHIS 
FREE,  LOVELY  AR/ETTA,  MtMPHIS 
FREEMAN,  BARNEY  LYNN,  MEMPHIS 

freeman,  jerke  minor,  Memphis 

♦ FRENCH,  wM  f,  OLIVF  BRANCE,  MS 
EKE YTE  S , CESAR  0,  Ml  PPH  1 s 
FRIFUMAN,  HARRY,  MEMPHIS 
FUOGt  , TOMMY  L,  PF  MPHI S 

♦ FUSTE,  RICARDO  R,  KEY  HISCAYNF,  EL 
FUTPELL,  THOMAS  wALTLR,  MEMPHIS 

♦ GAOPERRY,  FUGt  NE  WARNER,  MEMPHIS 
GAILLARO,  THADOEUS  B,  MtMPHIS 

GA LINDE/,  TEL  MU,  MEMPHIS 
GALYEAN,  JAPES  R,  “EMPHIS 
GALYUN,  JAMtS  THEODORE,  MEMPHIS 
GA““ILL.  STEPHEN  LANE,  MEMPHIS 
GANDHI,  MANNAR  C,  MEMPHIS 
GANT,  LINDA  L,  MEMPHIS 
GARRARINI  JR,  JOS  C,  MEMPHIS 
GARDNER  Jk , LAwktNCF  G,  MEMPHIS 
GARDNER,  JOHN  HARVEY,  MEMPHIS 
GARRETT,  HARVEY  t,  MEMPHIS 
GARRETT,  RICHARD  HENRY,  MEMPHIS 
GAVANT,  MURKIS  LEONARO,  MEMPHIS 

♦ GAY,  JAMES  R,  LAKEWOOD,  PA 
GAYOEN,  JOHN  0,  MEMPHIS 
GEHI,  MOHAN  M,  PE"PHIS 

♦ GEHORSAM,  ELSOETH,  MEMPHIS 
GELFAND,  MICHAEL  S.  MEMPHIS 
GEORGE,  JAMES  R,  MEMPHIS 
GEORGE,  LEWIS  WATSON,  MEMPHIS 
GEORGE,  WILBURN  E,  MEMPHIS 
GERALD,  BARRY  ELMO,  MEMPHIS 
GESHKE.  TERRENCF  EDWARD,  MEMPHIS 
GETTE LF  INGEP . THOMAS  L,  MEMPHIS 
GHIOONI,  JOHN  JOSEPH,  MEMPHIS 

- GILLESPIE,  TIMOTHY  GRAHAM,  MEMPHIS 
GILLULY,  JOHN  JOS,  MEMPHIS 
GILTMAN,  LARRY  IRwIN,  MEMPHIS 
GINN,  BOBBY  H,  MEMPHIS 

♦ GISH,  GEO  EDwARO,  MEMPHIS 
GIVENS.  JAMES  ROBT,  MEMPHIS 
GLADDING,  THUS  CUNGOON,  MEMPHIS 

- GLASS,  RRIAN  A,  CHATTANOOGA 
GLAZER,  LUUIS,  MEMPHIS 
GLOTZBACH,  RAYMOND  E,  MtMPHIS 
GOOSEY,  WM  CULE,  MEMPHIS 

GOK  TURK,  TUKGUT  KEMAL.  MEMPHIS 
GOLD,  ROBERT  E,  MEMPHIS 

♦ GOLOBERG,  FRED  A,  MEMPHIS 
GOLDEN,  GERALD  S,  MEMPHIS 
GOLOHAMMER,  PHILLIP,  MEMPHIS 
GOLDIN,  MELVIN  LESTER,  MEMPHIS 
GOOCH,  JERRY  BURTON,  MEMPHIS 
GOODMAN  JK,  THOMAS  F,  MEMPHIS 
GOODMAN,  JACK  A,  MFMPHIS 
GORDON,  TIMOTHY  EOHARD,  MEMPHIS 
GORLINE,  WILLIAM  JAMES,  MEMPHIS 
GOTTEN  JR,  NICHOLAS,  MEMPHIS 

♦ GOTTEN,  HENRY  BRAGG,  MEMPHIS 

♦ GOTTEN,  NICHOLAS,  MEMPHIS 


GOURLEY,  KOBE  UUNSEITH,  MEMPHIS 
GRAGG,  G WINSTON.  MEMPHIS 

* GRAGG,  WILEUKU  H,  MtMPHIS 
GRANT,  WM  CRAIG,  MEMPHIS 
GKATZ  JR.  JOHN  FISHER,  MEMPHIS 
GRAVES  JR,  LESTEk  R,  MEMPHIS 
GRFEN  JR,  JAMES  BUTLER,  MEMPHIS 
GRFENWELL,  THOMAS  0,  MEMPHIS 

- GRFIG,  THOMAS  WEST.  MEMPHIS 
GRIFFIN,  DANIEL  EUGFNE,  MEMPHIS 
GRISE,  JERRY  w A 0 E , MEMPHIS 
GROBMYFP  III,  ALBERT  JOS,  MtMPHIS 

* GROBMYER  JR.  ALBtkT  JUS,  MEMPHIS 
GROGAN  JR,  EKED  T,  MEMPHIS 
GROSS,  CHAS  WAYNE,  MEMPHIS 
GROSSMAN,  RONALD  K,  MEMPHIS 

- HAGA,  THOMAS  HOLT,  RENO,  NV 
HAIMSOHN,  JAMtS  S.  MEMPHIS 

HA JGHASStM AL , MEHROORHT,  MFMPHIS 
HALFORD  JK,  HOLLIS  H,  MtMPHIS 
HALFORD,  JACK  RICHARD,  MEMPHIS 
HALL,  JOHNNIE  CAMERON,  MEMPHIS 

* HAIL , SYLVIA  A,  MART [N 

* HALE,  VONNIE  AKTESIA,  MtMPHIS 
HALLE.  MARGARtT  J A,  MtMPHIS 
HAMILTON,  EMILY  THOMAS,  MEMPHIS 
HAMILTON,  RALPH  E,  MtMPHIS 
HAMILTON,  RALPH  S,  MEMPHIS 
HAMILTON,  wM  THUS,  MEMPHIS 
HAMLFTT  III,  JAMES  M,  MEMPHIS 

- HAMNtk,  H WLNTZFLL,  MEMPHIS 
HAMSHER,  JOHN  B,  MEMPHIS 
HANDORF,  CHARLES  RUSSELL,  "EMPHIS 
HAN  I S S I AN,  ARAM  S,  “EMPHIS 
HANNIFIN,  JAMES  E,  MEMPHIS 
HARDY,  F OLIVER,  “FMPHIS 

* HARELL,  MOSUL,  MEMPHIS 
HARRELL,  t T HE  L ASHTON,  MEMPHIS 
HARRINGTON,  OSCAR  P.  MFMPHIS 
HARRIS,  BUEORO  TtkkELL,  MEMPHIS 
HARRIS,  JOHN  JOEL,  "EMPhIS 

* HARWELL.  JK  , CARL  M,  MEMPHIS 
HASEN  JR,  HOwARD  B,  MEMPHIS 
HASEN,  HOwARU  b,  MEMPHIS 
HATCH  JR,  FRED  E,  MEMPHIS 
HAWKES,  ALFRED  KENNETH,  MEMPHIS 

* HAWKES,  C DOUGLAS,  MtMPHIS 

* HAWKtS,  JEAN  MURRAY,  “EMPHIS 
HAY,  CYRIL  L t.  ON,  MFMPHIS 
HAYES,  WM  TIME)  THY,  MEMPHIS 
HAYKAl,  RAO  WAN  F,  MEMPHIS 
HAYS,  RACHAEL  ANN,  MEMPHIS 
HEAD,  THOMAS  GLENN,  MEMPHIS 
HELLMAN,  MICHAEL  0,  MtMPHIS 
HENARO,  OONACU  CLAUDE,  MEMPHIS 
HENDRIX  JR,  JAMES  H,  MEMPHIS 
HENRY,  LUUIE  C,  MFMPHIS 
HERNDON  JR,  BRUCE  WAYNE,  MEMPHIS 
HERREKR,  FERNANDO  A,  Mt-PHIS 
HIATT,  ROGER  LEW,  MEMPHIS 
HICKtRSON,  WILLIAM  l,  “EMPHIS 
HICKEY  JR,  HOMER  11AVI1),  MEMPHIS 
HIGDON,  OtNNIS  ALAN,  MFMPHIS 
HIGGINBOTHAM,  THUS  WAYNE,  MEMPHIS 

* HIGLEY,  GEO  BKAINARD,  MEMPHIS 
HILL.  FONT  A I Nt  S,  MEMPHIS 

* HILL,  JAMtS  MARK,  “EMPHIS 
HILL,  JOHN  ROY,  MEMPHIS 
HILSFNBFCK  JR,  JOHN  ROBERT,  MEMPHIS 
HINES  III,  ELBERT  E,  “EMPHIS 
HINES,  LEONARO  HARVET,  MtMPHIS 
HIXSON,  SHERMAN  0,  MtMPHIS 
HODGES,  JOHN  MC  IVER,  MEMPHIS 

- HODGKISS,  THUMAS  0,  MEMPHIS 
HOFFMAN  JR,  wALTtK  K,  MtMPHIS 
HOLCOMB,  KANuALL  L.  MEMPHIS 
HOLLABAUGH,  RUBT  STERLING,  MEMPHIS 

« HOLLAND,  NANCY  ELIZABETH,  MEMPHIS 
HOLLIDAY,  THUS  LINTON,  MEMPHIS 
HOLLINS,  JACK  LYNN,  MEMPHIS 
HOLLIS,  DAVID  0,  MtMPHIS 
HULLOWAY  JR,  UAVIO  HOYT,  MFMPHIS 

* HOLMES,  JAMES  FL  MORE , MtMPHIS 
HOLMES,  JOHN  PIERCE.  MEMPHIS 
HOLMES,  PERRY  OUN,  MEMPHIS 
HOLT,  EDWIN  M,  MEMPHIS 

HOLT,  HUEY  THUS,  MEMPHIS 
HUOD,  STEPHEN  THUS,  MEMPHIS 
HOPKINS,  JACK  T,  MEMPHIS 
HORNE,  ARTHUR  E,  MEMPHIS 
HORTON,  GLENN  EOWARD,  MEMPHIS 

* HOTCHKISS,  HUBERT  LEECH,  BRENTWOOO 

* HOUSHOLDEK,  CHAS  H,  MEMPHIS 

* HOUSTON,  JOHN  L,  “FMPHIS 
HUWSE,  ROBERT  J.  MEMPHIS 
HOWSER,  JOHN  PATTON,  MEMPHIS 
HUANG,  SHANG  PO,  “EMPHIS 
HUBPARO,  RONALD  EOGFNt,  MEMPHIS 
HURBERT,  CHAS  HUGHES,  COLLIERVILLE 
HUDSON,  JOS  STALM,  MEMPHIS 
HUFFMAN,  JOHN  OAVIO,  MEMPHIS 

* HUGHES  JR,  FLLIX  A,  MEMPHIS 
HUGHES,  ALLEN  HOLT,  MEMPHIS 

* HUGHES,  JAMES  GILLIAM,  MEMPHIS 

* HUGHES,  JOHN  UAVIS,  MEMPHIS 

* HUGHES,  MAX,  MEMPHIS 
HUGHES,  RUBT  K UL t , MtMPHIS 
HUGHEY,  JOHN  R,  MEMPHIS 


HUMMtL,  JUHN  VFRNUN,  MEMPHIS 
HUMPHREYS,  ROBERT  A,  MFMPHIS 
HUNT,  JAMtS  CALVIN,  MEMPHIS 
HUNTER,  SAME  E,  MEMPHIS 
HUTCHINS,  CHAS  EDWARD,  “t“PHIS 
HUTCHINS,  LINDA  FAYE  L,  MEMPHIS 

- IACOBELL  I,  JUAN  wEBEk,  MEMPHIS 
IGNACZAK,  THUMAS  F,  KALAMA/UU,  Ml 

« IJAMS,  JOE  HAkTLtY,  MtMPHIS 
ILABACA,  PATRICIO  A,  MEMPHIS 

A INGRAM,  ALVIN  JOHN,  MEMPHIS 
JARPOUR,  C EUGENE,  MtMPHIS 
JABBOCR,  J T,  MEMPHIS 
JACKSON,  THUS  m,  MEMPHIS 
JACOBS,  ARTHUR  FLLIOTI,  MEMPHIS 
JALLFPALLI,  P4NDURANGA,  MEMPHIS 
JAMFS,  HAL  PEARSON,  MEMPHIS 

- JAMES,  JOHN  MICHAEL,  WEST  MtMPHIS,  AK 

- JAMES,  THOMAS  R,  MEMPHIS 
JARREU,  LUIS  KATHLRINE,  MEMPHIS 
JARRETT  JK,  CHAS  LESLIE,  MEMPHIS 
JAUCHLER,  GEkARD  W,  MEMPHIS 

Jt AN-P ItRKE , ANTOINE,  MtMPHIS 

- JEFFERSON  III,  WILLIAM  E,  MEMPHIS 
JtNKINS,  C E 0 k C r w,  MtMPHIS 
JENKINS,  JON  CALVIN,  “tMPHIS 
JENNINGS,  DAVID  KEITH,  MEMPHIS 

- JENStN,  JOSEPH  C,  “EMPHIS 
JERKINS,  GERALD  RAY,  MEMPHIS 
JEROME,  ANTHONY  PAUL,  MtMPHIS 
JUE,  PERN  UUUKK,  MEMPHIS 
JOHNSON,  JAMES  GIBB,  MEMPHIS 
JOHNSON,  JOHN  WlLC'X,  “tMPHIS 
JUHNSON,  LARRY  HOLLIDAY,  “FMPHIS 
JiJNFS  JR,  SIDNEY  0,  MEMPHIS 

* JONES,  ALBERT  MITCHELL,  MEMPHIS 
JONES,  JUL  PAUL,  MEMPHIS 
JONES,  R LURY,  Mt“PHIS 

JONFS,  »OBT  KILTY,  MEMPHIS 
JONES,  WESLEY  EARL,  MEMPHIS 
JORDAN,  UAKLEY  C,  “EMPHIS 

* JULICH,  ART  HU  R WILSON,  MtMPHIS 
JUSTIS,  t JFEE,  Mf-PHIS 

KAHN,  SHERMAN  ELLIOT,  MtMPHIS 
KANG,  ANDREW  HO,  “FMPHIS 
KAPLAN,  EUwAkU  SFtVFN,  MEMPHIS 
KAPl.AN,  JERRY,  ME  “PH  I S 
KAPLAN,  RUBT  JOEL.  “tMPhiS 
KAPLAN,  STANLLY  BARUCH,  MEMPHIS 
KAPUR.  HARl  S,  MtMPHIS 
KASSELS  WAHID,  L A I L A , MEMPHIS 

9 KASStLHEkC,  LY'AN  A,  “EMPHIS 

- KATO,  DANIEL  T,  MEMPHIS 
KAVANAGH,  KEVIN  T,  CUKDUVA 
KELLERMANN,  ARTHUR  L,  MEMPHIS 
KELLETT,  GARY  LEON,  MEMPHIS 
KELLEY,  BUBBY  JERALD.  MErPhlS 

* KELLY,  EkNEST  GE.J,  MEMPHIS 
KILLY,  RICHARD  T,  MEMPHIS 

- KEMP,  DEAN  B,  “EMPHI S 

KENDRICK  JR,  wILLIA“  kILEY,  MtMPHIS 

- KENNEDY,  A FRANKLIN,  MEMPHIS 
KERLAN,  RUBT  ASHLEY,  MEMPHIS 

* KESSLER,  HENRY  G,  MEMPHIS 

- KHAN,  BOBBY,  NASHVILLE 
KHANOEKAK,  ALIM,  MEMPHIS 
KHANDEKAR,  SOPHIA  HAGUE,  MEMPHIS 
KHURI,  RAE-'WAN  R,  “EMPHIS 
KIEFER,  PATSY  R , “F  M p H I S 
KILEDJIAN,  VARTKES,  MEMPHIS 

K I “BALL , NOAH  BRADEN,  MtMPHIS 

- K I “ S t Y , FRANK  C.  MEMPHIS 
KING,  PILLY  w,  MILLINGTON 

* KING,  CHAS  MACK,  “EMPHIS 

* KING,  JOHN  C,  MEMPHIS 
KING,  PAUL,  MEMPHIS 

KING,  WILLIAM  SCUTT,  MEMPHIS 
KINGTON,  JOHN  MICHAtL,  MEMPHIS 
KINNARO,  JENNIFER  J,  MEMPHIS 
KIRKPATRICK,  ROBT  OF AN,  MEMPHIS 
KISABETH,  HUBERT  M , MEMPHIS 
KIS6ER,  RICHARD  H,  MEMPHIS 
K I T ARCH  I , ABHAS  tJBAL,  MEMPHIS 
KLFIER  JR,  EKNFST  BOBBY,  MEMPHIS 
KLINE.  ROBT  PAUL,  MEMPHIS 

» KLOTZ,  WM  E,  MEMPHIS 

KNIGHT,  WILLIAM  H,  MEMPHIS 
KNOTT,  DAVID  HOWARD,  MEMPHIS 

- KNOX  III,  GEORGE  P.  MEMPHIS 

- KNOX  JR,  ROBERT  L,  MEMPHIS 
KNOX,  ROBT  L,  MEMPHIS 
KOJA,  ABED  A,  MEMPhlS 
KOLEYNI,  ASGHAR , “EMPHIS 
KOONCE,  MARSHALL  LYNN,  MEMPHIS 
KORDAN,  BtKNAKO,  MEMPHIS 

* KOSSMANN,  CHAS  E,  MEMPHIS 

* KRAUS,  ALFRED  PAUL,  MEMPHIS 
KRAUS,  GOK  DON  JEROME,  MEMPHIS 
KRAUS,  MELVIN  M,  MEMPHIS 
KRAUS,  ROBERT  M,  MEMPHIS 
KRFTH,  TIMOTHT  KEKWIN,  MEMPHIS 
KRISLE  JR,  JOE  RICHARD,  MEMPHIS 
KRDETZ,  FRANK  WM,  MEMPHIS 
KRONENPERG,  JOEL  I,  MEMPHIS 
KULP,  ROY,  MEMPhlS 

- KURTZ,  BRYAN  R,  MEMPHIS 

* KUYKENDALL  JR,  NATHANIEL,  MEMPHIS 

* KUYKENDALL,  CARY  M,  MEMPHIS 
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KYLF,  JDS  WARREN,  MtMPHIS 
LA"AK  JR,  LUCIUS  M.  “F“PfIS 
LAND,  PACK  A,  HEM  PH  I S 

* LANOSEF,  CAPL  C.EU,  MILLINGTUN 

LANGFORD  JK.  C THOMAS,  MtMPHIS 
LANGSTON.  JAKES  WILSON,  MEMPHIS 
LANKFCPO,  ALE  XANDE  K , MEMPh IS 

LAP  I M L R . PERkY  JA“FS.  MtMPHIS 
LAPKIN,  CHARLES  NEWTON,  MEMPHIS 

- LARUSSA,  PACHEL  I,  ME“PHIS 
LASTER  JR,  RUBT  EUGENE.  ME “PH  I S 
LA  THR AM  JR,  EARVIN  W,  “t  MPH I S 
LAUGHLIN  JR,  ALHtRT  t,  MEMPHIS 

* LAUGHLIN  SR,  ALBERT  E,  MEMPHIS 
LAVELLE  JR,  HERMAN  G,  MEMPHIS 
LAVELLE.  U A V I ')  G,  “EMPHIS 

- LAWHURN,  UAVI!)  RUUO,  “EMPHIS 
LAWRENCE,  JESSE  ALVAH,  MEMPHIS 
LAwSUN,  RU  BT  tl)  WARD,  MEMPHIS 
LA-SON,  RIJNALU  0,  MEMPHIS 
LAZAR,  E 0 w A P i)  HARRY,  MFMPHIS 
LA/AK,  RAlwDE  H,  MFMPHIS 
LEHDVITZ,  “ A,  ME“PHIS 

LEE,  LING  HUNG.  ME“PnIS 
LEE,  S I ONE  Y REAVES,  “EMPHIS 

* LEFKOVITS,  AARON  M,  MEMPHIS 
LEMMI,  HELIU,  MEMPHIS 
LEUNG,  RIChArU  K e,  MEMPHIS 
LEVENTFAL,  MARVIN  R,  MEMPHIS 
LEVINSON,  “ICHAEL  JAY,  M.tMPHIS 
LEVITCH,  “ELVYN  AMR  AH  A “ , MEMPHIS 
LEVY,  JOE  S , me “P  h I S 

- LEwIS,  KAREN  THRASHER,  ALLONS 
LEwIS.  “YRON,  MEMPHI S 

p LEWIS,  PHILIP  “,  MEMPHIS 

LIEBERMAN,  GEKALU  J,  MFMPHIS 

lieberman,  rhillip  luuis,  Memphis 

LIGHT,  WILLIAM  HARRY,  “IMPHIS 
LINOtR,  HILARY  FRANCIS,  MEMPHIS 
LINOEKMUTH,  JOHN  R,  MF“PHIS 
LING,  FRANK  W,  MEMPHIS 
“ LIPSCOMB,  ALYS  H,  “FMPHIS 
LIPSEY,  GEO  GARTLLY,  MEMPHIS 
LITCH  JR,  MELVIN,  MIMPHIS 
LITTLt  JR,  -ILLIAM  ROBERT,  “E“PHIS 
» LIVFRMCPE  JR,  GEO  R,  “EMPHIS 
« LOCK  wOOO  JR,  DUDLEY  G,  HERNANOO.  MS 

* LONG,  CHAS  E I)  WARD  , MEMPHIS 
LUNG,  CIANE  M,  M E “ PH  I S 
LUNG,  THOMAS  E,  “E-PHIS 
LUNG,  WILLIAM  F,  MEMPHIS 
LOUCHE  E I)  , JUS  C,  “t“PHIS 

LUVE,  VARNA  MAE  PEYTIIN,  MEMPHIS 
LUVfJOY  , GEO  S,  MEMPHIS 
LOVFLESS.  SCUT!  BAPCLAV,  “EMPHIS 
LOVING,  MARTHA  A,  “E“PHIS 

- LU,  WILLIAM  YUAN  H A I , METPHIS 
LUNCEFOPD,  TRAVIS  F.  MEMPHIS 
LUTHER,  RUBT  -AYNE,  MEMPHIS 
LYNCH.  MICHAtL  MAROY,  MEMPHIS 
MABRY  JR,  EDwARD  HAYS,  MEMPHIS 

* MABRY,  FOwARO  HAYS,  MEMPHIS 
MACHIN,  JA“ES  ELLIOTT,  MEMPHIS 
mackfy,  wm  Frederick,  Memphis 

MAOOUX  JR,  H tSENJA-IN,  MEMPHIS 
MAOOUX,  HULT  BENJ,  MEMPHIS 
MAOUSKA,  ALBERT  lIJWFLL,  MEMPHIS 
MAGILL,  HUBERT  LYNN,  MEMPHIS 
A MAGUOA,  THUS  ANDREW,  VENICE,  EL 
MAGUIRE,  JAMES  K,  MEMPHIS 
MAHESH-KUM AP , A P,  MEMPHIS 
MAHFOOI),  SAADE  S,  “EMPHIS 
MAIJUH.  AMAOU  GABRIEL,  MEMPHIS 

* MALONE  II,  WM  B,  MEMPHIS 
MANDELL,  ALAN  I,  MEMPHIS 
MANCIANTE,  EUGENE  C,  MEMPHIS 
MANKIN,  JUHN  C,  MEMPHIS 
MANN,  JAMES  ALAN,  MEMPHIS 
MANUGIAN,  ARSEN,  MEMPHIS 

MAR IENCHECK,  wM  IRVIN,  MEMPHIS 
MARKER,  HUNARU  WM,  MEMPHIS 

» markle,  Philip  metric,  Memphis 

MARSHALL,  DANIEL  P,  MEMPHIS 
MARSHALL,  MICHAEL  RALPH,  MEMPHIS 
A MARTEN,  GEO  w,  MEMPHIS 
MARTIN,  DANIEL  C.  "LMPHIS 

- MARTIN,  FREDERICK  A,  MEMPHIS 
MARTIN,  ROY  WAYNE,  MEMPHIS 

* MASON,  WM  w,  HIGHLAND,  NC 
MASSIE,  JAMES  0,  MEMPHIS 
MATHES,  GUROON  LAWRENCE,  MEMPHIS 

- MATHIS,  CHRISTOPHER  L,  MEMPHIS 

* MATTHEWS,  OLIVER  S,  MEMPHIS 

« MAYER,  RAYMOND  FRANKLIN,  MEMPHIS 

* MAYFIELD,  LEROY  H,  MEMPHIS 
MAYS,  KIT  SANFORD,  MEMPHIS 
MCAFEE,  JAMES  EARL,  MEMPHIS 

MC  BURNEY  , ROBERT  POWERS,  MEMPHIS 

* MCCALL,  JOHN  WILLIAM,  MEMPHIS 
MCCARTER  JR,  JOHN  G,  MEMPHIS 
MCCAUGHAN  JR,  JOHN  JOE,  MEMPHIS 
MCCLOY,  RANDOLPH  M,  MEMPHIS 
MCCLURE,  JAMES  G,  MEMPHIS 

* MCCOOL,  D C,  MEMPHIS 
MCCORMACK,  HAROLD  ARTHUR,  MEMPHIS 
MCDANIEL  III,  CARTER  E,  MEMPHIS 

* MCOANIEL,  E F,  MEMPHIS 

- MCELROY  JR,  AUBREY  0,  MEMPHIS 


MCE  WAN  Jk,  RUBERT  C,  MEMPHIS 
MCGEE,  JESSE  EDWARD,  MEMPHIS 
MCGEE,  JOHN  LAwRENCE,  MEMPHIS 
MCGRbw  III,  FRANK  A,  MEMPHIS 
MCKENZIF,  F.UGtNF  EATON,  MEMPHIS 
» “CKINNEY,  JAMtS  w,  MEMPHIS 

- MCKNIGHT,  DONALD  T,  MEMPHIS 
MCLARTY,  ALEXANDER  ",  MEMPHIS 
MCLARTY,  HARNEY  ESTES,  MEMPHIS 
M CL E MO RE  JR,  THOMAS  E,  ME“PHIS 
MCLFNOON,  RICHARU  ELLISON,  GERMANTOWN 
MCS'wAIN,  HARULO  M,  MEMPHIS 

- ME  A 0 , GEORGE  0.  ME-PHIS 
MEDOFF,  ROBERT  J,  HUNOLULL,  HI 
MENEFS,  JAMES  KTITH,  MEMPHIS 
MERCER,  CHARLES  wAYNE,  MEMPHIS 
MERIWETHER  III,  THUS  w,  MEMPHIS 
METZGER,  WM  EUGAR,  MEMPHIS 
MEYER,  DAVID,  MEMPHIS 

MILES,  RUBT  MILLARD,  MEMPHIS 
MILFDRC  JR,  LEE  wATSUN,  MEMPHIS 
MILLER  JR,  GEORGE  L,  MEMPHIS 

* “IllEk,  FOUNTAIN  FOX,  MEMPHIS 
MILLER  , JOE  HARDY,  MEMPHIS 

A MILLER,  RICHARD  ALVAH,  MEMPHIS 
MILLER,  P I CHARD  B,  MEMPHIS 
« MILLER,  RICHARD  WALLACE,  “EMPHIS 
MILLER,  THOMAS  I V A , MEMPHIS 
MILLS,  GEU  T,  MEMPHIS 
MILMJk  JR,  J PFRVIS,  "EMPHIS 
MINKIN,  IRVING  C.  “EMPHIS 
MIR  VIS,  DAVID  MARC,  MEMPHIS 

- MITCHELL,  JOHN  ALBFRT,  MtMPHIS 
"ITCHU“,  wM  ROBSON,  MEMPHIS 

» MOBLEY,  EVERETT  C,  MEMPHIS 
« MOELLER  JR,  BENJAMIN  A,  EADS 

MOFFATT  III,  WILLIAM  LEE,  MEMPHIS 
MOFFATT  JK,  wM  LEE,  MFMPHIS 
A MUGAN,  EDWARD  NFNON,  GERMANTOWN 
MOINUDDIN,  NlJHA“MEl>,  MEMPHIS 
MUINUODIN,  SHA  M I M , “LMPHIS 
MONAGHAN,  THOMAS  w,  MEMPHIS 
MONGER  JR,  RALPH  HORACE,  “EMPHIS 
MOORE  JR,  FONTAINE  B,  MEMPHIS 
A MOORE  J»,  MOURE,  MEMPHIS 

* MOORE,  DAVID  H , “E'PHIS 
MOORE,  OwICHT  MtLVYN,  MIMPHIS 
MOORE , JAMES  A , MEMPHIS 

MOORE.  MAPI  ON  KOmlRTSON,  "EMPHIS 
“ 0 0 P E , MARSHA  B,  MFMPHIS 
MUR  F TZ  J",  WILLIAM  HENRY,  MEMPHIS 
MORISY,  LEE  RICHARD,  MEMPHIS 
MORRIS,  JOHN  IHDS.  MEMPHIS 
MORRIS,  wM  RANDOLPH.  MEMPHIS 
MORRISON,  LARRY  BURT,  MEMPHIS 
MORSE,  WM  HAL,  It "PH  I S 

- MORTIMFR,  JULIA  A,  MLMPhlS 
MOSER,  DAVIS  0,  MEMPHIS 
MOSHIER,  w“  HILL,  “EMPHIS 

MO  SKOVITZ,  RONDALL  J,  MEMPHIS 
a MOSS,  JOHN  PALMER,  MEMPHIS 

a moss,  thos  Chester,  Memphis 

MOSS,  WM  BENJ,  MEMPHIS 
MOTLEY,  THOMAS  EARL,  MEMPHIS 
MOUSTAFA,  S A L w A , “EMPHIS 
MROZ,  CHRISTINE  T.  MEMPHIS 
MUIRHEAO,  EKNtST  ERIC,  MEMPHIS 
MULLEN,  JESSE  G,  “EMPHIS 
MUNN,  CHARLES  W,  MEMPHIS 
MURDOCK,  WADE  THOS.  MEMPHIS 
A MURPHEY,  FRANCIS.  NAPLES,  EL 
MURPHY,  CYNTHIA  UABNEY,  MEMPHIS 
MURPHY,  JA“£S  GARNETT,  MEMPHIS 
MURPHY,  PATRICK  J,  MEMPHIS 
MURPHY,  -ALTEK  HENRY,  MEMPHIS 
MURPHY,  wM  "CNT,  “EMPHIS 
MURRAH  JR,  WM  FITZHUGH,  MEMPHIS 
MURRAY,  IAN  FARRELL,  “EMPHIS 
MYERS,  WM  STANLEY,  MEMPHIS 
NADEL,  ALAN  MARC,  MEMPHIS 
NAG,  SUBIR  K,  NASHVILLE 
NASH,  JOHN  PAUL,  MEMPHIS 
NAWAF,  KAYS,  MEMPHIS 
NEELY  JR,  CHAS  LEA,  MEMPHIS 
NEwMAN,  LARRY  BERNARD,  MEMPHIS 
NGUYEN,  CHIEN.  MEMPHIS 

- NGUYEN,  VINH  UUC,  MEMPHIS 
NICHOLS,  THUS  WAOUELL,  MEMPHIS 

- NICHOLS,  TRENT  LEE,  MEMPHIS 
NICHOPOULUS,  GEORGE  C,  MEMPHIS 
NIKOLOVSKI,  OLIVER  T,  BIRMINGHAM,  MI 
NISSMAN,  HARVEY  L,  VIRGINIA  BEACH,  VA 
NOPLES  JR,  EUGENE  RODMAN,  MEMPHIS 
NOE,  HORACE  NORMAN,  MEMPHIS 

* NORMAN,  RUBT  SIONEY.  GERMANTOWN 

- NORRIS,  HUNTER  WILLINGHAM,  MEMPHIS 
NORTH,  WM  C,  MEMPHIS 

NORTHERN  JR,  wM  L,  MEMPHIS 
NUSSBAUMEK  III.  DAVID  P,  BATON  ROUGE, 
O'CONNELL,  JOHN  E,  MEMPHIS 
O'SULLIVAN,  PATRICK  JOS,  MEMPHIS 
OCHS.  JEFFREY  J,  MEMPHIS 
OGLE,  EVELYN  M BASSI,  MEMPHIS 

* OGLE,  WM  SANDERS,  MEMPHIS 
OGLESBY,  CLAUDE  DUNN,  MEMPHIS 
OKRAH,  AMOS,  MEMPHIS 

* OLIM,  CHAS  BURTON,  MEMPHIS 
OLINGER,  ROONEY  GLENN,  MEMPHIS 


* ORMAN,  JDS  CUUKE,  MEMPHIS 
ORPET  JP,  P E,  MEMPHIS 
OSBORN,  EkANK  JACKSON,  MEMPHIS 
OSBORNE,  PAMELA  THOMPSON,  CORDOVA 
OSWALD,  WM  J,  MEMPHIS 

OUTLAN,  JUHN  EDWARD,  COLLIFRVILLE 
DUTL4N,  WILLIAM  E,  COLLIERVILLE 
OWENS,  DONALD  D,  MFMPHIS 
OWENS,  JAMES  HARVEY,  MEMPHIS 

» PACKER,  HENRY,  MEMPHIS 

PAGE,  GENE  RUEFNtR,  MEMPHIS 
PAGE,  ROY  CALVIN,  “EMPHIS 
PAIDIPALLI,  BABU  RAO,  MEMPHIS 
PAINTER,  MAX  wESlEY,  MEMPHIS 
P A L “E  k IV,  ROBERT  E.  MEMPHIS 
PALMIERI,  CENARO  MIGUEL  A,  MEMPHIS 
PAPKER,  JOS,  MEMPHIS 
PARKS,  FRANK  I),  MEMPHIS 
PARROTT  JR,  CHAS  SOUTHAVEN,  MS 

PARSONS  III,  WARD  CHESTER,  MEMPHIS 
PARVEY,  LOUIS  S,  “EMPHIS 
PASLAwSKI,  WALTER,  “E“PHIS 

* PASTER,  SA.ML,  SANTAMUNICH,  CA 

* PASTERNACK,  MORRIS,  MF“PhIS 
PATE,  JAMtS  w,  MEMPHIS 
PATTERSON  III,  RUSSELL  H,  MEMPHIS 
“ATTERSON,  CHARLtS  PlLHARO,  MEMPHIS 
PATTERSON,  KELLY , MEMPHIS 
PATTERSON,  RUSHTUN  EUuENE,  MEMPHIS 
PATTERSON,  SAM  POLK.  "EMPHIS 
PATTERSON,  STANLEY  “AKTIN,  ME “PHI S 

* PAUL,  RAPHAEL  NATHAN,  “IMPHIS 
PAYNE  JR,  EARNEST  P, , MEMPHIS 
PAYNE,  PAUL  A,  “EMPHIS 

PEARSON,  RICHARU  “COUISTUN,  MEMPHIS 
PEDIGO,  PHILLIP  ADLER,  MEMPHIS 
PFFLEk,  MOLLY  M,  “EMPHIS 
PEEPLES  JK,  JUHN  0,  MEMPHIS 
PtNOEP  JR,  JOHN  VINCENT,  “EMPHIS 
PERPY,  EUGAR  t MR  I C H , “tnpHIS 

peters,  Thomas  guy,  Memphis 

PETTIT  JR,  PAUL  Nt  S “ I T H , WEST  "t  M PH  I s , 

- PEYTON,  RONALD  W,  MEMPHIS 
PHELPS,  wM  CHAS,  MFMPHIS 
°HILL1PS,  JERRY  CLYDE,  “t“PHIS 

* PHILLIPS,  W“  EARL,  “LMPHIS 
PHOTOPULDS,  nUY  J,  MEMPHIS 

P I A N JR,  MAURICF  C,  “EMPHIS 
P I CDT  I , JOHN  0 , “E “PHIS 
PIN'SUN.  t LOUISE,  MtMPHIS 
PINSTtIN,  MARTIN  LEE , MEMPHIS 
PITCOCK,  JAMtS  ALLISON,  Mt“PHIS 
PLATK1N,' ALAN  HAILEY,  MEMPHIS 
PLITMAN,  oERaLO  IrA,  MEMPHIS 
PDLLNOW , ROBERT  t,  MEMPHIS 

4 POOL,  R OB  T “C  CAUGHRIN,  MEMPHIS 

* PORTER,  COLUMBUS  HASSELL,  MEMPHIS 
PORTER,  HUtY  HE.NUERSON,  MEMPHIS 
PUPTEK,  w“  RICHARD,  MEMPHIS 
PORTERFIELD,  JAMtS  G,  MEMPHIS 
POSEY,  MICHAEL  EVANS,  MtrPHIS 
PUURCYROUS . MASSROO,  MEMPHIS 
POWELL,  CARROLL  E,  COLLIERVILLE 
PRASAD,  SU0HA  R,  “EMPHIS 

PRATT,  THU  MAS  H,  “EMPHIS 

PRICE,  CAROLYN  CULPEPPER,  MEMPHIS 

PRICE,  JAMES  HOWARD,  MEMPHIS 

PRIDGEN,  STEPHEN  ALLEN,  MEMPHIS 

PRIDGEN,  w“  ROBY,  “EMPHIS 

PR  I F TO  JR,  LUIS  CARLUS,  MEMPHIS 

PROCTOR,  RUSSELL  JAY,  “EMPHIS 

- PRUITT,  DAVIU  H,  MEMPHIS 

- PUGH,  VIRGINIA  ANN,  MEMPHIS 
PUTMAN,  BILLIE  HAROLD,  MEMPHIS 
GUINN  III,  PETER  JOS,  MEMPHIS 

R A 0 A III,  JOHN  H,  MEMPHIS 

- RADER,  GkEGG  M,  ST  LUUIS,  MG 
RAGHAVAIAH,  N V,  MEMPHIS 
RAGSDALE,  BLAKE.  MEMPHIS 
RAHMAN,  MAHFUZUR,  MEMPHIS 
RAINES,  EDWIN  ALLEN,  MEMPHIS 
RAINES,  RICHARD  BRODNAX,  MEMPHIS 

4 RAINES,  S A M L LUCAS,  MEMPHIS 

4 RAINEY,  wM  THUS,  MEMPHIS 

RAINS  III.  BOYCE  MANRIN,  MEMPHIS 
RAMANATHAN,  JAVA,  MEMPHIS 
RAMANATHA.N,  KUOANGUDl  B,  MEMPHIS 
RAMEY  III,  0 ANL  RANDOLPH,  MEMPHIS 
RANDOLPH,  JERRY  E,  MEMPHIS 
RANDOLPH,  PAUL  DOUGLAS,  MEMPHIS 
RAO,  BHASKAR  NARAYAN,  GERMANTOWN 
RAWLINSON,  WILLIAM  T,  MEMPHIS 
RAWTANI,  P ALL  A V I V,  MEMPHIS 
RAY,  MORRIS  WILLIAM,  MEMPHIS 
REAVES,  EDwARD  MC  CORMICK,  MEMPHIS 

- REDO,  DAVIO  C.  CHATTANOOGA 
REED,  CHESTON  MURRAY,  MEMPHIS 
REED,  E0WAR0  WILSON,  MEMPHIS 
REED,  MARK  LOYD,  MEMPHIS 
REEDER,  RUBT  CANADA,  MEMPHIS 
REESE  JR,  HARVEY  C,  MEMPHIS 
REESE,  HALDEN  EUGENE,  MtMPHIS 
REISSER  JR,  JUHN  MILTON,  MEMPHIS 
RENTROP,  WALTER  ANTON,  MEMPHIS 
RENTROP,  «M  EMIL,  MEMPHIS 
REYES,  NDRA  V,  MEMPHIS 
REYNQLOS,  GARY  LYNN,  MEMPHIS 
RHEA  JR,  HAL  S,  MEMPHIS 
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•<H00t  III,  JOHN  D,  fcL  ! /ABE  THTOWN  , K Y 
RICHAROSUN  JR,  ROBT  LEE,  MEMPHIS 
RICHARDSON.  ELBERT  CKtER,  MEMPHIS 
R ! C G S J»,  »m  ..EBSTER,  MEMPHIS 

RIGGS,  CHAS  R,  Mt“PHlS 
RILEY,  FRANCIS  OSBORN,  ME“PHIS 

- ROACH,  SHERRY  L,  ENGLEWOOD 
RTIANE,  J OUR  f)  AN  ARCH  I h ALU  » MEMPHIS 
ROHM  INS  JR,  SAMiJfcL  G » I N , MEMPHIS 
ROBB INS,  t 0 w A R 0 I,  MEMPHIS 
ROBERTS  , LA“KY  K,  MEMPHIS 

RUBER  ISDN*  JA“!  S THUS,  MtMPHlS 
ROP PRISON,  JON  HOBSON,  MEMPHIS 

- ROBERTSON,  KENNETH  R,  MEMPHIS 

* ROBINSON  JR.  CHA i G , MEMPHIS 
ROBINSON  JR,  JOHN  FEUARO,  “tMPHIS 
ROBINSON,  JAMbS  A,  MEMPHIS 
ROBINSON,  LLOYO  I.OmARU,  MEMPHIS 
ROBISON  JR,  LOwFLL  BENJ,  MEMPHIS 
ROCKETT,  JOHN  ERE  OF  RICK,  MEMPHIS 

- RJGFRS,  ALFREIJ  H,  'I  rPHIS 

« ROGERS,  GORDON  K , MEMPHIS 

ROJAS,  NORHER  TO,  “EMPHIS 
ROLOSOM,  OAl-r  JAMES,  BARTLFTI 
RONEY,  RONALO  STtvtN,  “EMPHIS 
ROSEN,  GbRALO  MICHAEL,  MEMPHIS 
ROSENBERG,  E aILLIA",  "tMPHIS 
ROSFNBERG,  ZACHARY,  MEMPHIS 
ROSEnSWFIC.  JACOB,  mempM(s 
ROSMARIN,  PHILLIP  CARL,  MEMPHIS 
ROUTT  JR,  rILLIAm  EDWARD,  “EMPHIS 
RUCH  JR,  « A L T t R ALLwE  IN,  MEMPHIS 
ROCH,  ROB1  mIlEUn,  Mt-MPHIS 
RUCKER,  JA  “E  S DANIEL,  GtR“ANTUWN 

« RUNNER  JR,  HENRY  GORDON,  MEMPHIS 
RULEMAN,  CHiSTEr  ALLAN,  MEMPHIS 
RUNYAN  JR,  JOHN  M , ME  “Prl  IS 
RUSSELL  JR,  JOHN  MURRAY,  MEMPHIS 
RUSSELL,  THOMAS  ANTHUNY,  MEMPHIS 
RUSSO,  WM  LUUIS,  MEMPHIS 
RUTSCHMAN,  JULIAN  LEANllER,  MEMPHIS 
RYAN  JR,  GLO  MARION,  m E M P H I S 
SACKS.  HAnOLu  SAMUEL,  MtMPHlS 
SAFLEr  JR,  CHAS  FRANKLIN.  MEMPHIS 
SAGE  , EREU  P , “I  “PHI  S 
SA  INO,  JAM*  S J , ME “PHIS 
SALAZER,  JORuE  E,  “t “ PH  I S 
Salky,  Nathan  kal“ON,  Mt“PHis 
SAM AHA,  JOSEPH  K,  MEMPHIS 
SAMMONS.  LfHMAN  CLARK,  OSCEOLA,  AR 
SAMUELS,  ALAN  OANL,  MEMPHIS 
SANDER,  C k A I u J , “EMPHIS 
SANDERS,  EREU'  RICK  D,  MEMPHIS 

* SANOfkS,  SAM  HOUSTON,  MEMPHIS 

SANFORD  JK,  JACK  CARTER,  MEMPHIS 
SANE  (IRC,  DAVID  MARSHALL,  MEMPHIS 

SANFORD,  ROBERT  ALEXANDER,  MEMPHIS 
SATTEKFIEU1  J K , ,1  T,  MEMPHIS 
SAUTER,  RUBER  T E,  Gtk“ANTOwN 
SAxTUN  SR,  GRADY  L,  GERMANTOrN 
SCHAEFER,  DONALD  EARL,  ME'PhlS 
SCHFTTLEk,  BETTY  J,  MEMPHIS 
SCHETILEk,  wm  H h y m t ) 0 R t , M F M P H I S 
SCHLESINGER,  VICTOR  ADLER,  MEMPHIS 
SCHMIDT,  OONALO  w,  MEMPHIS 
SCHULTTLE  JR,  G PHILLIP,  MEMPHIS 

* SCHREIFR,  PHILLIP  CHAb,  MEMPHIS 
SCHWEITZER,  JOHN  0 , MEMPHIS 
SCHwEKKOSkE,  JOHN  F,  MEMPHIS 
SCOTT  III,  BENJAMIN  H,  MEMPHIS 
SCOTT  JR,  0 AN  I EL  J,  MEMPHIS 
SCOTT,  E 0 w IN  LEE,  MEMPHIS 

- SCOTT,  HUGH  BARRETT,  MEMPHIS 
SCOTT,  JUS  MANSON,  MEMPHIS 
SCOTT,  RANDALL  LEE.  MEMPHIS 
SCRUGGS,  JERRY  L,  MEMPHIS 
SEALE,  JAMES  L,  MEMPHIS 
SEALS,  JAMES  L,  MEMPHIS 
SERFS,  JENO  IMPE,  “EMPHIS 
SEGAL,  ANTHONY,  MEMPHIS 
SEGAL,  JACK,  MEMPHIS 
SEGAL.  MAUklLE  P,  MEMPHIS 

* SEGERSCN,  ED*ARi)  C,  MEMPHIS 
SEXTON,  RAY  OwEN,  “EMPHIS 
SHAEEEFR  JR,  S J,  MEMPHIS 
SHANKLIN,  DOUGLAS  R , MEMPHIS 

- SHANKS  JR,  JAMES  F,  MEMPHIS 
SHAPIRO,  MARVIN  LOUIS,  MEMPHIS 
SHAPPLEY  JR,  wm  VANCE,  MEMPHIS 
SHAREMAN,  OAVIO  MORRIS,  MEMPHIS 
SHEA  III,  JOHN  JOSEPH,  MEMPHIS 
SHEA  JR,  JOHN  JOS,  MEMPHIS 
SHEA  JR,  MARTIN  COYLE,  MEMPHIS 
SHEARIN,  ROBT  P N , MtMPHlS 

* SHEFFIELD,  WM  E.  MEMPHIS 
SHELL  III,  DAN  H,  ME  MPHIS 
SHELTON,  BRIXEY  R,  MEMPHIS 

* SHELTON,  JAMES  R,  HEdER  SPRINGS,  AR 
SHERROD  II,  ROME,  MEMPHIS 
SHIFFMAN,  STEPHEN  MURRAY,  MEMPHIS 
SHUMAKE,  LESLIE  80WLIN,  MEMPHIS 
SHURLEY  II,  WILLIAM  R,  MEMPHIS 
SIEGEL,  JEROME  SEYMOUR,  MEMPHIS 

* SIEGEL,  SAUL,  MEMPHIS 

SI  EVERS,  KICHARO  E.  MEMPHIS 
SIKES,  JAMES  C,  MEMPHIS 
SILVERMAN,  MICHAEL  N,  MEMPHIS 
SIMMONS,  JAMES  C H,  MEMPHIS 


* 


$ 


SIMPSON,  JAMES  w,  HICKORY  wITHE 
SIMS,  CL  If  FORI)  w , MEMPHIS 
SINGLETON,  MICHAEL  ROBERT,  MEMPHIS 
SISK,  THUS  OAV  10,  “t  MPHIS 
SISSMAN,  PAUL  R , MEMPHIS 
SKAGGS,  Marvin  RICHARD,  MEMPHIS 
SKAREOOFF,  MICHAEL  N,  GERMANTOWN 
SKINNER,  EIIWAkO  FULLANO,  MEMPHIS 
SLAwSUN  JR,  HI  NRY  THUS,  MEMPHIS 
SLOAN,  MICHAEL  L,  MEMPHIS 
SLUTSKY,  AVRIJN  AbE  , MEMPHIS 
SMILIY.  LINDA  “ARIF,  “EMPHIS 
SMITH  JR.  HUGH  “ILBY  A,  MEMPHIS 
SMITH  JR,  VERNON  I,  MEMPHIS 
SMITH,  ANOkTA  L,  CLARKSUALE,  MS 
SMITH.  CAROL  ANN,  "I MPHIS 
SMITH,  CLYDE  GAYLUN,  MEMPHIS 
SMITH,  KIkBY  LEF,  MtMPHlS 
SMITH,  STANLtY  L,  MtMPHlS 
SMITH,  SULLIVAN  K,  COOKEVILLE 
SMITH,  VINCENT  0.  “EMPHIS 
SMITH,  w CHAPMAN,  “EMPHIS 
SMYTut  JK,  Frank  ward,  Memphis 
SNiOER,  Charles  van,  Memphis 

snyoer,  oowen  ^rvin,  Memphis 

SUHM , JOHN  j , “EMPHI a 

SDLLIF  JP,  A R I HU  R NfrLE,  "EMPHIS 

SOLOMITO,  VINCENT  LEE,  MEMPHIS 


SOLO WAY,  “ARK  STEPHEN,  MEMPHIS 
SUPER,  RICHARD  GRAVES,  MEMPHIS 
SPENCER,  JUDY,  MEMPHIS 
SPIOTTA  JK,  EUGENE  J,  MEMPHIS 
SPIOTTA,  tUGLNE  JOS.  MEMPHIS 
SPIOTTA,  LARKY  B,  “EMPHIS 
STANFORD,  CA«L  COOPER,  MEMPHIS 
STANFORD,  JAMES  FRANKLIN,  MtMPHlS 
STANLEY  JK , THUS  V,  MEMRhIS 

* STARK,  RAY  LlNGLtS,  MEMPHIS 
STARR,  JASON  LEONARD,  MEMPHIS 
STE  IN,  Lt  E S,  MbMPHI S 

- STEINER,  UTLHELL  S,  MEMPHIS 
STF  NT  Z , David  L . MEMPHIS 
STEPHENS,  RAJ  K,  GERMANTOWN 

* STEPP,  WM  PRICE,  MEMPHIS 
STERN,  THUS  NtUTUN.  MEMPHIS 
STEVENSON,  CLtO  kILSON,  MEMRhIS 

* STEVENSON,  E 0 * A k I)  N,  “EMPHIS 
STEVENSON,  ROBIN  “ALCUL",  MEMPHIS 

- STEWAKT,  GEORGE  t,  “t “PHIS 

» SIFwarT,  MARCOS  JeEFEkSON,  MtMPHlS 
STEWAKT,  SHERRILL  BRYCE,  MEMPHIS 
STRASBERL,  GARY  DAVID,  MEMPHIS 
STRATTON,  HENRY  THUS.  MEMPHIS 
S I ROCK .SYLVIAS,  “t  MPHIS 
STUHHLFE  It  LI),  KOdT  J,  MtMPHlS 
SULLIVAN,  JAY  “ICHAEL,  MEMPHIS 
SULLIVAN,  JOS  ALdtPT,  MEMPHIS 
S U M “ I T T , ROBERT  LAY“AN,  MEMPHIS 
SUTHERLAND  III,  ARTHUR  J,  MEMPHIS 
SUVILLAGA,  VICTOR  I,  WILMINGTON,  NC 
SwEFNEY,  PATRICK  JOHN,  MEMPHIS 
SYONUk,  ELMER  w,  MEMPHIS 
tabor,  Owen  hritt,  Memphis 
TaCKET,  HALL  SANFORD,  MEMPHIS 
TAG,  ARNOLD  K,  MEMPHIS 

* TALLEY,  BYRON  ShAORACE,  ME“PhIS 
T ANFNBAU.M,  “ARK  HARRIS.  MEMPHIS 

taylor  in,  Herbert  a,  Memphis 

TAYLOR  JR,  WM  WOOD,  MEMPHIS 
TAYLOR,  EDWIN  OSCAR,  MEMPHIS 
TAYLOR,  JOHN  CHARLES,  MEMPHIS 
TAYLUK,  MARTHA  NEUMANN,  MEMPHIS 

» TAYLOR,  ROBT  CLARKE,  MEMPHIS 

- TAYLOR,  SUSAN  GRAY,  MEMRHIS 
TEAGUE,  PAUL  EORU,  MEmPHIS 
TEJWANI,  INOJRANI  a,  MEMPHIS 
TFMPLETCN,  TERRY  R,  MEMPHIS 
TERHUNE,  RUNALO  LYTLE,  MEMPHIS 
THOMAS  JR,  LLOYO  K,  MEMPHIS 
THOMAS,  UIANNA  J,  MEMPHIS 
THOMPSON,  BARRY  F,  MEMPHIS 
THOMPSON,  PAUL  ANDREW,  MEMPHIS 
THOMPSON,  TEkKY  L,  MEMPHIS 
THOMPSON,  T 0 M " Y C,  MEMPHIS 
THOMSEN,  WILLIAM  B,  MEMPHIS 
THRFLKELD,  WM  CLt  AGE , MEMPHIS 
TICKLE,  S A ML  MILTON,  MEMPHIS 
HELENS,  DON  KAYMUN,  "EMPHIS 
TILLMAN,  kONALI)  C,  CUROUVA 
TODD,  TANJA  LU,  MEMPHIS 
TONKIN,  ALLEN  K,  MEMPHIS 
TONKIN,  INA  L 0,  MEMPHIS 
TOOMS,  ROBT  EDWIN,  MEMPHIS 
TOONE,  C DOYNE,  MYRTLE  BEACH,  SC 
TOSH,  JOHN  WILLIAMS,  MEMPHIS 
TOWNES,  ALEXANOEK  S,  MEMPHIS 
TRAPP  , ERIKA  E , MEMPHIS 
TRAUTMAN,  ROBERT  J,  MEMPHIS 
TREADWELL  III,  GEORGE  H,  MEMPHIS 
TREW,  GARY  E,  MEMPHIS 

* TRIPP,  ALVIN  BRUSH,  NESBIT,  MS 
TUBERVILLE,  AUDREY  WHALEY,  MEMPHIS 

* TULL  I S JR,  l FRANK,  MEMPHIS 
TULL  I S , KtNNETH  FRANK,  MEMPHIS 

* TURLEY  JR,  HUBERT  KING,  MEMPHIS 

* TURLEY  JR,  JOHN  C,  MEMPHIS 
TURMAN,  PRENTISS  A,  MEMPHIS 
TURNBULL  JR,  STEVE  H,  MEMPHIS 


* TURNBULL,  RANDOLPH  B,  MEMPHIS 
TURNER,  GEl)  RANDOLPH,  MEMPHIS 
TURNER,  J A M t S 6,  MEMPHIS 
TURNER,  JAN  Lt  O ),  MEMPHIS 
TYLER,  LUUIS  tOWAKD,  MEMPHIS 
TYRER  JR,  AUSTIN  HOY,  MEMPHIS 

A TYSON  JR , WM  T , “(  “PH  I S 

UPSHAw,  JAMES  JEKKY,  "EMPHIS 
UPSHAi.,  JEFFERSON  DAVIS,  ME  MR  tl  IS 
USOAN,  OAVIO  AARON,  ME"PHIS 
A VACCARO,  EUGENE  A,  "ErPHIS 
a VARNER,  CLAUUf  FERRELL,  MEMPHIS 
VEPNER,  wALTtk  eUGENL,  MEMPHIS 
VICK,  SIDNEY  0,  MEMPHIS 
VIERUN,  LEONIDAS  NICHULAS,  MEMPHIS 
VILVARAJAH,  V I SUV AL I N GAM , GtRMANTUWN 
VINCtNT,  JOHN  ROBT,  MEMPHIS 
VOOKLES,  JOHN  TrIURN,  MEMPHIS 
VU,  TRONL  VAN,  MEMPHIS 
wAOE,  w BURKE,  ME“RHIS 

- WAKEFIELD,  PAUL  H,  RED  dUILING  SP 
A WAKHAM,  J A " E S DALE,  MADISON 

WALKER  JR,  PARKS  * , MEMPHIS 
WALKER,  FRANCES  CAROLYN,  “EMPHIS 
A WALKER,  LILLIE  C,  LITTLE  SwTZLANU,  NL 
A WALKER,  RICHARD  PARISH,  MEMPHIS 
WALKER,  RUDER!  A,  “EMPHIS 
« WALLACE,  EREU  C,  MEMPHIS 

* WALLACE,  JAMES  ASHFORD,  MEMPHIS 
WALLACF,  PETtR  B , “EMPHIS 
WALZEP,  Y A I P , Memphis 
WANOLRMAN,  RICHARD  G,  COKCOVa 
WARD LAW,  LEE  LYLt,  MEMPHIS 
WARNER,  RONNIt  M,  MEMPHIS 

wARR  III,  OTIS  SUMTER,  MEMPHIS 
A WARR  , OTIS  S , ME  MPHI  S 
A WATKINS,  „ M w,  MEMPHIS 

wATRIDGE,  CLARENCE  R , Mt MPEI S 
WATSON,  DONALD  C,  “EMPHIS 
WATSON.  SJSAN  R,  MEMPHIS 
WEATHERLY,  MARK  wlLLAKU,  "EMPHIS 
WEBBER.  BEN  PORTER,  "EMPHIS 
W E p F R III,  ALVIN  JULIAN,  MEMPHIS 
WE"Ek  . HILL  CARL,  Mf  MPHIS 

* WEF“S,  JEROME  J.  MtMPHlS 
WEEMS,  JOS  LELL,  “E“PhIS 
WEF“S.  THUS  DOYLE.  “tMPHIS 

- wEIL,  MARTIN  L.  MEMPHIS 
WEINBERG,  JOSEPH  A,  GERMANTOWN 
WeIR  JR,  ALVA  BOwEN,  “EMPHIS 
Wt I SS , JOSEPH  F , “tMPHIS 
WELLS,  VAN  HENRY,  MEMPHIS 

* wENt'R,  SAME  I,  MEMPHIS 
WENNEMAPK,  JAMES  R,  MEMPHIS 
wESBtRRY  JR,  JESSE  MALPASS.  MEMPHIS 
WESHERRY  SR,  JESSE  “ALPASS,  MEMPHIS 
WEST,  HARULO  MAXELL.  MEMPHIS 

WEST.  WILLIAM  HOATH,  MEMPHIS 
wESTMORtLANI),  OAnIEL  K,  MtMPHlS 
WtXLER,  STEPHEN  E , MEMPHIS 
WHFAT,  WENDELL  T,  “EMPHIS 
WHITE  III,  THUS  JEFFERSON,  MEMPHIS 
WHITE  JP,  JAMES  HAROLU.  MEMPHIS 
WHITE,  CHAS  to WARD,  MEMPHIS 
WHITE,  FRANK  LOUIS,  MEMPHIS 
WHITE.  WM  GUERIN,  MEMPHIS 
WHITFHEAU,  W M JERRY,  GERMANTOWN 
WHITINGTON,  GENE  L,  MEMPHIS 
WHITLOCK,  LAwRTNCE  WAYNE,  MtMPHlS 

- WlCKMAN,  JOHN  R,  MEMPHIS 

- WIFCK,  OtNNIS  JOStPH,  WHEELING,  wV 

- wIECK,  JOSEPtl  ANTHONY,  MEMPHIS 
WIENER.  I S ADORE  DAVID,  MtMPHlS 
WIENER,  RUbT  ALAN,  MEMPtllS 

- WILCOX  JR,  A BRIAN,  MEMPHIS 
WILDER,  WM  WIGGINS,  MEMPHIS 
WILHITE,  JOE  LYNN,  MEMPHIS 
WILKINSON,  EPHRIAM  BAILEY,  ME“PHIS 
WILLIAMS,  BEVERLY  JEAN,  MEMPHIS 

* WILLIA“S,  HORACE  GLENN,  MEMPHIS 

- WILLIAMS,  LANE  PORTER,  MEMPHIS 

* WILLIAMS,  LINKWOEJU,  MEMPHIS 
WILLIAMS,  PAUL  HERBERT,  MEMRHIS 
WILLS,  GOROON  LEE,  MEMPHIS 
WILSON  JR,  JAMES  EDWARD,  MEMPHIS 
WILSON,  ARTHUR  JAMES,  MEMPHIS 
WILSON,  OUNALD  BRUCE,  MEMPHIS 
WILSON,  HARRY  WILLIAMSON,  MEMPHIS 

* WILSON,  JAMES  E,  MEMPHIS 
WILSON,  JOHN  MC  CULLOUGH,  MEMPHIS 

* WILSON,  JOHN  MC  UUISTUN,  MEMPHIS 
WITHERINGTON  III,  JAMES  B,  MEMPHIS 
WITHERSPOON  JR,  FRANK  G,  MEMPHIS 
WOLF,  RODNEY  YALE,  MEMPHIS 

WOOO  II,  GEORGE  w,  MEMPHIS 
WOOD,  MATTHEW  w,  “EMPHIS 
WOOO.  THUS  OVAL,  MEMPHIS 
WOOO ALL  JR.  JESSE  C,  MEMPHIS 
WOODBURY,  GEO  ROBT,  MEMPHIS 
WOODBURY,  LINDA  L PLZAK,  MEMPHIS 

- WOODS,  BRYAN  L,  MEMPHIS 

* WOOLLEY,  CLIFTON  WARD,  MEMPHIS 
WOOTEN,  RICHARD  LINDSEY,  MEMPHIS 

* WORKMAN  JR,  CLAUDE  H,  MEMPHIS 
WORRELL,  JERRY  LEWIS,  MEMPHIS 
WRENN  JR,  EARLE  L,  MEMPHIS 
WRIGHT  II,  PHILLIP  E,  MEMPHIS 
WRIGHT  JR,  FKEO  GRAVES,  MEMPHIS 
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WRIGHT  Jk,  LEONARD  IT,  MEMPHIS 
wkIGHT,  DANA  JOHN,  MEMPHIS 

- wkIGHT,  SHERYL  JONES,  MEMPHIS 
WKURLE,  LAwRtNCE  DAVID,  MEMPHIS 

* WUR/HORG,  HENkY,  MEMPHIS 
WYLEk,  ALLEN  k,  MF"PHIS 
YARRkOUCh,  ROBERT  k,  MEMPHIS 

* YATES*  CLAUDE  f ‘'ANK,  MEMPHIS 
YATES,  LINDA  NAY,  ClikDDVA 
YOUNG,  JACK  G.  MEMPHIS 
YOUNG,  •'AkK  S,  MEMPHIS 
YUKON,  GUkOON,  MEMPHIS 

CAN  ELLA  Jk,  JUE'N,  "E“PH1S 
/AMINE,  MICHAEL  T,  MEMPHIS 

* ZUSSMAN,  :i  E R N A k IT  m,  E(Eph|5 

MONROE  COUNTY  MEDICAL  SOCIETY 

ALLEN.  JAMES  LESTEV,  SwEETwATER 
BARNES,  JAMES  HAkJlN,  SkEFTkATEk 
EVANS,  TEiuMAS  S,  SwEEIkATEP 
GETTINGEk,  JOSHUA  $,  m a u I S ON  V I LLt 
HAkVEY,  wILLI am  L,  MAOISUNVILLE 
HAYS,  PORT  OANL.  CLEVELAND 
HYMAN  JP , OR^In  WILLIAMS,  SkEFTkATEk 
LEVIN,  BARBARA  ANN,  M A 0 I S ON  V I L L E 
LUkkY,  EkANK  H,  MAOISUNVILLE 

* LUkkY,  TELFOKU  A,  SktETWATER 
MCGUIkE,  HOkACE  MHHLEk,  MAOISUNVILLE 
NESS,  JAMES  k,  TELLICO  PLAINS 

V I LLANFUVA  • k A m ; ) ,nj  , SkEETkATEk 
kIGGINS,  GEOkGE  E,  MAOISUNVILLE 
/EE,  PAULUS,  SkEETkAIEK 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

ALL  l SON-hk Y AN , BARBARA  A,  CLAkKSVILLE 
ATKINSON,  E I)  k A k u k,  CLAkKSVILLE 

* AUSTIN  III,  KICHAKI)  H,  CLARKSVILLE 
BARRETT,  k T,  CLAkKSVILLE 
BEA/LIY.  k ILL  I AM  COOPER,  CLARKSVILLE 
HEGTkLP,  ROBERT  U , NASHVILLE 
ifc'LLENGFK,  JAMfS  E,  LLAkkSVILLE 
HUYO,  ALT'JN  kEUT.JEk,  CLAkKSVILLE 
BRADLEY,  JOEL  F,  CLAkkSV  ILLL 

* Hkfkt.R,  caplus  r,  Clarksville 
HUSREE  III.  GREEK  ALBERT,  CLAkKSVILLE 
HUSH,  JOEL  GREGORY , LLAKKSVILLI 
CAkkIGAN,  VERNON  M , CLAkKSVILLE 

CHA,  PAUL  SANGY'lNG,  CLAkKSVILLE 
CUNNINGHAM  Jk,  THUS  M,  CLARKSVILLE 
DEAL,  VIRGIL  T,  CLAkKSVILLE 
OITTUS,  JANF T L.  CLAkKSVILLE 
DIJANE  JP,  SAml  N,  CLAkKSVILLE 
DUTY  Jk,  ROBERT  1/ , C H A P M A N SBIJRfl 
DUkRETT  Jk , DAk  SUN  k , CLARKSVILLE 
FARRAR,  JAMES  THUS,  CLAkKSVILLE 
FAUST,  LARRY  iM , CLAkKSVILLE 
FERRAkACCIU,  'ILAISE  t,  CLARKSVILLE 
GANT,  CHARLOTTE  t , CLARKSVILLE 
GkAflbNSTfcIN,  T G,  CLARKSVILLE 

* GkFEN,  MACK  MACUN,  CLAkKSVILLE 

* GRIFFIN,  V H,  CLAkKSVILLE 
GULLETT,  UAVIU  CAIRO,  CLARKSVILLE 
HALL,  BILLY  T,  CLARKSVILLE 

HALL,  MICHAEL  STANLEY,  CLARKSVILLE 
HAMPTON,  JAMES  EUwAkU,  CLARKSVILLE 
HUNG,  OOUG  UN,  CLARKSVILLE 
HUDSON  III,  k I L L I A m u,  CLARKSVILLE 
hudsun,  Robert  w,  Clarksville 
IGLEHART,  BRYAN  T,  CLARKSVILLE 
JORDAN,  EQMIN  CUNSTANTIMt,  CLARKSVILLE 
KENNEDY,  HOWARD  R,  CLARKSVILLE 
KENT,  STEPHEN  k,  CLARKSVILLE 
KOEHN  JR,  RUB  T C,  CLAkKSVILLE 
KURITA,  GEORGE  I,  CLARKSVILLE 
LARKINS,  CART  L,  CLARKSVILLE 
LEORETTER,  BUEURIJ  e,  CLARKSVILLE 
LEE,  ROBT  HENRY,  OOVfck 
LEMOINE,  FRIT/  F,  CLARKSVILLE 
LETT  , JAME  SC,  tR  IN 
LIGUN,  OUUGLAS  WISTER,  ERIN 
LIMRAUGH  JK,  JAMES  k,  CLARKSVILLE 
LOWE  JR,  KEGINALu  S,  CLARKSVILLE 
LUTON,  OAKLUS  SAML,  CLARKSVILLE 
LYLE,  RM  GREtN,  CLARKSVILLE 
MARTIN,  DANIEL  ERNEST,  ERIN 
MCCAMPRELL,  FRANK  G,  CLAkKSVILLE 
MILES  JR,  JUS  RM,  CLARKSVILLE 
MONTGOMERY,  TUNY  JOHNSON,  CLARKSVILLE 
PEACHER,  TERRY  GENE,  CLARKSVILLE 
PEDIGO,  WILLIAM  J,  CLARKSVILLE 
PERALES,  ANGEL  U,  OICKSUN 
PETERSON,  KEITH  I),  CLARKSVILLE 
PORTER,  OUUGLAS  DWIGHT,  CLARKSVILLE 
PRINE  JR,  WM  mESLEY,  CLARKSVILLE 
RICE,  ROBIN  L,  CLARKSVILLE 
RICHARDSON,  DUNALO  RAY,  CLARKSVILLE 
ROADS,  TIMOTHY  R,  CLARKSVILLE 

* ROSS,  JOHN  W,  CLARKSVILLE 
SILER,  RITA  ANNE,  CLARKSVILLE 
SILVEY,  GARY  LYNN,  CLARKSVILLE 
SMITH,  JAMES  ROY,  CLARKSVILLE 

* STRAUSS,  DAVID  L,  CLARKSVILLE 
VANN,  HAROLD  FRANCIS,  CLARKSVILLE 
VERMILLION,  R J,  CLAKKSVILLE 
WALKER,  J R,  CLARKSVILLE 

WALL  JR,  RM  H,  CLARKSVILLE 
WIBKING,  RONALD  K,  CLARKSVILLE 
WILSON,  FRANK,  CLARKSVILLE 


WRIGHT  JR,  JOHN  FAY,  CLARKSVILLE 
YllUNG  J»,  RICHARD  WILSON,  CLARKSVILLE 

NASHVILLE  ACADEMY  OF  MEDICINE/ 
DAVIDSON  COUNTY  MEDICAL  SOCIETY 

ABISELLAN.  EDUARDO  E,  NASHVILLE 
ABISELLAN,  GEORGINA  A,  NASHVILLE 
ACOSTA,  ESTRELLA  P,  MAOISON 
ACOSTA,  PAULO  C,  MADISON 
ACREE,  MAURICE  MASON,  NASHVILLE 
ADAIR,  LUTHER  H , NASHVILLE 
ADAMS  JR,  ROBT  WALKER,  NASHVILLE 

* ADAMS,  CRAhFUKD,  DUCK  KEY,  FL 
AOOLE  S TONE , RONALD  R,  NASHVILLE 
ADELSON,  LOR!  M,  NASHVILLE 
ADKINS,  ROBT  BENTON,  NASHVILLE 
ADKINS,  THOMAS  G,  NASHVILLE 

AG  BUN  A G , ARNULFO  ABAT,  MADISON 
ALCANTARA,  ILOEFONSn  A,  NASHVILLE 
ALEXANDER  JR,  CLYOE  w,  NASHVILLE 
ALFXANOFK,  DAVE  A,  NASHVILLE 
ALEXANDER,  PAUL  CRAYTON,  NASHVILLE 
ALFERY,  DAVID  I),  NASHVILLE 
ALFORD  JR,  WM  CUTTFR,  NASHVILLE 
ALLEN  JR,  JOSEPH  H.  NASHVILLE 
ALLEN,  TERRY  REYNULDS,  NASHVILLE 
ALLEN,  VAUGHAN  ARTHUR,  NASHVILLE 
ALLEN,  VERNE  ELwUOO.  NASHVILLE 
ALL  F Y JR,  J CLYDE.  NASHVILLE 
ALLISON,  J LI  E GARY,  MAOISON 
ALPER,  BENJ  J,  NASHVILLE 

- ALTENBERN  JR,  DOUGLAS  C,  MT  PLEASANT, 

- ALTENBERN,  PHILLIPS  0,  NASHVILLE 

AMMAkELL,  ROBERT  L,  NASHVILLE 
ANAND,  VINITA,  NASHVILLE 
ANOFRSON  JR,  ARTHUR  R,  NASHVILLE 
ANDFRSON  JR,  EOwlN  fl,  NASHVILLE 

ANDERSON  Jk,  JA“ES  E,  NASHVILLE 

* ANOEkSON  JR,  JAMES  S,  NASHVILLE 

ANDERSON,  ALLEN  E,  NASHVILLE 
ANDERSON,  FOwARD  EUGENE,  NASHVILLE 
ANDERSON,  EDWIN  B,  NASHVILLE 

* ANDERSON,  ELBKIDGfc  E,  NASHVILLE 

ANDERSON,  H R,  NASHVILLE 
ANOEkSON,  JEAN  k,  NASHVILLE 

- ANOEkSON,  PHILIP  BRADLY,  NASHVILLE 
ANDERSON,  WM  CLYJE,  NASHVILLE 
ARENDALE  JR,  CHAkLES  k.  NASHVILLE 
ARENDALL  II,  REX  E,  NASHVILLE 
ARNFTT,  DARRELL  G.  NASHVILLE 
ARNOLD,  EDWARD  STANLEY.  NASHVILLE 
Arnold,  Fredrick  s.  nashville 

AkNOLO,  LARRY  T0TTY,  NASHVILLE 
ARRADONOO.  JUHN  E,  NASHVILLE 
ARROWSMITH,  PtTEK  NOEL,  NASHVILLE 
ASHER,  HARVEY,  NASHVILLE 
ATHAR,  ZILLUk  RAHMAN,  GO Q CL E T T S V I L LE 
AUERBACH,  PAUL  STUART,  NASHVILLE 
AVANT,  GEO  RAY,  NASHVILLE 
AVERBUCH,  MARK  STEPHEN,  NASHVILLE 
AVERY,  JAMES  KELLEY,  NASHVILLE 
BACKUS,  ELIZABETH  “AUREEN,  NASHVILLE 
BAER,  HARRY,  NASHVILLE 
BAKER,  THURMAN  OtE.  NASHVILLE 
BALDWIN,  JAMES  MARVIN,  ASHLAND  CITY 
BALFOUR,  H BRIAN.  NASHVILLE 

- BALLARD,  JEFFREY  LAWRENCE,  NASHVILLE 

* 8ALLAR0,  SIDNEY  k,  FRANKLIN 
BALLINGER,  JEANNE  F,  NASHVILLF 
BAN,  THOMAS  A.  NASHVILLE 
BANDY,  PRESTON  H,  NASHVILLE 

- BANKS,  CHAkLES  C, , JASPER,  AL 

* BARKSOALE,  EDWARD  H,  NASHVILLE 
BARNES  JR,  MAURICE  C,  NASHVILLE 
BARNETT,  DUNALO  R,  NASHVILLE 
BARNETT,  PAUL  HAROLD,  NASHVILLE 
BARNETT,  ROBT  BURTON,  NASHVILLF 
BARTON,  DAVID.  NASHVILLE 

* BASS,  ALLAN  DELMAGE,  NASHVILLE 
BATCHELOR,  E DALE,  NASHVILLE 
BATSON,  JACK  MILLER,  NASHVILLE 
BATSON,  RANDOLPH,  TROY,  AL 
BATTAGLIA,  EDOARDO  L,  NASHVILLE 
BAUCOM,  WILLIAM  E , NASHVILLE 

* BAYER,  D SCOTT,  NASHVILLE 
BEAZLEY,  LUTHUR,  NASHVILLE 
BECK,  CHAS  BERNARD,  MAOISON 
BECK,  LARSON  DALE,  MAOISON 
BECKWITH,  MERTON  M,  NASHVILLE 
BEELER,  RICHARD  T,  NASHVILLE 
BELOEN,  RICHARD  A,  NASHVILLE 
BELL,  ROBT  LE  ROY,  NASHVILLE 
BENDER  JR,  HARVEY  W,  NASHVILLE 
BENOT,  ROBERT  RICHARD,  NASHVILLE 

* BENNETT,  LYNCH  D,  NASHVILLE 
BENNING,  THOMAS  R,  NASHVILLE 
BENSON,  GEORGE  N,  NASHVILLE 

* BENZ,  EDMUNO  WOODWARD,  NASHVILLE 
BERMAN,  M LAWRENCE,  NASHVILLE 
BERNARD,  KEITH  GERARD,  GREENOALE,  WI 
BERNARD,  LOUIS  J,  NASHVILLE 
BERNARD,  STANLEY,  NASHVILLE 
BERRIE,  WARREN  R,  NASHVILLE 

BERRY,  GEOFFREY,  NASHVILLE 
BE  SHAR IAN,  CHARLES  M,  NASHVILLE 
BEVERIDGE,  JOHN  H,  NASHVILLE 

- BIGLER,  MARK  ERIC,  GARDEN  CITY,  KS 


BI HL-M IR AND  A,  PATRICIA  M,  NASHVILLE 

* BILLIG,  OTTO,  NASHVILLE 

* BILLINGS  JR,  FREDERIC  T,  NASHVILLE 
BINKLEY  JR,  WILLIAM  JOSEPH,  MADISON 
BIRDwELL,  BEN  JASON,  NASHVILLE 
BISHOP  JR,  EUGENE  L,  NASHVILLE 
BISHOP,  LINDSAY  K,  NASHVILLE 
BISHOP,  MICHAEL  ROBT,  NASHVILLF 
BISTOhISH  JR,  JOS  M,  NASHVILLE 
BLACK  JR,  JAMES  N,  NASHVILLE 
BLALOCK,  k STANFORD,  NASHVILLF 
BLUMENKOPF,  BENNETT,  NASHVILLE 
SOONER,  STANLEY  JACOB,  HERMITAGE 
BOEHM,  FRANK  HENRY.  NASHVILLE 
BOLDS,  JOHN  MICHAEL,  NASHVILLE 
BOLIN,  MARION  G,  NASHVILLF 

8 0 M A R JR,  ROBT  LYNN,  NASHVILLE 
BOMBOY  JR,  JAMES  D,  NASHVILLE 

BOND,  ARTHUR  GERNT,  NASHVILLE 
BONO,  JOHN  BENJ,  NASHVILLE 

BONE,  ROBERT  CARVER,  LEBANON 
BOOKMAN,  JAMtS  ANORFW,  MADISON 
8U0TH  JR,  GLENN  H,  NASHVILLE 

- BOSWELL,  GILBERT  E,  FAIRFAX,  VA 
BOTTOMY,  MICHAEL  BRUCE,  NASHVILLE 
BOUNDS  JR,  GEU  WM,  NASHVILLt 
BUWERS  JK,  OAVIO  GARwOOD,  NASHVILLE 
8UYD  JR,  rM  JUS,  NASHVILLE 

* BOYLIN,  JUHN  M,  NASHVILLE 
8KACKIN  Jk,  HENkY  R,  NASHVILLE 

* BRADLEY,  CLOYCE  F,  NASHVILLE 

* HKAOLEY,  G HEARN,  NASHVILLE 

BRAKE FIELD,  JAMES  MARION,  NASHVILLE 

- HR ANDES,  JAN  LEWIS,  NASHVILLE 
BRAREN,  H VICTOR,  NASHVILLE 
BREINIG,  JOHN  BOYERS,  NASHVILLE 
BRENNAN,  RHONDA  KAY,  NASHVILLE 
BRESSMAN,  PHILLIP  L.  NASHVILLF 
BRIGHAM,  KENNETH  L.  NASHVILLE 
BRIMMER  II,  HUBERT  A,  NASHVILLE 

* BRITTINGHAM,  THOMAS  E,  FORT  WORTH,  TX 
BROCK  III,  JUHN  k,  NASHVILLE 
BP.OOOkS,  ROBERT  G.  NASHVILLE 
BROOMES,  LLOYD  RUDY,  MUR  F R F F S B IJKU 
BROTHERS,  JOHN  CUNNINGHAM,  NASHVILLE 
BROWN  JP,  WALTER  EDWARD,  SPRING  HILL 
BROWN  JR,  WALTER  U,  NASHVILLE 
BROWN,  DOUGLAS  H,  NASHVILLE 

BROWN,  KEkMIT  R,  NASHVILLE 

BROWN,  PAMELA  E,  MADISON 

BROWN,  PHILLIP  PENDLETON,  NASHVILLE 

BROWNE,  EDWARD  W,  NASHVILLE 

BRUNO  III,  JUHN,  NASHVILLE 

* BRYAN,  JOHN  T.  NASHVILLE 
BRYANT,  JAMES  DAVID,  NASHVILLE 
BRYANT,  SUSAN  H,  NASHVILLE 

* BUCHANAN  JK,  ROUT  NORMAN,  NASHVILLF 
BUCHANAN,  RICHARD  DURR,  NASHVILLt 
BUCKSPAN,  GLENN  S,  NASHVILLE 
BUENO,  REUBEN  A,  NASHVILLE 

* BURD,  JOS  G,  NASHVILLE 
BURKHALTER.  MICHAEL  TERRY,  NASHVILLE 
BURKS.  HELEN  C,  HENDERSONVILLE 
8URNES,  JAMES  EDMUND,  MflCISON 
BURNETT,  LONNIF  S,  NASHVILLE 

- BURNETTE  JR,  WILLIAM  C,  NASHVILLt 
BURNS,  CCRALD  ROBT,  NASHVILLE 
BURR,  IAN  MEADOWS,  NASHVILLE 
BURR,  ROBERT  E.  NASHVILLE 
BURRUS,  GEO  ROBT,  NASHVILLE 
BURRUS,  ROGER  BYRON,  NASHVILLE 
BUTLER.  HARVtY  ELLSWORTH,  NASHVILLE 

- BUTTERFIELO,  MARY  JANE,  NASHVILLE 
BYRD  JR,  BENJ  F,  NASHVILLE 
CAOENA-CUCTA,  GUILLERMO,  NASHVILLE 
CALDWELL  JR,  BENJ  H,  NASHVILLE 
CALHOUN,  CALVIN  LEE,  NASHVILLE 
CALLAkAY,  JAMES  J.  NASHVILLE 
CALLAWAY,  MICHAEL  DENNEY,  NASHVILLE 

- CALLOwAY,  THOMAS,  DURHAM,  NC 
CAMPBELL,  THOMAS  H,  NASHVILLE 
CAMPBELL.  W BARTON,  NASHVILLE 
CANALE  JR,  DANIEL  D,  NASHVILLE 

* CANNON  II,  RICHARD  0,  NASHVILLE 
CANNON  JR,  CHARLES  GRAOY,  NASHVILLE 
CAPLE  SR,  PHILLIP  M,  NASHVILLE 

* CARD,  WM  JUDSON,  MADISON 
CARDWELL,  MICHAEL  S,  BRENTWOOD 
CARLSEN,  ANDREW  B,  NASHVILLE 
CARLSON,  BRIAN  RICHARD,  MT  JULIET 
CARNEY  JR,  SAM  W,  MADISON 
CARPENTER  JR,  GED  KENYON,  NASHVILLE 
CARROLL,  FRANK  E,  NASHVILLE 
CARTER,  JEFFREY  B,  NASHVILLE 
CARTER,  OSCAR  WILLIS,  NASHVILLE 
CARTWRIGHT,  PETE  S,  NASHVILLE 
CASSELL,  NORMAN  M,  NASHVILLE 
CASTELNUOVO— TEDESCO,  P,  NASHVILLE 
CATE,  RONALD  C,  NASHVILLE 

CATO,  JAMES  ROBERT,  NASHVILLE 

* CAYCE,  LEE  F,  NASHVILLE 

* CAZORT,  RALPH  J,  NASHVILLE 
CHALFANT,  ROBT  L,  NASHVILLE 
CHAMBERS,  JILL  F,  NASHVILLE 
CHANG,  PONG  MOON,  NASHVILLE 
CHANNABASAPPA,  KODIHALLI  P,  MADISON 
CHAPMAN,  JOHN  EDMON,  NASHVILLE 
CHATHAM,  WALTER  WINN,  NASHVILLE 
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CHAZEN,  fcKlC  MARTIN,  NASHVILLE 

CHEIJ.  ABRAHAM  PACHA,  NASHVILLE 

CH I KKANNA I AH,  SAJJAN  0,  GO OUL E T TS V I L L E 

CHISOLM  JR.  JOE  M,  NASHVILLE 

CHR I S TENBERR Y . RUbERT  HAROLD,  NASHVILLE 

CLARK,  W M MC  LEAN,  NASHVILLE 

CLASSEN,  JEANNINE  ARCHER,  MADISON 

CLASSEN,  KENNETH  LEON,  MADISUN 

CLINTON,  MARY  E,  N ASHV I LLF 

CLOSE,  LOUIS  WARD,  NASHVILLL 

COBB  JP,  CULLY  A,  NASHVILLE 

COCHRAN,  KUBT  TAYLOR,  NASHVILLE 

COHEN,  ALAN  CARY,  NASHVILLE 

COKER.  WESLEY  LOUIS.  NASHVILLE 

CULES  III,  JUHN  H,  NASHVILLE 

COLLINS,  RURERT  S,  MAOISON 

CONNOR,  DAN  E,  NASHVILLE 

CONRAD,  JAMES  FRANCIS.  NASHVILLE 

COOKE,  GEU  EDWARD,  NASHVILLE 

COOPER,  RUBERT  S,  NASHVILLE 

CUOPWOOD,  wM  EUGENE.  MADISON 

CORBIN  JR.  CHARLES,  NASHVILLE 

CORNEY,  KUBT  TYLER.  NASHVILLE 

* CUTHREN,  EREDEREC  R,  OOLTEWAH 
COTHREN,  JACKSON  OANL,  NASHVILLE 
COTTON  JR,  RUBERT  BELL,  NASHVILLE 
CUUCH  JR,  ORRIE  A,  NASHVILLE 
COUOEN,  VINCENT  KORT,  NASHVILLE 

C OUL AM,  CRAIG  M,  NASHVILLE 

- COUSSENS,  DAVID  M,  NASHVILLE 
COWDEN,  CHAS  MARSHALL,  HENDERSONVILLE 

« COWDEN,  FREOERIC  EUGENE,  NASHVILLE 
craft,  lisa  r,  nashville 
CRAFTON,  GEO  H.  NASHVILLE 
CRANE,  JUS  MICHAEL.  MADISON 

* CRANE,  PAUL  SHIELDS,  NASHVILLE 
CRAWLEY,  KEITH  LAMONTE,  NASHVILLE 
CRFCRAFT,  HAROLD  JAMES,  NASHVILLE 
CRENSHAW,  RANDALL  W,  RRtNTWUOO 
CKFNSHAW,  WM  BRYANT,  NASHVILLE 
CROOK,  ANGUS  M G,  NASHVILLE 
CROOK,  JERRALL  PAUL,  NASHVILLE 
CRUMBO,  DUNALO  S,  NASHVILLE 

- CULLOM  JR,  R DOUGLAS,  NASHVILLF 
CUSHMAN,  ARTHUR  KUBT,  M A 0 ISON 

* DALE,  ANDREW,  NASHVILLE 
DANIELL,  JAMES  E,  NASHVILLF 
DAO,  ANH  HUU,  NASHVILLE 

* DARBY,  WM  JEFFERSON,  NASHViLLE 
OASH,  LAMARR  A,  tlRFNTWOOO 
DAUGHERTY.  PHILIP  V,  NASHVILLE 
DAVIS  JR,  THUS  JOEL,  NASHVILLE 
UAVIS,  CARLA  SU/ANNF  M,  NASHVILLE 

* OAVIS.  EVELYN  J,  BRENTWOOD 
OAVIS,  GEO  WM,  NASHVILLE 
OAVIS,  IVAN  R , NASMV I LLE 
DAVIS,  J LUCIAN,  NASHVILLE 

* OAVIS,  MK.HAEL  OAVID,  NASHVILLE 
DAVIS,  RICHARD  JUHN,  NASHVILLF 

* OAVIS,  THEODORE  W,  NASHVILLE 
OAVIS,  WM  GRAT,  M A 0 I SON 

DE  BLANC  JR,  HAROLD  J,  NASHVILLE 
DEAN,  RICHARD  HENRY,  NASHVILLE 
nEASON,  DEBORAH  K.  NASHVILLE 
UELOZIER,  JAN  STALLINGS,  NASHVILLE 
DELVAUX  JR,  THUS  C,  NASHVILLE 
DENNISON  JR,  HAROLD  CLAY,  NASHVILLE 
DILLARD  JR,  S A ML  HENRY,  NASHVILLE 
DIXON  JR,  JOHN  H,  NAShVILLE 
00  A K , WM  MELVILLE,  UONELSON 
DODO,  ROBERT  r,  NASHVILLE 
OONALO,  WM  0,  NASHVILLE 
DONNELL.  MARK  L,  MADISON 
QfJPP,  ALAN  C,  NASHVILLE 

* DORRIS,  EARL  DENTON,  NASHVILLE 
OOSS,  W GUROUN,  H E NOER SUN  V I LLE 
DOSTER  JR,  RUBERT  T,  NASHVILLE 

* OOUGLASS,  HENRY  L,  NASHVILLE 
DOWDY,  SUZANNE,  NASHVILLE 
DOWNEY,  WM  LEE,  NASHVILLE 

* OOWNS,  HOWARD  S,  MADISON 
OOYLE , DEBORAH  R,  NASHVILLE 
DOYNE,  MARK  ALAN,  NASHVILLE 
DOZIER  JR,  J EMMETT,  NASHVILLE 
DRIVER  JR,  L ROWE,  NASHVILLE 
OUBUISSON,  RAY  L,  NASHVILLE 
DUDLEY,  B STEPHEN,  NASHVILLE 
DUFFY,  KAREN  BARR,  MAOISON 
OUNBAR,  LAURA  L,  NASHVILLE 
DUNCAN,  CARY  WM,  NASHVILLE 
DUNCAN,  GEO  E,  NASHVILLE 
OUNCAN,  THOMAS  C,  NASHVILLE 
DUNOON,  MARY  CATHERINE,  MADISON 
DUNKERLEY  JR,  ROB  T C.  NASHVILLE 
OUNN,  GEO  DEWEY,  NASHVILLE 
DUTTON,  WM  PATTERSON,  NASHVILLE 
OYER,  DAVID  N,  NASHVILLE 

OYER,  ERIC  L,  NASHVILLE 
FBERT,  MICHAEL  H,  NASHVILLF 
ECKSTEIN,  CHARLES  W,  NASHVILLE 
EOGAR  SR,  ANDREW  S,  NASHVILLE 
EDWARDS  JR,  WILLIAM  H,  NASHVILLE 
EDWARDS,  OAVID  L,  NASHVILLF 
EDWARDS,  OORAN  DEVON,  NASHVILLE 
EOWARDS,  JOE  MICHAEL,  NASHVILLE 
EDWAROS,  R OB  T HARVEY,  NASHVILLE 
HOWARDS,  WM  H,  NASHVILLE 
ELAM  III,  ROY  OSCAR,  NASHVILLE 


ELAM,  LLOYO  CHAS,  NASHVILLE 
ELLIOTT,  JAMES  H,  NASHVILLE 
ELLIS,  OARREL  L,  NASHVILLE 

* ELLIS,  JAMES  w,  NASHVILLE 
ELLIS,  MICHAEL  C,  MAOISON 
ELROD,  BURTON  F,  NASHVILLE 
ELSON,  MELVIN  LESLIF,  NASHVILLE 
EMERSON,  CLIFTON  W,  NASHVILLE 
ENTMAN,  STEPHEN  S,  NASHVILLE 
EPSTEIN,  SHELUON  M,  NASHVILLE 

- ERMAN,  RUSS  I),  NASHVILLE 
ESCOBAR,  ALFONSO,  NASHVILLE 
ESKINO,  IKMlN  BERNARD,  NASHVILLE 
ESKINO,  JEFFERY  HEIN,  NASHVILLF 
ESKINO.  STEVEN  J,  NASHVILLE 
ESTES,  RUBERT  L,  NASHVILLE 
EVANS,  HILLIS  FLOREN,  MAOISON 
EWFRS,  E WILLIAM,  NASHVILLE 

* EYLER,  OON  L,  SALEM,  AL 
EZELL,  MEREDITH  A,  NASHVILLE 
EZELL,  ROY  CLAY,  NASHVILLE 
FABER,  ROUT  BRANCH,  NASHVILLE 
FAKHRUCOIN,  ARM,  G U 0 0 L E T T S V I L LE 

* EALK,  LESLIE  ALLINA,  NASHVILLE 
FARRAR,  THOMAS  CROWELL,  NASHVILLE 
FARRAR,  WM  TAYLOR,  NASHVILLE 
FARPINGFR  JR,  JOHN  LEt,  NASHVILLE 
FAULK  JR,  WALLACE  H,  NASHVILLE 
FAULKNER,  CHAS  TAYLOR,  NASHVILLE 

- FAULKNER,  LEE  A,  NASHVILLE 
FAWCETT,  KENNETH  JA“ES,  NASHVlLLt 
FELCH,  JAMES  w,  FRANKLIN 
FELOMAN,  RICHARD  WARREN,  NASHVILLE 
FELTS,  PHILIP  w,  NASHVILLE 
FELTS,  STLPHLN  KAREY,  HLRM ITAGE 
EEMAN,  STLPHEN  S.  NASHVILLF 
FEMCHFL,  GERALD  MERV1N,  NASHVILLE 
FERGUSON,  HARULO  AUSTIN,  NASHVILLE 

* FESSEY,  RAY  0,  NASHVILLE 
FIELDS.  JAMES  P,  NASHVILLE 
FIELDS,  JOHN  PERSHING,  NASHVILLE 
FINCH,  WILLIAM  TYKFF,  NASHVILLE 
FINKE.  FREDERICK  LEROY,  NASHVILLE 

» FINKS,  ROB  T MARK,  NASHVILLE 
FISHBEIN,  JOS  H,  NASHVILLE 
FISHER,  BLNJ,  NASHVILLI 

* FISHER,  LAURA  M,  NASHVILLE 

FLFET  JR,  WILLIAM  F,  GOUU L E T T S V I L L E 
ELEISCHFk,  ARTHUR  C,  NASHVILLE 
FLEMING  JR,  JAMES  H,  NASHVILLF 
FLFMING  JR,  RUSS,  NASHVILLE 
FLEMING,  PHILIP  COWARD,  NASHVILLE 
FLETCHER,  JUHN  RAYMOND,  NASHVILLE 
FLETCHER,  SUZANNE  ",  MAUISON 
FLEXNER,  JOHN  MORRIS,  NASHVILLE 
FULEY,  CERALO  J,  WHITE  BLUFF 
FUR  EM AN,  HOWARD  R,  NASHVILLE 
FORSYTH,  G PAUL,  NASHVILLF 
FOSTER,  HENRY  wENDELu,  NASHVILLE 

* FOSTER,  JUHN  H,  NASHVILLE 
FOSTER,  NELSON  RAY,  FRANKLIN 
FUWlNKLE,  FUGENE  wfSLEY,  NASHVILLE 

* FOWLER,  SAML  B,  NASHVILLE 

* FRANCE,  RICHARD,  NASHVILLE 
FRANCIS,  ROBT  STANLEY,  NASHVILLE 
FRANKLIN,  JERKY  M,  NASHVILLE 
FREOER  IKSEN,  RAND  TERRELL,  NASHVILLE 
FRFEMAN,  RUFUS  JACK,  NASHVILLF 
FRENCHMAN,  RHUSHRU  H,  HENDERSONVILLE 
FREY,  WALTER  WILLIS,  NASHVILLE 
FRIOOELL,  THUS  JAMES,  NASHVILLF 
FHIESINGEK,  GOTTLIEB  C,  NASHVlLLt 
FRIST  JR,  JOHN  C,  NASHVILLE 

FRIST,  ROBT  ARMISTEAO,  NASHVILLE 

* FRIST,  THUS  E,  NASHVILLE 
FURMAN,  JOHN  ROBERT,  MAOISON 
GAINES,  DUNALO  LEE,  NASHVILLE 

* GANT,  JULIAN  C,  LOMA  LINDA,  CA 

* GARDNER,  CHAS  KURT  IN,  NASHVILLF 

* GARDNER,  JAMES  COLLIt,  NASHVILLE 
GARMAN,  RICHARD  W,  BRENTWOOD 
GAROVICH,  MICHAEL  C,  NASHVILLE 
GARRETT,  SAM  YOUNG,  NASHVILLE 
GASKINS,  FAY  M,  NASHVlLLt 
GASTUN  JR,  RUBERT  B,  NASHVILLE 
GASTON,  RUBT  B,  OONELSON 
GAVIGAN,  WM  MITCHEL,  NASHVILLE 
GAW,  DAVIU  WISDOM.  NASHVILLE 
GEDDIE,  OANL  CLARK,  NASHVILLE 
GENOA,  ERUL,  NASHVILLE 
GENTILE,  DOUGLAS  A,  NASHVILLE 
GENTRY,  HAROLD  LEFFEL,  MAOISON 

* GESSLER,  CARL  NEwTON,  NASHVILLE 
GHOSH,  SUDHIk  C,  NASHVILLE 
GIBSON,  JOHN  RAGAN,  NASHVILLE 
GIRSON,  RICHARD  L,  NASHVILLE 
GILL,  CHAS  MC  CLELLANU,  NASHVILLE 

- GILLIAM,  OAVIO  MARK,  NASHVILLE 
GILMER,  RONALD  K,  NASHVILLE 

- GIVENS,  TIMOTHY  G,  NASHVILLE 
GLASCOCK,  FRANK  H,  NASHVILLE 
GLASSCOCK,  MICHAEL  E,  NASHVILLE 
GLASSFORD  JR,  OAVIO  M,  NASHVILLE 
GLICK,  ALAN  DOUGLAS,  NASHVILLE 

* GLOVER  JR,  JOHN  P,  NASHVILLE 
GLUCK  JR,  FRANCIS  W,  NASHVILLE 
GOLDNER  JR,  FRED,  NASHVILLE 
GOMEZ,  PAUL  CHAS,  NASHVILLE 


CURE,  JOHNNY  ELMO,  ANTIUCH 
GORSTEIN,  FRED,  NASHVILLE 
GOWDA,  HIRANYA  C K,  NASHVILLE 
GRARER,  ALAN  LEE,  NASHVILLE 
GRAHAM  JR,  LOUIS  S,  NASHVILLE 
GRAHAM  JR,  RUBERT  P,  NASHVILLE 
GRAHAM,  THOMAS  P,  NASHVILLE 

- GKAMBCW,  UAVIO  w,  IRVING,  TX 
GRANOA,  ANTUN10  MEOAROO,  NASHVILLE 
GRANT,  BURTON  PAINE,  NASHVILLE 
GRAVES  JR.  HtKSCHtL  A,  NASHVILLE 
GRAY,  GEORGE  E,  NASHVlLLt 

- GRAY,  JAMES  R,  UAK  RIDGE 

GRAY,  ROLAND  WILLIAM,  NASHVILLE 
GRECO,  FRANK  ANTHONY,  NASHVILLE 
GREEN  JP,  PAUL  A,  NASHVILLF 
GREEN,  EUMUN  LEF,  NASHVILLE 
GRFEN,  JAMES  UONALO,  NASHVILLF 

- GRFEN,  KELLI  C.  NASHVILLE 

« GREEN,  LUUIS  I),  NASHVILLE 

GREEN,  NEIL  tUWARI),  NASHVlLLt 
GKFENBAUM,  RALPH  MARTIN,  NASHVILLE 
GREENE,  HARRY  LEE,  NASHVlLLt 
GREENE,  JUHN  w,  NASHVILLE 
GREER  JR,  CLIFTON  F,  NASHVILLE 
GREER,  JOHN  PETTKY,  NASHVlLLt 
GRFGG,  CLARK  R,  NASHVILLE 
G R F GO  R Y II,  JAMES  P,  NASHVILLE 
GREGORY  JR,  MARVIN  GEER,  NASHVILLE 
GREGORY,  OAVIO  WILSON,  NASHVlLLt 
GRFMILLION  JR,  DANIEL  E,  NASHVILLE 

- GRIFFIN,  OONALO  wILLIA",  NASHVILLF 
GRIFFIN,  JOHN  JOS,  NASHVlLLt 
GRIFFITH  JR,  JOHN  W,  NASHVILLE 
GRINOE,  STEPHEN  E,  NASHVILLE 
GRINER,  WINSTON  H,  NASHVlLLt 
GKISCOM,  JOHN  HOOPER,  NASHVILLF 
GROOS,  ERICH  BRYAN,  NASHVlLLt 
GROSSMAN,  LAURENCE  A,  NASHVILLE 

* GROSSMAN,  MILTON,  NASHVILLE 
GROVE,  P BARKY,  BRENTWOOD 
GROWUON  JR,  JAMES  HAROLD,  NASHVILLE 
GUNN,  MICHAEL  G,  NASHVlLLt 
GURLtY,  LARRY  0,  NASHVILLE 

GUTOw,  GARY  SAML,  NASHVlLLt 
GUTOw,  RICHARD  LINEMAN,  NASHVILLE 
GUYTUN,  JEAN  M,  NASHVILLE 
HAAS,  OAVIO  WILLIAM,  NASHVILLE 
HAGAN,  GEIJ  BRYAN  I,  MAOISON 
HAGAN,  KEITH  *,  NASHVlLLt 
HAGAN,  KEVIN  E,  NASHVILLE 

* HAINES  JR.  CHAS  EOGAR,  NASHVlLLt 
HAINSWORTH,  JOHN  U,  NASHVlLLt 
HALEY  JP,  ROBT  LEO,  MAOISON 

HALL  JR,  wALLACt  HOwARU,  NASHVILLE 
HALL,  HUGH  OAVIO,  NASHVILLE 
HALPRIN,  GERALD  MYRON,  NASHVILLE 
HALTUM,  THUS  BRANSON,  NASHVILLE 
HAMBERG,  MARCELLE  RObT,  NASHVILLE 
HAMBURGER,  NORMAN  J,  MAUISON 
HAMILTON,  CHAS  M,  NASHVILLE 
HAMILTON,  JAMES  RICHARD,  NASHVILLE 

* HAMILTON,  WM  M,  NASHVILLE 
HAM  MUN  JR,  JUHN  w,  NASHVlLLt 
HAMMONOS,  R U Y GLENN,  NASHVILLE 
HANOTt.  ROBERT  F,  BRENTWOOD 
HANES.  THUMAS  EUGENE,  MAUISON 

* HANSEN,  AXEL  CARL,  NASHVlLLt 
HAROIN,  ROBT  ALLEN,  NASHVILLE 
HARRIS,  JACKSUN,  NASHVILLE 
HARRIS,  JEFFREY  S,  NASHVILLE 
HARRIS,  PERRY  FELTON,  NASHVILLF 
HARTMANN,  wM  HERMAN,  NASHVILLE 

* HARVEY,  ALEXANDER  EARLE,  NASHVILLE 
HARWELL  JR.  wM  BLASLEY,  NASHVlLLt 

* HARWELL,  AUBREY  B,  NASHVILLE 
HASTIE,  JAMES  SUTTON,  G 00 DL E T T S V I L L E 
HASTY,  NORMAN  DUNALO,  NASHVILLF 
HAWKINS,  ROWLAND  SPECK,  NASHVILLE 

* HAYES,  JAMES  T,  MAOISON 
HAYNES  JR,  J BREVARD,  NASHVILLE 
HAYNES,  JAMES  HUGH,  NASHVILLE 

* HAYNIE,  H CAMPBELL,  FRANKLIN 
HAYS,  JAMES  WM,  NASHVILLE 
HEFLIN,  A CLYDE,  NASHVILLE 
HEIM,  CRAIG  HEED,  NASHVILLE 
HELLER,  RICHARD  MOSS,  NASHVILLE 
HELME,  JAMES  B,  NASHVILLE 
HENDERSON,  JAMES  PORTER,  NASHVILLE 
HENDERSON,  ROB  F R T R,  NASHVILLE 
HENRY,  OOUGLAS  C,  NASHVILLE 
HENSON,  ALAN  STUART,  MAOISON 
HERRINGTON  JR,  JUHN  L,  NASHVILLE 

* HERZFELO,  JOHN  G,  NASHVILLE 
HESTER,  RAY  WILLIS,  NASHVILLE 

* HIBBETT  III,  BASYE  K,  THOMPSONS  STA 

* H1BRITTS  JR,  JOS  I AH  H,  NASHVILLE 
HIGH,  JAMES  MARSHALL.  MAOISON 
HIGHTOWER,  OANL  RUSSELL,  NASHVILLE 
HILL,  WARREN  THOS,  MAOISON 

HILL,  WM  HARULO,  MAUISON 

* HILLARD,  IRVING  RINGO,  NASHVILLE 
HILLS,  EDWARD  RUDOLPH,  NASHVILLE 
HINES,  STEPHEN  L,  NASHVILLE 
HINSON  JR,  JAMES  M,  NASHVILLE 
HIRSCH,  MARTIN  B,  NASHVILLE 
HIRSHBERG,  CHAS  SNYDER,  NASHVILLE 
HITCHMAN,  JAMES  KENNETH,  NASHVILLE 
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NASHVILLE 
NASHVILLE 
NASHV I LLE 
NASHVILLE 


HUHOY,  CHARLIE  JOE,  NASHVILLE 
HOLCOMB  III,  GEORGE  w,  NASHVILLE 
HOLCUMR  JK.  CEO  n,  NASHVILLE 
HOLLENDFR,  MARC  HALF,  NASHV ILLF 
HULL IOAY , HUGH  DOUGLAS,  NASHVILLE 
HOLLIFIFL’J,  JOHN  WARD,  NASHVILLE 
HULMES  III,  GEO  LANDIS,  NASHVILLE 
HOLZEN,  THUMAS  H,  NASHVILLE 
HUGS,  RICHARD  T,  NASHVILLF 
HORN,  PORT  GORDON,  NASHVILLE 
HOROWITZ,  DAVID  HARVEY,  NASHVILLE 
HORTON  JR,  FREDERICK  T,  NASHVILLE 
HOOSLEY  JK,  GEORGE  A.  NASHVILLE 
HOUSTON,  MARK  CLARENCE,  NASHVILLE 
HOUSTON,  SALLY  H,  NASHVILLE 
HUWFLL  JR,  EVERETTE  IRL,  NASHVILLE 
HUWERTON,  HENRY  CLAYTON,  NASHVILLE 
HSUEH,  YERNG  T F R NG . NASHVILLE 
HUBER , THUS  J,  MADISON 
HUFFMAN,  WILLIAM  R,  BRENTWOOD 
HUGGINS,  TERESA  G,  NASHVILLE 
HUMPHREY,  STEPHEN  P,  MADISON 
HUMPHREYS,  JERRY  KAY,  “T  JULIET 
HUNT,  JERRY  CHEEK,  MADISON 
HURT,  JOS  EDWARD, 

HUSTON,  JUSEPH  w, 

HUTTON  Jk,  VERNON, 

HUTTON,  KUBEpT  m, 

HYMAN,  STEVE  A,  NASHVILLE 
IKARU,  PORT  WINSTON,  NASHVILLE 
ISENHUUR  JR,  ALBERT  P,  NASHVILLE 
I S M A I L , MOHAMMED,  NASHVILLE 
I V I f , JOS  MC  KINNtY,  NASHVILLE 
JACKSON,  C GARY,  NASHVILLE 
JACKSON,  KUGER  THEODORE,  NASHVILLE 
JACOBS,  JUS  KENNETH,  NASHVILLF 
JAMES,  A EVERETTE.  NASHVILLE 
JAMIESON,  ROBERT  C,  NASHVILLE 
JAQUISS,  ROBERT  DOUGLAS.  KIRKWOOD,  “ 
JARVIS,  DAVID  ALAN,  NASHVILLE 
JENNINGS,  HENRY  S,  NASHVILLE 
JERKINS,  GARY  W,  NASHVILLE 
JERKINS,  TERRI  WOOD,  NASHVILLE 
JOHN  JP,  JAMtS  THUS,  NASHVILLE 
JOHNSON  JR,  IRA  T,  NASHVILLE 
JOHNSON,  U A V I 0 HORTON,  NASHVILLE 
HAKkY  KtITH,  NASHVILLF 
HOLLIS  EUGENE,  NASHVILLE 
JUHNSON,  JAMES  KM,  NASHVILLE 
JOHNSON,  JOHN  SETTLE,  NASHVILLE 
JOHNSON,  JOYCE  FVtLYN,  NASHVILLE 
JOHNSON,  MARK  STEVFNSON,  NASHVILLF 
JOHNSON,  PAUL  ALFRED,  NASHVILLE 
JOHNSON,  KURT  MARSHALL,  NASHVILLE 
JOHNSTON,  CHAMBLESS  RAND,  NASHVILLF 
JOHNSTON,  ROB  T K.  NASHVILLE 
JOHNSTON,  WILLIAM  0,  NASHVILLE 
JONES  III,  HOWARD  W,  NASHVILLE 
JONES  JP,  ORRIN  LESTER,  NASHVILLE 
JONFS,  RRUCF  E,  NASHVILLE 
JONFS,  DAVID  SCUTT,  NASHVILLE 
JONES,  EDMUND  PALMER,  NASHVILLE 
JONES,  FRANK  EMERSON,  NASHVILLF 
JUNES,  JOHN  DUNALO,  NASHVILLE 
JONES,  PHILLIP  P,  NASHVILLE 
JUROAN,  THUS  MALUNE,  NASHVILLF 
JULIAO,  SAUL  A,  NASHVILLt 
JUSTICE  JR,  PAUL  ANDREW,  NASHVILLE 
KAISER,  ALLEN  H,  NASHVILLE 
KAMHAM,  JAYAKUMAR  REDDY,  NASHVILLE 
KAMINSKI,  MICHAEL  JAMES,  NASHVILLE 
KAMPMEIER,  RUDOLPH  H,  NASHVILLF 
KAPLAN,  HERMAN  JACOB,  NASHVILLF 
KAPLAN,  PETER  ROBT,  NASHVILLE 
KARZON,  OAVIO  THEODORE,  NASHVILLE 
KASSELREKG,  ALFRED  GUY,  NASHVILLE 
KAY,  JENNIFER  L,  NASHVILLE 
KAYE,  JEREMY  JON,  NASHVILLE 
KEANE,  WM  SHERMAN,  NASHVILLE 
KE“MERLY,  PAUL  COURTLANO,  NASHVILLE 
KENOALL,  CYRUS  ERVF,  HE  NO E R SON V IL L E 
KENNEDY,  BARBARA  CASTLE,  NASHVILLE 
KENNEOY,  J ALLEN,  NASHVILLE 
KENNER  III,  w M DAVIS,  NASHVILLE 
KENNON  JR,  WM  GILLIAM,  NASHVILLE 
KEOWN,  MARY  ELIZABETH,  NASHVILLE 
KHAH,  OAMAk  ALI,  NASHVILLE 
KILLMAN,  KATHRYN  K,  NASHVILLE 
KILPATRICK,  TIMUTHY  M,  NASHVILLE 
KILROY,  ANTHUNY  WALDO,  NASHVILLE 
KIMBRELL  JR,  FRED  TAYLOR,  DONELSON 
KINCAIC,  ROBERT  SAMUEL,  FRANKLIN 
KING  JR,  LLOYD  E,  NASHVILLE 
KINNARD,  JOHN  PARKES,  NASHVILLE 
KINNEY,  STEVEN  R,  NASHVILE 
KIRBY,  LOWRY  DALE,  NASHVILLE 
KIRCHBERG  JR,  ROY  WM,  NASHVILLE 
KIRCHNER  JR,  FREDERICK  K,  NASHVILLE 
KIRCHNER,  SANORA  LYNNE  G,  NASHVILLE 
KIRSHNER,  HOWARD  S,  NASHVILLE 
KLEIN,  STEPHEN  R,  NASHVILLE 
KLING  JP,  RALPH  R,  NASHVILLE 
KOCHTITZKY,  OTTO  M,  NASHVILLE 
KOENIG,  LEONARD  J,  NASHVILLE 
KOOMEN,  JOHN  C,  NASHVILLE 
KOUPANY,  RONALD  EREDFRIC,  NASHVILLE 
KRAMER,  LEE  F,  GOOOL E TTS V I LLE 
KRONENBERG,  MARVIN  W,  NASHVILLE 


JOHNSON, 
JUHNSON , 


KUZUR,  MICHEL  FLIAS,  NASHVILLF 
KYGEK,  KENT,  NASHVILLE 

* LA  VOI,  SAML  JOS,  NASHVILLE 

- LAGRUNE,  ROBERT  P,  NASHVILLE 
LAMB,  jn  HN  WM,  NASHVILLE 

* LAMB,  ROLANO  0,  NASHVILLE 
LAMBALLE,  ADRIAN  K,  NASHVILLE 
LAMBEPT,  FRANK  HAYDFN,  NASHVILLE 
LAMPK1N  IV,  S L,  NASHVILLE 
LANDMAN,  JEFFREY  A,  MADISON 

- LANGE,  JULIE  R,  NEW  YORK,  NY 

- LAPOCCA,  CHRISTINE  D , NASHVILLE 
LATOUR,  DANA  L,  NASHVILLE 
LATOUR,  PAUL  A,  NASHVILLE 
LAUGHLIN,  LAWRENCE  PAUL,  NASHVILLE 
LAVELY  JR,  HORACE  T,  NAShVILLE 

* LAWRENCE  JR,  GRANVILLE  A,  NASHVILLE 
LAWS,  KENNETH  HOWARD,  NASHVILLF 
LAWSON,  ALBERT  RIIBT,  MURFREESBORO 
LE  QUIRE,  VIRGIL  S,  NASHVILLE 

LEA  IV,  JOHN  w,  NASHVILLE 
LEA,  CLARK  U,  NASHVILLE 
LECOkPS,  PATRICK  J,  FRANKLIN 
LEDBETTER,  WILLIAM  HENRY,  NASHVILLF 
LEE,  DAVID  GRANVILLE,  NASHVILLE 
LETPER,  HUWARU  B,  BRENTWOOD 
LEFTwICH,  RUSSELL  « . NASHVILLE 

- LENOX,  RACHEL  K,  MEMPHIS 
lentz,  jos  Francis,  nashville 

LEONARD,  JOHN  MARTIN,  NASHVILLE 
LESTER,  JAMES  PEYTON,  NASHVILLE 
LEVITT,  MICHAEL  J,  NASHVILLE 
LEWIS,  MALCOLM  R,  NASHVILLE 

* LinDLE,  grant  winder,  nashville 
LIGHT,  RICHARD  T,  NASHVILLF 
LIMBIRD,  THOMAS  J,  NASHVILLE 
LINK,  JOHN  LOUIS.  NASHVILLE 
LINN,  JOANNE  LOVELL,  NASHVILLE 
LINN,  ROBT  J,  NASHVILLE 
LIPSCOMB,  ALBERT  BRANT,  NASHVILLE 
LISELLA,  RICHARD  SCOTT,  NASHVILLE 
LLOYD,  KENNETH  MICHAEL.  NASHVILLE 
LUDEN,  JAMES  POPE,  NASHVILLE 
LUCAN,  JIMMI  H,  NASHVILLE 
LOGAN,  THUS  PERCIVAL,  NASHVILLF 
LUNG,  WM  ROYSTON,  NASHVILLE 

- LOPATINE,  STEVEN  M,  NASHVILLE 
LOVELACE,  DONALD  RAY,  NASHVILLF 
LUVVURN  Jk,  HAROLD  N,  NASHVILLF 

- LOWERY  III,  DOUGLAS  w,  NASHVILLE 
LUROW,  LAWRENCE  D,  NASHVILLE 
LUNDIN,  LINDA  S,  NASHVILLF 

* LYLE,  PHILIP  LEWIS.  NASHVILLE 
LYNCH,  JOHN  BROWN,  NASHVILLE 

- LYNCH,  STEVEN  C,  NASHVILLE 

MAC  mjllAN  JR,  CHAS  w,  NASHVILLE 
MACMILLAN,  RUBT  DUNCAN,  NASHVILLE 
MAOOEN  JR,  JAMES  JOS,  BRENTWOOD 
MAGFt,  MICHAEL  J,  NASHVILLE 
MAGPANTAY,  EDMUNllO  0,  MT  JULIET 

* MAGRUOFP,  RUBT  HERMAN,  UL 0 HICKORY 
MALCOLM,  ARNULO  WM,  NASHVILLE 
MALLARD,  ROBT  EL  ROOD,  NASHVILLE 
MANALAC  SR,  ABFLAROO  Z,  MT  JULIE! 
MANNING,  OLRURAH  A,  NASHVILLE 
MARNEY,  SAMUEL  RUwE,  NASHVILLE 
MARTINEZ,  ERLINDA  A,  NASHVILLE 
MARTINEZ,  ROGELIU  R,  NASHVILLE 
MASON,  THUS  EMMETT,  NASHVILLE 
MASSIE,  RALPH  W,  NASHVILLE 
MAXWELL,  G PATRICK,  NASHVILLE 

* MAYER,  JAMES  A,  NASHVILLE 

* MAYES,  BEN  RICHARDSON,  NASHVILLE 
MAYES,  CHAS  EOCENE,  NASHVILLE 

- MAYFIELD,  CYNTHIA  ELIZABETH,  NASHVILLF 
MCALISTER,  AILEEN  HOUU,  NASHVILLE 
MCCALL,  HtRBERT  TRAVIS,  MAOISON 
MCCLELLAN,  RUBERT  E,  NASHVILLE 
MCCOMBS,  PAUL  RAYMOND,  NASHVILLE 
MCCONNELL,  CONN  M,  MAOISON 

* MCCRACKEN,  ROBERT  LAZEAR,  NASHVILLE 
MCDONALD,  EOWARD  C,  NASHVILLE 
MCDOUCAL,  WILLIAM  S,  NASHVILLE 
MCEERRIN,  JAMES  R,  NASHVILLE 
"CGEHEE,  JAMES  HARTLEY,  NASHVILLE 
MCGINLEY,  JAMES  HENRY,  NASHVILLE 
MCGINNIS,  CHARLES  W,  NASHVILLE 
MCGREW,  WALLACE,  NASHVILLE 
MCINNIS,  JOHN  CAMERON,  NASHVILLE 
MCKAY,  CHARLES  E,  NASHVILLE 
MCKEE,  OAVIO  EARL.  MAOISON 

MCKEE,  EMBRY  ARNOLD,  NASHVILLE 
MCKENNA,  SAMUEL  JAY,  NASHVILLE 
MCLEOD,  ALEXANDER  C,  NASHVILLE 
MCMAHAN,  JOHN  WELLINGTON,  NASHVILLE 
MCMURRAY,  M CHARLES,  NASHVILLE 
MCMURTRY,  CECIL  E,  MAOISON 
MCNABB,  PAUL  CARTER,  NASHVILLE 
MCPHERSON,  EwINC  WILLIAM,  NASHVILLE 
MCPHERSON,  WARREN  F,  NASHVILLE 
MCQUEEN,  SAMUEL,  HERMITAGE 
MCRAE,  JOHN  RADFORD,  NASHVILLE 
MEACHAM,  PATRICK  W,  NASHVILLE 

* MEACHAM,  WM  FELAND,  NASHVILLE 
MEADOR,  CLIFTON  K,  NASHVILLE 
MEADORS,  MICHAEL  H,  NASHVILLE 
MELKIN,  STEPHEN  PELLAR,  NASHVILLE 
MENOOZA,  OANIEL,  HE N 0 ER S ON V I L L E 


MENZIE,  JAMES  W,  NASHVILLE 
MERRILL,  WALTtR  HILSUN,  NASHVILLE 
MERRITT  II,  CULLEN  R,  NASHVILLE 
METTS  III,  VERGIL  L,  MADISON 
MEYER  JR,  ALVIN  HENRY,  UONELSON 
MICHAEL.  PAUL  R,  NASHVILLE 
MILEK,  MICHAEL  A,  NASHVILLE 
MILLER  JR,  JAMES  ULNEY,  MAOISUN 
MILLER,  ANDREW  HERRON,  NASHVILLE 
MILLER,  David  STUART,  NASHVILLE 
MILLER,  JOE  M,  NASHVILLE 
MILLER,  JOHN  M,  NASHVILLE 

♦ MILLER,  lloyo  C,  NASHVILLE 
MILLER,  MICHAEL  E,  NASHvILLE 
MILLER,  MICHAEL  PETER,  NASHVILLE 

- MILLER,  THFOOORE  T,  NASHVILLE 
MILLER,  THOMAS  B,  MAOISON 
MILLIS,  JAMES  BROWN,  NASHVILLE 
MINCH,  F MICHAEL,  NASHVILLE 

♦ MINTON,  LEE  ROY.  NASHVILLE 
MIRANDA,  EERNANOO  T,  NASHVILLE 
MITCHELL,  CARL  EOWARD,  NASHVILLE 
MITCHELL,  CHARLES  AUSTIN,  NASHVILLE 
MITCHELL,  DOUGLAS  PARK,  NASHVILLL 
MITCHELL,  EOwIN  HARRIS,  NASHVILLE 
MITCHUM,  ALBERT  JACKSON,  NASHVILLE 
"OBLEY  III,  E PAUL,  NASHVILLE 
MODJESKA,  GERALD  S,  NASHVILLE 
MUGAN,  THUS  FRANCIS,  HENDERSONVILLE 
MOLIN,  JOHN  A,  NASHVILLE 

♦ MONEY,  ROY  WILSON,  NASHVILLI 

- MONROE,  JAMIt  MARIA,  NASHVILLE 
MONTGOMERY,  DEBORAH  G,  NASHVILLE 
MONTGOMERY,  MARCIA  A , NASHVILLE 
MUNTOURIS,  GEORGIA  D,  NASHVILLE 
MOORE.  JAMES  N,  NASHVILLE 
MORAN,  HOUSTON,  NASHVILLE 
MOREHEAD,  V TUPPtR.  NASHVILLE 
MORGAN,  DAVID  H,  NASHVILLE 
MURONEY,  OAVIO  M,  NASHVILLE 
MORRIS  JR,  JOHN  A,  NASHVILLE 
MURTON  III,  LHAPLES  E,  NASHVILLE 
MOULTON,  PATRICK  HOWARD,  NASHVILLE 
MOUTON,  SIEPHANIt  “,  NASHVILLE 
MOYERS,  JAMfS  RICHARD,  NASHVILLE 
“ULHERIN  JR,  JUS  LOUIS.  NASHVILLE 
MULLER,  ANDRE  w N,  NASHVILLE 
MURRAY  Jk,  ROBERT  C,  NASHVILLE 

♦ MURRAY,  HENRY  OAKwIN,  OLU  HICKORY 
NACE,  GARY  STEPHEN.  NASHVILLE 
NADEAU,  JOHN  HUGH,  NASHVILLE 
NAJJAR,  JENNIFER  LEE,  NASHVILLE 
NASH,  JAMES  L,  NASHVILLE 
NEADERTHAL,  ROBERT  LEE,  NASHVILLL 
NERLETT  III.  WALLACE  w,  NASHVILLt 
NEFF,  BETTY  K,  NASHVILLE 
NELSON,  DUNKIN  AETON,  NASHVILLE 
NELSON,  I ARMISTtAD,  NASHVILLF 
NEMEC,  OEwEY  G,  NASHVILLE 
NESBITT  JR,  THOMAS  E,  NASHVILLE 
NESBITT,  TPM  EOWARD,  NASHVILLE 

♦ NFTSKY,  MARTIN  GEO , NASHVILLE 
NETTERVILLE  JR,  JOHN  T,  BRENTUnUD 
NEURAUER,  STEVEN  w,  NASHVILLE 
NEWSOME  III,  H CLAY,  NASHVILLE 
NICHOLS,  UARYL  L,  NASHVILLE 
NIEDERMcYER,  MICHAEL  L,  NASHVILLE 
NOEL  JR,  PHILIP  JORDAN,  NASHVILLE 

♦ NUEL,  OSCAR  E,  FRANKLIN 

NORRIS,  MARGARET  SwANN,  NASHVILLE 
NORTH,  K TIMUTHY,  MADISON 
NORTON,  CHAS  GLENN,  NASHVILLE 
NYLANOER,  BARBARA  HARTKOP,  NASHVILLE 
NYLANDER,  WILLIAM  ARTHUR,  NASHVILLE 
O'BRIEN,  KEVIN  MICHAEL,  NASHVILLE 
O'DAY,  DENIS  MICHAEL,  NASHVILLE 
OATES,  JOHN  ALEXANDER,  NASHVILLE 
OGLESBY,  JOHN  WILLIS,  NASHVILLE 
OLDHAM,  RICHARD  RANDOLPH,  NASHVILLF 

- OLIVER,  DIANE  E,  NASHVILLF 
ULLAOALLY,  ELSIE  P,  MAOISON 
OLSEN,  DOUGLAS  OLE,  BRENT  WOUD 
OLSON,  BARBARA  JEAN,  NASHVILLE 
ONI,  ADFDAMOLA,  NASHVILLE 
ORCUTT,  THOS  WM,  NASHVILLE 
OKLANO,  RICHARD  A,  NASHVILLE 
ORTH,  OAVIO  N,  NASHVILLE 

♦ OVERALL,  JAMES  C.  NASHVILLE 
OVERFIELO,  RONALD  EOWIN,  NASHVILLE 
OWEN,  ROBT  CARROLL,  NASHVILLE 
OWNBEY,  RICHARD  PHILLIP,  NASHVILLE 
P ' POOL  JR,  DAVID  BRUCE,  NASHVILLE 
PAGE  JP,  HARRY  L.  NASHVILLE 

PAGE,  DAVID  LEE,  NASHVILLE 

♦ PAINE,  THOMAS  F,  NASHVILLE 

PALACIO  DEL  VALLE,  GUSTAVO,  NASHVILLE 
PANLILIO,  ADELISA,  NASHVILLE 
PARANJAPE,  YESHAWANT  B,  HERMITAGE 
PARDUE,  CHRIS  C,  NASHVILLE 
PARKER,  ROY  W,  NASHVILLE 
PARRIS,  WINSTON  CLIVE  VIC,  NASHVILLE 
PARRISH,  THOS  FRANKLIN,  NASHVILLE 
PARTAIN,  C LEON,  NASHVILLE 
P A S I P ANYOO  A , ALPHONSE,  NASHVILLE 

♦ PASS,  BERNARO  J,  NASHVILLE 
PATE,  JOHN  KIRBY,  NASHVILLE 
PATIKAS,  TAKIS,  NASHVILLE 
PATTEN,  W THOMAS,  MAOISON 
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« PATTERSON  JR.  ROBT  C.  NASHVILLF 
PATTERSON,  ARTHUR  KNOX,  NASHVILLt 
PATTERSON,  WARREN  «,  NASHVILLE 
PEARSON,  JOHN  C,  NASHVILLt 
PfCACHE , CONCHITA  T,  MADISON 
PEFRMAN  JR,  CHAS  G,  NASHVILLE 
PFERY  JP,  CLARENCE  F,  NASHVILLE 
PEN  I' I PC  PASS,  HENRY  P,  NASHVILLE 
PENNINGTON  JR,  JEFFERSON,  MADISON 
PENNINGTON,  THUS  G , NASHVILLE 
PERALES,  MARIA  ISABEL,  NASHVILLE 
PERALES,  PFDKil  JUAN,  "ADI  SON 
PI  RLER  , GE  D L , N A S H V ILLE 
PERLMAN,  STEmART  NIAL,  NASHVILLE 
PI RL MUTTER,  MARTIN  I,  NASHVILLt 
PERRY  JR,  FRANK  A,  NASHVILLE 
PfRRY  JR,  JAMES  MURRAY.  NASHVILLE 
PETERS.  JOHN  EOWAKU,  NASHVILLt 
PETRACFK,  MICHAEL  RAY,  NASHVILLE 
PETRIE,  WILLIAM  M,  NASHVILLE 
PETTIT,  nfl  ALhEkT,  NASHVILLE 
Pc  T T US  JR,  ROUT  L,  "AOISUN 
PFTTUS.  mILLIA"  HAROLD,  NASHVILLE 
PHYTHYON,  JAMES  MARTIN,  NASHVILLE 
PICKENS  Jk,  DAVIO  R,  NASHVILLE 
PIERCE  JR,  EUGAR  H.  NASHVILLE 
PIFRCE,  ELIZABETH  P,  COO  l!  L E T I S V IL  L E 
PIETSCH,  JOHN  rt,  NASHVILLE 
PILKINTON,  RlJtlT  DALE,  MADISUN 
PINCUS,  DIANt  J.  ANTIOCH 
PINSON,  RICHARD  1),  NASHVILLE 
P I NTU-C  I SNE RUb , SOCRATES,  SMYRNA 
PIPPIN.  MICHAEL  S,  NASHVILLE 

* PITTINCFR.  CHAS  B , NASHVILLL 
PLONK,  JOHN  it,  maDISUN 

PU,  D1VINA  DNG  TAN,  HENDERSONVILLE 
PO,  GIOG  SING  TAN,  GUODLE TTSv ILLE 
PDAG,  KENNETH  LESLIE,  NASHVILLE 

» PUMERUY , HOWARD  CLIFTON,  NASHVILLE 
PORCH  JR,  PHILLIP  P,  NASHVILLE 
PORCH.  PHILLIP  P.  NASHVILLE 
PORTER,  LESTER  L.  NASHVILLE 
POTANIN,  CONSTANTINE,  NASHVILLE 
POTTS.  JOHN  K,  NASHVILLt 
PUTTS,  THUS  EDWARD,  NASHVILLt 
POWELL,  JACK  P,  NASHVILLt 
POWERS,  JAMES  S,  NASHVILLE 
PRAKASt,  ANDAM  SIOOAPPA,  NASHVILLE 
PRAKASH,  KUUKA,  U R E N T WOOD 
PRESLEY.  RICHARD  ELDUN,  NASHVILLE 
PRIRUR,  HUGH  C,  NASttV  I LLf 

* PRICE,  ANN  HUTCHtSON,  NASHVILLE 
PRICE,  JAMES  STERLING,  NASHVILLE 
PRICE,  JOHN  UUNCAN,  NASHVILLt 
PRIEST  II,  EDWARD  M,  NAShVILLE 
QUIMHY  JR,  CHAS  wILLIS,  NASHVILLE 
QUINN,  ROBERT  S.  NASHVILLE 

* QUINN,  RIJHT  w,  NASHVILLE 
QUISLING,  RICHARD  w,  NAShVILLE 
QUITMAN,  JFEEREY  A,  NASHVILLE 
RAJASHEKAKAIAH,  k ",  NASHVILLE 
RALPH  JR,  WM  ttENNETT,  NASHVILLE 
R A " 0 S , ANDRES  A,  GALLATIN 
RAMSEY,  JAMES  ALBERT,  BRENTWOOD 
RAMSEY,  LLOYD  H,  NASHVILLE 

- RAVAN-ANOREWS,  J VALERIE,  NASHVILLE 
RE3EIR0,  EGBERT,  HENDERSONVILLE 
REDDICK,  EDDIE  J,  BRENTWOOD 
REDDY,  CHURKU  MOHAN,  NASHVILLE 
REFS,  RILEY  S,  NASHVILLE 
REGAN,  JUDITH  J,  NASHVILLE 
REGEN  JR,  EUGENE  M,  NASHVILLE 
REMBERT,  FRANCIS  MARION,  NASHVILLE 
REMILLARU.  JOSEPH  H,  NASHVILLF 
RENFRO,  RUY  JAMES,  NASHVILLE 
REYNOLDS,  RObT  NELSON,  NASHVILLt 
REYNOLDS,  VERNON  HARRY,  NASHVILLE 

* RHEA,  EDWARD  BULLOCK,  OLD  HICKORY 

* RIRFIRO,  LENOR  DE  SA,  NASHVILLE 
RICE,  JACK  0,  NASHVILLF 

* RICE,  JOHN  RALPH,  NASHVILLE 
RICE,  RONNIE  NFAL,  HENDERSONVILLE 
RICHARDS,  BRUCE  EARLE,  NASHVILLE 
RICHARDS.  JAMES  PAUL,  NASHVILLE 
RICHIE,  RIJBT  EUGENE,  NASHVILLF 
RICKETSON,  RUriT  A G,  NASHVILLE 
RIDDELL,  DOUGLAS  H,  NASHVILLE 
RIES,  WILLIAM  RUSSELL,  NASHVILLE 
RIPLEY,  ROBERT  C,  NASHVILLE 

» RIPPY,  ELKIN  LANIER,  NASHVILLE 
RIVAS.  ALEJANDRO  A,  OLD  HICKORY 

* RIVEN,  S AML  S,  NASHVILLE 
ROBBINS  II,  LANSUtJN  B,  NASHVILLE 
ROBERTSON,  DAVID,  NASHVILLE 
ROBINETTE  JR,  CHARLES  l,  NASHVILLE 
ROBINSON  JR,  N DAVIO,  BRENTWOOD 
ROBINSON,  PATRICIA,  NASHVILLE 
ROBINSON,  ROSCOE  R,  NASHVILLE 
RODRIQUEZ,  R MICHAEL,  NASHVILLE 
ROGERS,  JUDSON  E,  NASHVILLE 
ROJAS  — BRASSETII , JORGE,  NASHVILLE 
ROSEN,  BARRETT  FRANK,  NASHVILLE 
ROSEN,  HOWARD  E,  NASHVILLE 
ROSENBLATT,  PAUL  ALLEN,  NASHVILLE 
ROSENBLUM,  HOWARO  H,  NASHVILLE 
ROSEMBLUM,  MARVIN  JONAS,  NASHVILLE 
ROSENBLUM,  SOLOMON  A,  NASHVILLE 

* ROSENFELD,  LOUIS,  NASHVILLE 


RUSS,  JOSEPH  G.  NASHVILLE 
♦ ROSS,  PEIRCE  M,  NASHVILLE 
ROY,  ROBT  M,  NASHVILLE 
RUARK,  OEBORAH  S,  HERMITAGE 
RUSSELL,  ROBERT  VANCE,  NASHVILLE 
RUTLEDCE,  S AML  BENTON,  NASHVILLt 
RYOEN,  ERLD  WARD,  FRANKLIN 
RYU,  CHI  YUL,  MADISUN 
SADLER,  RUBT  NEIL,  NASHVILLE 
SALCEDO,  PERI  TO  YAPIT,  MAOISltN 
SALYER,  HOWARD  LEE,  NASHVILLE 
SAMPSON,  LOUIS,  NASHVILLt 
SANDERS  III,  DAN  SUMNER,  NASHVILLE 
SANDERS  JR,  DAN  SUMNEP,  NASHVILLE 
SANDERS,  HARVEY  STANFURD,  NASHVILLF 
SANDERS,  MITCHELL  KEITH,  NASHVILLE 
SANDERS.  RICHARD  JAMfS,  NASHVILLE 
SANDERS,  ROY,  NASHVILLE 
SANDIDC.F,  PAULA  CONAWAY,  NASHVILLE 
SANES  JK,  GILMORE  ",  HENDERSONVILLE 
SANTI,  "ICHAtL  THO"AS,  NASHVILLE 
SARRAII,  MAOISON  H,  NASHVILLt 
SATOR,  INOCENTES  A.  OLD  HICKORY 
SATTEREItLD,  ROBtRT  G,  UUNELSON 
SAUNDERS,  CHARLES  t,  NASHVILLE 
SAWYERS,  JOHN  L,  NASHVILLE 


sawyers,  julia  fuwarus,  nashville 

* SAYERS  JK,  JOSEPH  H,  NASHVILLE 
SCHAEFNER,  WILLIAM,  NASHVILLE 
SCHATZ.  MARY  L PULLIG,  NASHVILLE 
SCHFIBERT,  CHAS  DAVID,  NASHVILLE 
SCHILLIG,  NTtPHFN,  NASHVILLE 
SCHNEIOER,  RICHARD  PAUL,  NASHVILLF 
SCHOETTLt , TIMOTHY  P,  NASHVILLE 
SCHULL,  LAWRENCE  G,  NASHVILLt 

SC  ttUL  MAN,  HERBERT  J,  NASHVILLE 
SCHUL TFMTVEP,  STEPHEN  JOHN,  NASHVILLt 
SCHULTHEISS.  DAVID  EARL,  NASHVILLE 
SCHwABFR,  MITCHELL  KFITH,  NASHVILLE 
SCHWARTZ,  JONATHAN  MARTIN,  NASHVILLt 
SCUwt  IKFRT , JOHN  ROBT,  NASHVILLE 
SCHwEIKERT,  NANCIt  R,  NASHVILLF 
SCOBEY,  JUS  wlLBURN,  MADISON 
SCOTT  JR,  HENRY  * M , NASHVILLE 

* SCOVILLE  JK,  ADDISON  B,  NASHVILLt 

* SELL,  CHAS  GORDON  RFNMCK,  NASHVILLt 

* StLL,  SARAH  'HAMILTON  wtlOD,  NASHVILLE 
SERGCNT,  JOHN  STANLEY,  NASHVILLt 
StSHUL,  MICHAEL  BOYO,  NASHVILLE 
StwELL,  ROBT  ALVIN,  NASHVILLE 
SHACK,  ROBERT  BRUCE.  NASHVILLE 
SHACKLEFORD.  ELBERT  C,  HE N DE R SO N V I L L E 
SHAEF.  MAX  I,  NASHVILLt 


SHANKLE,  NELSON  tUWAKO,  NASHVILLt 
SHARP,  KENNETH  W , NASHVILLE 
SHARP,  VERNON  H , NASHVILLE 
SHENAI,  JAYANT  R,  NASHVILLF 
SHERIDAN  JR,  WILLIAM  t,  NASHVILLE 
SHIAU.  WEN  T,  NASHVILLE 
SHIELDS,  JOHN  ALFRED,  NASHVILLE 
SHIVITZ,  IRA  A,  NASHVILLE 
SHKERLING,  AbRAM  CARL,  NASHVILLE 
SHOEMAKER,  M ICHAtL  0,  NASHVILLE 
SHORNEY,  BRIAN  T,  NASHVILLE 
SHOULDERS  JR,  HARRISON  H,  NASHVILLF 
SHULL  JR,  HARRISON  J,  NASHVILLF 
SHULL,  HARRISON  J,  NASHVILLt 
SHUPt,  DAVIO  RALSTON  w,  NASHVILLt 
SIKES,  J GREGORY,  NASHVILLF 
SILBERT,  BURTON,  NASHVILLE 
SIMPKINS  SR.  IHOS  E,  NASHVILLE 
SIMPSON,  LUCItN  CALDWELL,  NASHVILLF 
SIMS,  NORMAN  LE  MASTER , MADISON 
SINGH,  ALVIN  R,  MURFREESBCRU 
SKINNER,  WILLIAM,  NASHVILLE 
SLATON,  PAUL  ERNEST,  NASHVILLE 
SLONECKER,  WM  THUS,  BRENT  wOOU 
SMITH  J»,  GROVER  R , NASHVILLE 
SMITH,  BRADLEY  EOGERTON,  NASHVILLE 
SMITH,  BRUCE  M,  NASHVILLE 
SMITH,  CHARLES  RAY,  NASHVILLE 
SMITH,  CHAS  BURNETT,  NASHVILLE 
SMITH,  HAROLD  PATTON,  NASHVILLE 
SMITH,  HENRY  CAKKULL,  NASHVILLE 
SMITH,  LANGDUN  G,  ANTIOCH 
SMITH,  LUTHER  EDWARD,  NASHVILLE 
SMITH,  MURRAY  WILTON,  NASHVILLE 
SMITH,  RAPHAEL  FORD,  NASHVILLE 
SMITH,  RUDOLPH  V,  NASHVILLE 
SMITH,  RUSSELL  R,  G(J  UDLE  T T S V 1 L L L 
SMITH,  SAMUEL  A,  NASHVILLE 
SMITH,  WM  ORVILLt  THUS,  GO ODLE T T S V I L LE 
SNEAD- POELLNI TZ , STEPHANIE,  NASHVILLE 
SNELL  JR,  JAMES  0,  NASHVILLE 
SNELL,  BAKPAkA  H,  NASHVILLE 
SNOW,  S STEVE,  NASHVILLE 
SNOWDEN,  MARY  ANN  R,  NASHVILLE 
SNYDER,  RUBT  BRUCE,  NASHVILLE 
SOFRANKO,  JOS  EDWARD,  MADISON 
SOHMER,  PAUL  RICHARO,  BERKELEY,  CA 
SUMAYAJI,  BUNTWAL  N,  NASHVILLE 
SUN,  CHOCN  DUCK,  m&qISON 
SOPER,  BRENT  ALESHIRE,  MACISON 
SPALDING,  MICHAEL  JON,  NASHVILLt 
SPENGLER,  DAN  M,  NASHVILLE 
SPICKARD,  W ANOERSON,  NASHVILLE 
SPIGEL,  STUART  CHAS,  NASHVILLE 
SPROFKIN,  BERTRAM  E,  NASHVILLE 


sprousf,  uaphinf,  nashville 
SKINIVAS.  NAVtEN,  NASHVILLE 
STAGGS,  STEPHEN  MICHAEL.  HRtNTwOUD 
STARNES,  DANIEL  L,  NASHVILLt 

- STEIN,  KENNY,  NASHVILLE 
STFIh,  RUBT  ELLIOT,  NASHVILLt 
STEINBERG,  KRISTINA  A,  NASHVILLE 
STEVENS  JR,  FRANK  w,  NASHVILLt 

- STEVENS,  BROUKE,  NASHVILLF 
SltVtNS,  FRANK  WILSON,  NASHVILLt 
STEWART  III,  RADFORD  C,  NASHVILLt 
STEWART,  LEE  wM,  NASHVILLF 
STEWART,  RICHARD  BAIRD,  NASHVILLt 
SIOLZ,  HAK&AKtT  M,  ANTIUCH 
STONE,  WILLIAM  JOHN,  NASHVILLE 
STONEY,  »M  SHANNON,  NASHVILLE 
STOUOER,  DENNIS  ALAN,  NASHVILLE 
STRATTON,  CHARLES  W,  NASHVILLE 
STRAYHORN  III,  WM  DAVID,  NASHVILLt 

* STRAYHORN,  JOE  M , NASHVILLE 
STRODE,  WILBURN  I),  NASHVILLt 
STROUP,  STEVEN  L,  NASHVILLE 
STUBBLEFIELD,  "ARK  THOMAS,  NASHVILLE 
STU"B,  PAUL  kUST,  NASHVILLE 
STUYVLSANT,  V WILFRED,  MACISON 
SULLIVAN,  JAMtS  N,  NASHVILLt 
SUMPTER  Jk,  wm  DAVID,  NASHVILLE 
SUNOELL,  HAKAN  WILHELM,  NASHVILLE 
SUNGA-GUtVARA,  “ARIETTA,  MADISON 
SUSSMAN,  CRAIG  RICHARD,  NASHVILLE 

* SUTHERLAND  JR,  ARTHUR  J,  NASHVILLE 

* SUTHERLAND,  JOS  EDwARu,  GOOOLETTSV ILLt 

sutton,  jerry  seaborn,  nasmvilll 

SUwANAWUNcSE , MEDHA,  MADISON 
SwANSCN,  GARr  D,  nashville 
SWENSON,  BRIAN  ROBERT,  NASHVILLt 

- swindle,  h mark,  nashville 

- Swingle  Jk , roger  lynn,  nashville 
SwIONTKOwSKI , ’ARC  F,  NASHVILLE 
SwITTER,  DAVIO  JOHN,  NASHVILLE 
SZALAY,  ELIZABETH  A,  NASHVILLt 
TABER,  DAVID  S,  NASHVILLE 
TACOGUE.  LDYDA  C.  NASHVILLE 

* TALLENT  JK , MARION  H,  NASHVILLE 
TANNtNBAUM,  JEROME  S,  NASHVILLE 
TANNER,  JOHN  M,  NASHVILLt 

* TARPLEY,  LOWAKI)  LEWIS,  NASHVILLt 
TATF,  HARkY  T,  MAOISUN 

TATF,  STEVEN  M,  NASHVILLt 
TAYLOR,  DEAN  GATtS,  NASHVILLE 
TERRY,  RICHARO  rt,  NASHVILLE 
TESCHAN,  PAUL  ERHARD,  NASHVILLE 

* THACH  JR,  ANDREW  BLAINE,  NASHVILLE 
THOMAS  JR,  CLARENCE  S,  NASHVILLE 

* THO"AS,  CLARENCE  S,  NASHVILLt 
THOMAS,  t DEwtY,  NASHVILLE 

- THO"AS,  MELISSA  KAY,  NASHVILLE 
THUMBS,  David  DAwSON,  NASHVILLE 
THOMISCN  JR,  JOHN  B , NASHVILLF 
THOMISON,  JOHN  B,  NASHVILLE 
THOMISUN,  RENA  M,  NASHVILLt 
THOMPSON  JR,  JOHn  G,  NASHVILLt 
THOMPSON,  JOLiA,  "ADISON 
THORNE,  CHAS  rt,  NAShVILLE 
THORNTON,  SPENCER  P,  NASHVILLE 
THURMAN,  GRAFTON  H,  MADISON 
THURMAN,  STEPHEN  S,  NASHVILLE 
TICARIC,  STEPHEN  THEODORE,  MADISON 
TILLEY,  KENNETH  SHANNON,  NASHVILLE 
TIPTON,  EDMUND  F,  NASHVILLE 
TIRAU,  BFNYLIN  LYNDA  U,  MAOISON 

T I R A 0 , JESUS  FC-R.NANOEZ,  MADISON 
T1RRILL  III,  WILLARD  U,  NASHVILLt 

* T1RRILL  Jk,  wILLARO  0,  NASHVILLE 
TITUS  III,  WILLIAM  P,  NASHVILLE 
TO 00  JR,  KIRKLAND  W,  NASHVILLE 
TUMPKINS,  THOMAS  E,  NASHVILLE 
TOSH,  ROBT  H,  NASHVILLE 
TRABUE,  ANTHONY  E,  NASHVILLt 
TRAPP,  JOHN  DUUGLAS.  NASHVILLE 
TRAUGHBER  JR,  LESLIE  E,  NASHVILLE 
TkEAOWAY,  CHAS  RICHARO,  NASHVILLt 
TRIGGS,  ELIZABETH  GRIMES,  NASHVILLE 
TUCKER  Jk,  AUBREY  LEE,  NASHVILLE 
TUDOR  JR,  JOHN  M,  NASHVILLE 
TULIPAN,  NOEL  BRISTOW,  NASHVILLE 
TURNER,  BRUCE  IRwIN,  NASHVILLE 
TURNER,  OUROTHY  J,  NASHVILLt 
TURPIN,  BUFUKU  PAUL,  MADISON 
URBANER,  ANTHONY  P,  NASHVILLE 

- VALLEY,  MICHAEL  THOMAS,  NASHVILLt 
VALOSIK,  KORERT  A,  NASHVILLt 
VANOEVENDER,  FRANK  KARL,  NASHVILLE 
VANHOOYOONK,  JOHN  E,  NASHVILLE 

* VIEHMAN,  ARTHUR  J,  MAOISON 
VINCENT,  JAMES  L,  NASHVILLE 
VORA,  PR AV I NCHANUK A Z,  NASHVILLE 

- WACKY",  PHILLIP  A,  NASHVILLt 
wADLEY,  FKEDIA  S,  NASHVILLE 
WAOLINGTON,  WM  B,  NASHVILLE 

wAGNtR,  martin  h,  nashville 

WAHL,  ROBT  WILHELM,  NASHVILLE 

- WAITES,  JUHN  A,  PULASKI,  VA 

* WALKER,  ETHEL,  NASHVILLt 
WALLACE,  ROOGER  TERRY,  NASHVILLE 
WALLAS,  CHARLES  H,  NASHVILLE 
WALWYN,  LLOYO  ALEXIS,  MADISON 
WAMPLER,  JOHN  MILLARD,  NASHVILLE 
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..AS!)  JR,  JAMtS  w , "AUISuN 

4 WARD,  JAMES  "ILLIA“,  NASHVILLE 

* WARD,  RUSSELL  0,  Hf N QE R S CN V I LL E 

A WARDER,  THOS  E , JACKSONVILLE,  FL 
WARNER,  JUHN  J,  NAShVILLL 
WARNER,  JOHN  SLOAN,  NASHVILLL 
wASUOEV,  lEETa  PRAmOO,  NASHVILLE 
W A S U D E V , R R A M t)  D H , NASHVILLE 
WATERHOUSE,  GEORGE,  NASHVILLE 
WATSUN,  Hi)  RAGE  FUOENE,  NASHVILLE 
WATTS,  DAVID  REED.  NASHVILLE 
WAVnURN  JR,  GATES  JORDAN,  NASHVIlLI 
WEAVER,  GkEGURY  R,  NASHVILLI 

4 wERSTER,  H H,  NASHVILLE 

wEHR,  ANN  OUELLETTE,  NASHVILLE 
WEINBERG,  JANE  RUTH,  NASHVILLE 
WELLS,  CHAS  E,  NASHVILLE 
WENT/,  ANNE  COLSTON,  NASHVILLE 
WENTZ,  DENNIS  KEITH,  NASHVILLE 
WESLEY,  KALRH  E,  NASHVILLE 
WEST,  ROBERT  R,  NASHVILLE 
-EST,  SCOTT  ",  NASHVILLE 
WHEELER,  ARVIlLI  VANCE,  NASHVILLE 
WHFTSELL  JR,  "ILLIAm  u,  NASHVILLE 
"HITE,  STEVE  A,  RADI  SON 
WHITFIELU  JR,  THURAS  C,  NASHVILLE 
WHITFIELD,  J E EE  DAVID,  NASHVILLE 

* WHITFIELO.  JUl  T,  FRANKLIN 
WHITwURTH,  THUS  CLAYTUN,  NASHVILLE 

A WILKINSON,  EKLE  EWING,  NASHVILLL 
WILKS,  HARVEY  S,  NASHVILLE 

williars  jr,  * carter,  Nashville 

WILLIAMS,  LESTER  F.  NASHVILLL 
WILLIARS,  MELBOURNE  A,  NASHVILLL 
MILLIARD,  KENNY  E,  NASHVILLE 
WILLIS,  LARRY  GALE,  NASHVILLE 
WILSON,  JAMES  PHILLIR,  NASHVILLE 
WILSUN,  WENDELL  "INFktO,  OLD  HICKORY 
WINFIELD,  ALAN  C,  NASHVILLE 
WINTER,  EUGCN  J,  NASHVILLE 
WITHERSPOON,  FRANK  G,  NASHVILLE 
WITHERSPOON,  JOHN  D,  NASHVILLL 
W I TTHAUEk,  N U R m A N EVERETT , NASHVILLL 

4 WIT/TUM,  HARRY,  LOS  ANGELES,  CA 
WOLF  JR,  JOHN  STUART,  NASHVILLL 
WOLFF,  L A w R E N C c KENNETH,  NASHVILLE 
wOLESUN,  GLENN  STEWART,  NAShVILLL 

* WOMACK  JR,  FRANK  C,  FRANKLIN 
WONG.  SONG  w,  NASHVILLE 

WOOD , ALASTAIk  J J,  NASHVILLE 
WUOD,  GEU  WALLACE,  NASHVILLL 
WOODCOCK  JR,  CLARENCE  C,  NASHVILLE 

* WODDFIN,  MUSE  CLARKE,  NASHVILLE 

* WOODS,  JOHN  KIJBT  , NASHVILLE 
WOOSLEY  JR,  -RAYRJNO  L,  NASHVILLE 
WOOTEN  III,  N ERIC.  NASHVILLt 
WORKMAN  HI,  CLAUDE  H,  NASHVILLE 
WORKMAN,  DENNIS  CLIFFORD,  NASHVILLE 
WORKMAN,  ROBERT  JAY,  NASHVILLE 
WORTHINGTUN,  "ILLIAM  ii , NASHVILLL 

- wOUTERS,  BEN  C,  NASHVILLE 
WRAY,  TAYLOR  M,  NASHVILLE 
WRIGHT,  DORIS  JACJUELYN,  NASHVILLE 
WRIGHT,  ELLEN  PAYNE,  NASHVILLE 
WRIGHT,  GlORGL  D,  NASHVILLE 
WRIGHT,  JUHN  KELLY,  NASHVILLL 

4 WYATT,  JOHN  L,  NASHVILLL 

WYATT,  KENNLTH  N,  HL NUL R S ON V I LL L 
YATFS,  DAVID  RCBT.  HERMITAGE 

* ynarls,  Christina  m,  nashville 

YOUNG,  LAkkY  CRESTON,  NASHVILLE 

* ZLRFUSS,  KATL  SAVAGE,  NASHVILLE 

* ZERFOSS,  THUS  B,  NASHVILLE 
ZIMMERMAN,  CARL  WAYNE,  NASHVILLL 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

AKINS  JR,  CHAS  WESLEY,  UNION  CITY 
ALGFE  JR,  WYATT  R , UTERSBURG 
ALLISON,  JACK  R,  OYLRSHURC 
ANDERSON,  CHARLES  6,  OYERSBUKG 

4 BAIRD,  JESSE  P,  OYERSBURG 

* BANKS,  THOS  V,  UYERSdURC 
BEALE,  HObAKT  H,  MARTIN 

BLANTON  III,  MARVIN  A,  UNION  CITY 
BRAOBERRY,  SAM,  UNION  CITY 
BRGwN,  BRUCE  B,  UNION  CITY 
BUTLER  JR,  AkUEN  JONES,  RIPLEY 
BUTLER,  HAROLD  DEL,  UNION  CITY 
CAMERON,  KOBT  LYNN,  UNION  CITY 
CAMPBELL,  JOE,  UNION  CITY 
CARR,  KENNETH,  MARTIN 
CHAPEL,  HAROLD  LEE,  KlPLLY 
CLENDENIN  JR,  R CJB  T F,  UNION  CITY 
CONCEPCION,  ROBERTO  S,  OYERSBURG 
OAVIO,  MARY  SUSAN,  OYERSBURG 
DAVIO,  WALTER  E,  OYERSBURG 
OODO,  HALBERT  B,  UNION  CITY 
DUNCAN,  WM  LLOYO,  MARTIN 
EASON,  WILLIAM,  MARTIN 
FAN,  SIK  MAN,  CORDOVA 
FREEMAN,  GORDON,  OYERSBURG 
GARY,  OAN  CARMACK,  UNION  CITY 
GOOCH,  ALLEN  CHRISTOPHER,  TROY 
GREEN  JR,  0 ANL  PARKER,  OYERSBURG 
HARRINGTON,  KOBT  LEE,  OYERSBURG 
HAYNES  JR,  DOUGLAS  B,  OYERSBURG 


HILL,  CHESLEY  HESTER,  TROY 
HILL,  ROBckT  PAUL,  TROY 
HINOS,  MICHAEL,  MAPTIN 
HUFF,  CARL  WAYNE,  MARTIN 
HUNT,  JOE,  RIRLtY 

* INCLAN,  AJRELIO  PETFR,  OYERSBURG 
JERNIGAN,  JERRY  MARSHALL,  OYERSBURG 

4 JETEk,  RUBT  MC  KENZIE,  GLEASON 
JOHNSON,  ELOIETT , OYERSBURG 

<■  JOHNSON,  THOMAS  w,  ukOVt,  OK 
JONAS,  KARL  C,  RlPLtY 
JONES,  LAURENGF  WALLER,  UNIUN  CITY 
KERR,  ROBT  THUMP  SUN,  OYERSBURG 
KING,  ELTUN  AARON,  UYERSrtURG 

4 KINGSBURY,  EOwARO  P,  UNION  CITY 
LATIMER  JK,  KUBT  G,  UNIUN  CITY 
LAWRENCE,  ROY  FINCH,  UNION  CITY 
LEWIS,  “UUGEk  PATRICK,  UNION  CITY 
MALONEY,  KENNETH  mOSCUE,  OYEKSBURG 
MANNING,  J LOUIS,  ORESOLN 
MARS  ID  I,  PAUL.  UNION  CITY 
MOORE  III,  E R L 0 , OYERSBURG 
MODRL  JR,  ULYN  ER.trO,  OYERSBURG 

* MU  OR  E , JAMES  CHALMERS,  OYERSBURG 
nuonan,  James  rothwell,  uyershukg 

PATRICK,  HUBERT  G,  MARTIN 

* PHILLIPS,  <iM  LEROY,  NEwBfcRN 
PULK,  JAMES  "ALTER,  UNIUN  CITY 

e PORTER.  IRA  EURO,  GREENFIELD 
PORTER,  NATHAN  E,  GktENE IELO 
RAGSDALE,  JA.MhS  MU"AKJ,  UNIUN  CITY 
REAVES,  JuHN  ANDREW,  OYERSBURG 
REYNOLDS,  JAMES  RALPH,  OYERSBURG 
ROBBINS.  BILLY  GLkALO,  HALLS 
RYAN,  MICHAEL  <»  UNION  CITY 
SANNER,  ROBERT  E,  UNION  CITY 
SCHLEIEER  III,  GrOVFR  F,  UNION  CITY 
SHORE  , JAMES  M , mar  J 1 N 
SMITH  JR,  0 KAY,  MARTIN 
SMITH,  DAVID  ANDREW,  MARTIN 
SMITH,  JAMES  MERMAN,  OYERSBURG 
ST  CLAIR,  OAVIO  SMITH,  UNION  CITY 
STALIN  C,S,  J MORRIS,  OYERSBURG 
SUTTON,  RICHARD  U,  martin 
THOMPSON,  THOS  RtECE,  OYERSBURG 
THORNTON  JR,  " I,  OYERSBURG 
THURMOND,  ENOS  C,  “ART  IN 
TUCKER,  WM  HENRY,  RIRLtY 

A VFCIANA,  JUSt  A,  MAKlIN 

WARNEk.  LYNN  ANDREW,  OYERSBURG 
WEBB,  CLAUDE  RAYMOND,  RIPLEY 
WOLFE,  JAMES  H,  OYERSBURG 
WULFt,  JOSEPH  W , OYERSBURG 
WONG,  LUIS , R I PLt Y 

YOUNG  JR,  ROBT  ROGER,  UNION  CITY 

OVERTON  COUNTY  MEDICAL  SOCIETY 

CLARK,  “ALCOLM  E,  LIVINGSTON 
COX,  MICHAEL  THOMAS,  LIVINGSTON 
CROW,  JIMMIE  K , LIVINGSTON 
LUO PER.  EREO  d , LIVINGSTUN 
MASON,  LARRY,  LIVINGSTON 
OUARLES  JR,  "ILL  G,  LIVINGSTON 
RITLANO,  JUHN,  LIVINGSTON 
RITLAND,  SANORA,  LIVINGSTON 
ROE,  JACK  MICHAEL.  LIVINGSTUN 
SHIPLEY,  JERkY  LYNN,  LIVINGSTON 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

BARNARD  JK,  VAUGHN  N,  COOKEVILLE 
BARNES,  SAM  TAYLUK,  COOKEVILLE 
BREYER,  JAMES  L,  COOKEVILLE 

* CHAPIN,  EREUtRICK  J,  COOKEVILLE 

* CLARK,  JACK  L,  COOKEVILLE 
COONCE,  DANItL  F,  COOKEVILLE 
CRABTREE.  JOHN  0,  COOKEVILLE 
OE  BERRY,  JAMES  T,  COOKEVILLE 
DERRYBERRY,  WALTER  E,  COOKEVILLE 
DOUGLAS,  UALt  F,  COOKEVILLE 
FRANCIS,  WM  CLARK.  COOKEVILLE 
FRANKLIN,  LLOYD  DOUGLAS,  COOKEVILLE 
GILLESPIE,  JAMES  T,  COOKEVILLE 
GORYL,  STtPHEN  V,  COOKEVILLE 

GRAY,  JAMtS  G,  COOKEVILLE 
GRISOLANO,  JAMES  MARTIN,  COOKEVILLE 
HALL,  R GLENN,  COOKEVILLE 
HASSLER,  LLOTO  R , COOKEVILLE 
HOLMES,  ALBERT  K,  COOKEVILLE 
HUMPHREY,  WM  MERRITT,  COOKEVILLE 
JACKSON  JK,  JUHN  M,  COOKEVILLE 
JONES  JR,  CLARENCE  LEE,  COOKEVILLE 
JORDAN  III,  CHAS  EDWARD,  COOKEVILLE 
KLEIN,  KARL.  COOKEVILLE 
LAWRENCE,  THOMAS  L,  COOKEVILLE 
LIMBACHER,  JUHN  P,  CUOKEVILLE 
LOVE,  STEWART  T,  COOKEVILLE 
LOWE,  JERt  W,  COOKEVILLE 
LYNN,  KENNY  w,  COOKEVILLE 
MOORE  JR,  JOHN  T,  ALGOOD 
MOSS  III.  WALTER  OICKSON,  COOKEVILLE 
NEAL,  JAMES  GREGORY,  COOKEVILLE 
PANZER,  JAMES  OAVIO,  COOKEVILLE 
PRYOR,  BOYCE  BOWEN,  COOKEVILLE 
SAMPLES,  KANOALL  GARY,  COOKEVILLE 
SHAW,  JAMES  WILLIAM,  COOKEVILLE 

* SHIPLEY,  THURMAN,  COOKEVILLE 
STU8ER,  HARRY  L,  COOKEVILLE 
TALMAGE,  JAMES  B,  COOKEVILLE 


TANSIL,  OUNALO  WAYNE , CUOKEVILLE 
TAYLOR,  WM  SNODGRASS,  CUOKEVILLE 
TIONGSON,  ROORIGU  VERZOSA,  CELINA 
VAN  GELOVEN,  ERANCISCA  F,  COOKEVILLE 
WAHL,  JOStPH  w,  COOKEVILLE 
* WILLIA"S,  CLAUDE  M,  COUKtVILLE 
WOLFE,  KATHERINE  G,  MONTEREY 
WOMACK  III,  CHARLES  T,  CUOKEVILLE 
ZI«MERMAN  JR,  GUY.  CUGKLV ILLE 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

AHLFR,  ALBERT  JULIAN,  HARRIMAN 
BARRY,  FREDERICK  JAMES,  OAK  RIOGt 
BEARD,  ALICE  C ANDERSON,  KINGSTON 
BENNETT,  -ILHAM  £,  HARRIMAN 
4 BIGELOW,  K 0 B T RAMSEY,  OAK  R1UGE 
BINGHAM,  TERRY  ",  HARP  I MAN 
4 BISHOP,  ARCHER  ",  CLINTON 

BLOCK  JR,  CLEMENT  H,  OAK  RIOGE 
BRANTLEY,  RICHARD  GREEN,  OAK  RIOGE 
BROWN  JR,  GFRiJN,  OAK  RIOGE 

brutun,  Charles,  oak  ridge 

RUNICK,  EL  A I Mb  MARIE,  OAK  RIOGE 
8URSTEN,  BFN,  OAK  RIOGE 
CALOwtLL,  MARVIN  GENE,  u A K RIOGE 
CA M R , ROBtkT  BRADFORD,  OAK  RIOGt 
CARABIA,  ALEX  GARCIA,  (UK  RIOGE 
CASTER,  C NICHOLAS.  COALE  I ELU 
CLARY,  THOMAS  L,  OAK  RIOGE 
CO“PTON,  OAVIO  R,  OAK  RIOGE 
CUREA,  CHAS  JUS,  HAkRlMAN 
CREWS,  JOHN  PtiARCE,  U A K RIOGE 
CUNNINGHAM,  ELBtwT  C,  HAkRIMAN 

oabbs,  c Harwell,  Chattanooga 

DARLING  JR,  CHAS  ELLfTT,  OAK  RIOGE 
4 OE  PERSIO,  JOHN  LIAR  xICGt 

4 OE  PERSIO,  RUBT  t,  PORT  ST  LUCIE,  FL 
OE  VEGA,  ARMANDO  FERNANDO,  OAK  RIOGt 
DEW,  RICHARD  ALLAN,  OLIVER  SPRINGS 
OUTSON,  ROBERT  SCOTT,  OAK  RIDGE 
ORY,  LAURtNCc  REVELLL , OAK  RIOGE 
4 DUNLAP,  k'JBT  "EYER.  LAHORE  PAKISTAN 
EVERSULF  JR,  tAKL.  I A K RIOGE 
FISHER,  AO  A M,  (JAR  RIOGt 
GARTON,  ANTHONY  W,  OAK  kIUGE 
GENELLA  JR,  FRANK  H,  OAK  RIUGE 
GENTRY,  RUHEkT  E,  KNOXVILLE 
GILLESPIE,  JamES  TRIGG,  U A K RIOGE 
GUSWITZ,  FRANCIS  ANOwtw,  OAK  RIOGE 
GUSwITZ,  HELEN  A VOOUPICK,  OAK  RIOGE 
GO«OER,  T1MUTHY  DENNIS.  OAK  kIDGE 
GRAMELSPACHtk,  GREGORY  P,  CAK  RIOGE 
GURNEY,  CnAS  BRYSON,  OAK  PIDGE 
HARDY,  WM  P,  OAK  RIOGE 
HARTMAN,  OONALO  LEE,  OAK  RIUGE 
HE  A OK  I CK , MARY  M,  OAK  RIOGE 
HEALO,  DAVIO  GRANT,  OAK  RIOGE 
HE  DOE  N Jk,  HENRY,  CLINTON 
HELLMANN  JR,  ROBERT  S,  HARRIMAN 
HENORIX,  ERNEST  LEE,  OAK  RIOGE 
HENRY  JR,  JAMtS  t,  OAK  KlDGt 
HILTON,  JAMES  ISAIAH,  OAK  RIOGE 
HOLBERT,  THOMAS  R,  OAK  KlOCt 
HOWARD,  ROBT  G,  OAK  RIOGE 
JENKINS.  THOS  ARTHUR,  OAK  RIOGE 
JERNIGAN,  JOHN  FORREST,  OAK  RIOGE 
4 JOHNSON,  RAYMOND  A,  OAK  RIOGt 
4 JONES,  H STRATTON,  HARRIMAN 

KAE8NICK,  ERNEST  ELLIUTT , OAK  RIOGE 
KERLEY,  HAROLD  FUGENL,  U A K RIDGE 
KING,  AVERY  PARSONS , OAK  RIDGE 
KRISHNAN,  LALITA,  OAK  RIOCE 
Lb",  IRA  EUGENE,  OAK  RIDGE 
LUY,  WM  ALLEN,  U A K RIUGE 
LUCKMANN,  KENNETH  F,  OAK  RIOGE 
LUSHBAUGH,  CLARENCE  C,  OAK  RIOGE 
LYNNES,  HOWARD  M,  ROCK "000 
LYON,  JOStPH  S,  OAK  RIDGE 
MARTIN,  "ILLIAM  H,  OAK  RIDGE 
MASSEY,  S A ML  OLIVER,  OAK  RIOGE 
MCLAUGHLIN,  VICTUK  WAYNE,  OAK  RIDGE 
MCMAHON,  CLETUS  JOSEPH,  OAK  KIDGE 
MC"ILLIN,  ROONEY  M,  HARRIMAN 
MCNEELEY,  SAMUEL  GENE,  NORRIS 
METCALF,  THOMAS  H,  OAK  RIDGE 
MILLER  JR,  KtNNEIH  T,  OAK  RIOGE 
MITCHELL,  CHARLES  STONE,  OAK  RIOGE 
MOLONY,  WILLIAM  LAWRENCE,  OAK  RIOGE 
MOORE,  RICHARD  J,  FAYETTEVILLE,  NC 
4 PALMER,  ETNA  LITTLE,  OAK  RIDGE 
PARRISH,  RICHARD  E,  OAK  RIDGE 
PHILLIPS,  JAMES  £,  OAK  RIOGE 
PRATER,  WILLIAM  K,  OAK  KIDGE 
PRESTON,  LEWIS  FREDERICK,  OAK  RIUGE 
4 PUGH  JR,  WM  ",  OAK  RIOGE 
4 RAGAN,  CHAS  JULIAN,  OAK  RIOGE 
RE  I 0 , FRANCIS  R,  OAK  RIOGE 
RICKS,  PHILLIP  M,  OAK  RIDGE 
ROUSE,  JAMES  M,  OAK  RIDGE 
4 RULEY,  HENRY  6,  OAK  RIOGE 

SCHOLD,  ALAN  CRAIG,  OAK  RIDGE 
SCHULTZ,  RICHARO  L,  OAK  KIDGE 
SEAY,  OAVIO  "ORRELL,  OAK  RIDGE 
4 SENSENBACH,  CHAS  WILLIS,  CAK  RIOGE 
SHARP,  DONALD  ALAN,  OAK  RIDGE 
SHEELY,  LOWRY  LINDSEY,  OAK  RIDGE 
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SICMAk,  LlSELUTTL  E.  IJAK  RIDC! 

SIS*,  JOHN  k,  HAkk I MAN 
SMALLLY,  LIE  ALAN,  OAK  K 1 0 G E 
SNODGRASS,  JUHN  VASS,  kUCKWOUO 
SPRAY,  PAUL  (LLSWURTH,  UAK  KIOGt 
STANLEY.  UAViU  GRANVILLE.  OAK  RIDGE 
STEVENS  III.  GEO  MILLER,  OAK  RIDGE 

* SULLIVAN  Jk,  CHAS  RENNL.  OAK  RIUoE 
TEOOEK,  MIklAM  H,  HAKK I MAN 
THOMAS,  DANL  MARTIN,  CLINTON 
TITTLE.  JUT  EVAN.  OAK  RIDGE 
UPCHURCH,  D T H 0 K A S , OAK  KIOGE 

* VAN  HOOK,  STUM  WALL  J,  OLIVER  SPRINGS 
wALKER,  ROBERT  EAkL.  Oak  RIDGE 

HE  I GMT , GLf  N k , UAK  k IOGE 
WELCH  JR,  JOHN  WM,  UAK  kICGE 
WHITE,  THOMAS  w , OAK  RIDGE 
WILLETT,  DWIGHT  H.  KINGSTON 
YORK,  0 F HU  k AH  ALISON,  OAK  RIDGE 
ZANOLLI.  GINO,  UAK  KlOGE 

ROBERTSON  COUNTY  MEDICAL  SOCIETY 

HASSiL,  JUHN  H U Rr,  . SPRINGFIELD 
CRUNK,  TUMMY  m,  SPRINGFIELD 
OOUTHITT,  PAUL  M,  SPRINGFIELD 

* ELDER,  ROUT  H,  ChOAK  HILL 
GRAY.  JAMtS  TRAVIS,  SPRINGFIELD 
HAYES,  WAKk.EN  G,  SPRINGFIELD 

» JACKSUN,  JOHN  AC  REYNULDS,  SPRINGFIELD 
KRUTGER.  THIIMAS  L,  SPRINGFIELD 
K U M A R , SARHJLhT  SINGH,  SPRINGFIELD 
LtwIS,  w MICHAEL,  GREENHKIEP 
0 ' OONNE  LL  III.  JOHN  wM,  SPR  iNGFItLO 
QUARLES , J A M E S RICHAkD,  SPRINGE ItLO 
SATPATHY,  PAkCHANAN,  SPRINGFIELD 
SCHWISCW,  DUN A V ON  , CROSS  PLAINS 

* STONE,  w M PIPKIN,  SPRINGFIELD 

* TURNER,  JUHN  UUNYAN,  SPRINGFIELD 
WErtSTER,  RAYMOND  H A R K I S , SPRINGFIELD 
WHEELHOUSt.  wALTiiR  w,  SPRINGFIELD 

* WlLKISDN,  JOHN  EuhIN,  SPRINGFIELD 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

ABERNATHY,  JAMES  PAUL,  MURFREESBORO 

* AUAMS,  CAKL  E,  MURFREESBORO 
AKIN,  HARULO  THUS,  MUREREESBURO 

AL— ABDULLA , ABOUL-SAHIP  M,  MUkEREESHURO 
ALEXANOFR,  JUHN  HUTCHINS,  MUREREESBUKO 

* ALLEN,  JAMES  EilllS,  MURFREESBORO 
AN ORE  «S , SUSAN  T,  mukEREFSBORO 
BAILEY,  JUS  C.  MURFREESBORO 
BEASLEY,  TIMOTHY  J,  MURFREESBORO 
BELL,  RICHARD  BRYAN,  MUkE  RT  ESBORU 
BOERNER,  JA“lS  L,  “URFREESBURO 
BOONE.  JUSEPH  EODINS,  MUkFREESRURO 
brown,  william  Andrew,  Murfreesboro 
hryant,  wm  Arthur,  wuudbury 

BULLOCK,  SALLY  HILL.  MUkEREtSBOKU 
BUTLER  JR,  HENRY  K,  MUR E R E E SHU R U 
BYPNES,  JUHN  MITCHELL,  SMYRNA 
CAISSIE,  KENNETH  F,  MURFREESBORO 
CAMPBELL,  JERKY  NEAL.  MURFREESBORO 
CARTER  III,  SAM  FRANK,  MURFREESBORU 
CARTER,  UtNNIS  CHARLES,  MURFREESBORO 
CAUOLE,  SCOTT  OKRINA,  ELIZABETHTUN 
CLEVELAND,  ROBERT  R,  MUkEREtSBOKU 

* COHEN,  HENRY  A,  BARRINGTON,  RI 
CUNNINGHAM,  JUHN  THUS,  MURFREESBORO 

* DAVISON,  BERNARD  S,  MURFREESBORU 
0 1 X ON , JOHN  HERMAN,  MURFREESBORO 
GOOD,  CAVID  T,  MURFREESBORO 
ORAY,  ROBtRT  J,  MURFREESBORU 
ESTES,  PAUL  CASEY,  MURFREESBORO 
GARNER  JR,  JAMES  W«,  MURFREESBORU 
GARRISON  JR,  SIDNEY  C,  MUREREESBURO 
GARRISON,  RUFUS  J,  MUREREESBURO 
GOODMAN  JR,  CHAS  EDWARD,  MUREREESBURO 
GREEN,  RICHARD  E,  WUUOBUKY 
HACKMAN,  ROOT  HENRY,  MUREREESROKU 

* HAY,  S A ML  HUTSON,  MURERtESBURO 
HEFFINGTCN  JR.  CHAS  A,  LAwRENCEBURG 
HESTER,  GEORGE  STEPHEN,  MURFREESBORO 
HORNSBY,  ROBERT  PRESTON,  MURFREESBORO 
HUDSON,  DAVID  LEE,  MURFREESBORO 
HUNT,  KENNETH  DALE,  MURFREESBORO 
HUTCHISON,  NURTON  H,  SHELBYVILLE 
JEKOT  , WILLIAM  J,  MURFREESBORO 
JOHNS,  OSCAR  THOMAS,  MURFREESBORU 

* KAUFMAN,  JAMES  KENNETH,  MURFREESBORO 
KENDALL,  DOUGLAS  WARREN,  MURFREESBORO 
KENOALL,  KURT  LEUN,  MURFREESBORO 
KNIGHT,  JUS  C,  MURFREESBORO 
KNIGHT,  ROBT  TAVtL,  MURFREESBORO 
LAROCHE,  ELIZABETH  RE  AO , MURFREESBORO 
LEWIS,  CHAS  wINGU,  MURFREESBORO 
LOVELACE,  FRED  RUYCE,  MURFREESBORO 
LOWERY  JR,  EDWIN  RAY,  MURFREESBORO 
LOWY,  SAM  J,  MURFREESBORO 
MCKNIGHT,  DAVIO  THOMAS,  MURFREESBORO 

* MOORE,  RALPH  B,  CANDLER,  NC 
MYERS,  FREDERICK  J,  WOODBURY 

* MYERS,  RUSSELL  E,  WUOOBURY 
NUNNERY,  JAMES  A,  MURFREESBORO 

* ODOM,  EUGENE  PORTER,  MUkFREESBORO 
OOOM,  STEPHEN  GUY,  MURFREESBORO 
RANSOM,  RU8T  GEO,  MURFREESBORO 


RE  UHL  AND,  LEON  LUVON,  WUUDBURY 
RICKARD,  RANDALL  C,  MURFREESBORO 
ROGERS,  RICHARD  A,  MUREREESBURO 
RUOO,  J DANIEL,  MURFREESBORU 
SACKS , EUGENE  I , SMYRNA 
SANDERS,  ROBT  SMITH.  MURE R E £ S BO RU 
SHACKLETT,  WM  WHITE,  MURFREESBORU 
SHELTON,  dEN  A,  SMYRNA 
SMITH,  GEO  WILBUKT,  MUREkEESBORU 
SMITH,  ROBERT  J,  "IJR  F R E E SBORU 
SMITH,  WM  RAOEORU,  MURFREESBORO 
STARRETT,  JAMES  ALAN,  MUREREESBURO 
SUTTON,  WILLI  A **  w,  MURFREESBORO 
TENPENMY,  JAMES  w,  " URF  RE  E SBEIRO 
TOLBERT,  E C,  m UR  F R t E S B I)  R C 
TUMA,  ROBERT  PAUL,  MUREREESBURO 
WARNER,  BAR  Til  N WAYNE,  MURFREESBORU 
WESTMORELAND,  M wAYNE,  MURFREESBORO 
WILLIAMS.  OLIN  OLIS,  MUREREESBURO 
WITT,  TFKkY  JAMES,  MUREkEESBUPO 
WOLF,  HERBERT  RICHARD,  WUOOBURY 
YOUNG  JR,  JFSiE  HOWARD,  MUREKEESBORU 

scon  COUNTY  MEDICAL  SOCIETY 

COFFEY,  DA  VI D 4 , ONE  I DA 
GRIGSBY,  DAVID  ALAN,  ONEIDA 
HALL,  THOMAS  K,  ONEIDA 
HUFF,  MAXwfLL  E , ONLIOA 
KLINE,  GEO  L I T TO  N , ONE  I DA 

* LEEDS,  HUKACt  MOTT,  ONEIDA 
MCCOLLUM,  JOHN  E,  RUDKINS 

* MCDONALD,  ROY  L,  ONEIDA 
PERKINS,  MIC  Ei  ALL,  ONEIDA 

SEVIER  COUNTY  MEDICAL  SOCIETY 

BOZEMAN  II,  CHARLES  -1  , SLVIERVILLE 

* HROAOY,  ROOT  A,  SFVIERVILLE 
JACOBS  JR,  JOHN  C,  StV  IERV  ILLE 

K I 00  JR,  CHARLES  E,  SFVIERVILLE 
ROACH,  CHARLES  L.  SfvItRVlLLL 
SMITH,  STEvEN  M,  SFVIERVILLE 
SIJNNER,  JOHN  L.  SFVIERVILLE 
TOLLEY,  VINCENT  4 L A N E , SFVIERVILLE 
VAN  AkSOALL,  JAMES  R,  SLVIEKVlLLc 
WALDROP,  CHARLES  E,  GATL 1 NQUkG 

SMITH  COUNTY  MEDICAL  SOCIETY 

BRATTON,  EDGAR  K,  HARTSVILLE 
GREEN,  HUGH  E,  CARTEIaCE 
HAWK,  STEVEN  t,  LEESHURu,  EL 

jacksijn,  william  c.  t a k t h a g e 

PETTY  JR,  DAVID  G,  CARTHAGE 
PETTY,  0 A V 10  0,  CARTHAGt 

* RECTOR,  LtE  T HORN  TON,  NEW  SMYRNA  BCH, 
KUTHEKFOkO,  KICHARO  I,  CARTHAGE 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

ADAMS,  WESLEY  E,  BRISTOL 
AGUIRRE,  DENNIS  MANUAL,  BRISTOL 
ALLFY,  EDMOND  LYNN,  rINGSPEIkT 
BACHMAN  Jk,  HARRY  wlLSON,  BKISTUL 
BAKFk,  RICHARD  DUDLEY,  KINGSPORT 
BALES,  DONALD  W,  K1NGSPUKT 
BANDEIAN,  JOHN  J,  BRISTOL 
BARNES,  N ALAN,  EAIkEIELO  GLADE 
BECHTEL  JR,  JACK  T,  BRISTOL 
BELL,  WILLIAM  m,  KINGSPORT 
BICE,  CHAS  RUBT,  KINGSPURT 
BLANTON  JR.  FRANK  S,  RkISTOL 
BL  ICKENSTAFF,  THckON,  KINGSPORT 
BUCKIAN,  HERBERT  HAROLD,  BRISTOL 

* BOLES,  JAMES  H,  KINGSPORT 
BULING,  FREDERICK  F,  KINGSPURT 
BOOKOUT,  J MICHAEL.  KlNi.SPORt 
BOOZE,  CEO  WM,  KINGSPORT 
80WMAN,  JAMES  H,  BRISTOL 
BOYD,  ARTHUR  MORGAN,  KINGSPURT 
BOYLE,  GARY,  BRISTOL 

BREEDING,  SAMUEL  DAVID,  KINGSPORT 

* BKINKLEV,  BILLY  BOOTH,  BKISTUL 
BROCK  JR,  HOwARO  THUS,  KINGSPORT 
BROGLIO,  ANTHONY  LEE,  BRISTOL 
BROOKSHIRE  Jk,  PAUL  E,  KINGSPORT 

* BROWN,  HENRY  JAMES,  KINGSPORT 

* BROWN,  ROBT  H,  HENDERSONVILLE,  NC 
BUODINGTON,  kICHARD  S,  ABINGDON,  VA 
BUTTEKWORTH  JK,  JACKSON,  BRISTOL 
BYERS  JR,  JOHN  G,  BRISTOL 

BYRD,  KEITH  HAROLD,  KINGSPORT 
CALCOTE,  CLAUDE  MC  GHEE.  BRISTOL 
CALDWELL,  RONALD  DAVID,  BRISTOL 
CARR,  HENRY  AUSTIN,  BRISTOL 
CARTER,  EDwAKU  KENT,  KINGSPORT 
CARTER,  LOCKE  YANCEY,  KINGSPORT 
CARTER,  RICHARD  S,  JOHNSON  CITY 
CASEY,  GARY  UUILLEN,  KINGSPURT 
CATE,  JOHN  COLUMBUS,  KINGSPORT 
CATLIN,  ROGER  W,  BRISTOL 
CHAMBERLIN,  MARIAN  L,  KINGSPORT 
CHANCE,  DONALD  PAUL,  KINGSPORT 
CHANDLER,  JOHN  M,  BRISTOL 
CHAPMAN,  CHAS  EMMITT,  BRISTOL 
CHAPMAN,  JOHN  L,  KINGSPORT 
CHARTIER,  GILBERT  JOHN,  KINGSPORT 

* CHEW,  NATHANIEL  JOHN,  BRISTOL 
CHRISTENSEN,  RUBT  CHAS,  KINGSPORT 
CLARK,  JAMES  W,  CHURCH  HILL 


CLARK,  WARNER  L,  ChURCH  HILL 
CLAYTUN,  THOMAS  V,  JUHNSON  CITY 
COOPER,  JOE  BYRON,  KINGSPORT 
COWAN  JR,  BENNETT  Y,  BRISTOL 

* CUWAN,  RENNET!  YOUNG,  BKISTUL 
COWOLN,  OAVIU  ANTHONY,  KINGSPORT 
COX,  OAVIU  LEMUEL,  KINGSPORT 
COX,  LARRY  H,  KINGSPURT 
CkAwFLRO,  ALVIN  S,  BRISTOL 

* CREOLE,  WM  SwINOLLL,  HILTON  HEAD,  SC 
CROCKETT  JR,  CLAUDE  H,  BKISTUL 
CROWOER,  JACK  ROBERTS,  KINGSPURT 
DALLAS,  JUHN  L,  KINGSPORT 
DICKERSON,  UANL  LAWRtNCE,  KINGSPORT 
OUELL,  ROBERT  J,  JOHNSON  CITY 
DUNALCSON,  ROBERT  C,  KINGSPURT 

* OOTY,  ROBT  I),  KINGSPURT 
OYER  JR,  «M  MILLS.  KINGSPORT 
EARLY,  JAMES  LAWRENCE,  BKISTUL 
EMFRSUN,  WILLIAM,  KINGSPORT 

* ERWIN,  J w,  BRISTOL 
ESTES.  TERRELL  C,  BRISTOL 

* EXUM,  w"  ALLEN,  KINGSPORT 
FANKHOUSIR,  RUSSELL  L,  BRISTOL 
FEIT,  RICHARU  A,  KINGSPURT 
FERGUSON,  JEkt  W,  HRISTUL 
FINCHER  JR,  JOHN  A,  HRISTUL 
FLORA,  OON  ATLEE,  KINGSPURT 
FOSTER,  LARRY  J,  KINGSPURT 
GANTT,  PICKENS  A,  BRISTOL 
GARFIELD,  CLAUDE  R,  KlNGSPCkT 
GARRICTT,  DAVID  KENT.  KINGSPORT 
GAYLOR.  wALTLK  k.  BRISTOL 
GEER,  ROBT  MAC,  KINGSPORT 
GENDRON.  K m,  KINGSPURT 

* gibson,  juhn  mns,  bristul 

GINN,  OAVID  k GY i KINGSPURT 
GINTHEK,  JEFFREY  P,  BKISIOL,  VA 
GLASGOW,  K UB  T MORRIS,  HkISTOL 

* GLFNN,  RObT  UKRUS.  MOUNTAIN  CITY 
GULDEN,  BILLY  N,  KINGSPURT 
GONCE , JUt  L D , KINGSPORT 
GONDII,  JUAN,  KINGSPURT 
GORRLLL,  ALAN  L,  BRISTOL 

GOULD  1 NG  III,  CLAKFNCL  L,  JOHNSON  CITY 
GOURD  I N , RRtUIRILK  W,  KINGSPURT 
GKEEAK  J K , EKED  BONHAM,  BRISTOL 
GREEN  JR,  mAVEKLY  S,  BRISTOL 
GREENE.  Elmer  albert,  kingspurt 
GRETNE,  THO“AS  C,  BRISTOL 
GRIFFIN,  WILLIAM  L,  KINGSPORT 
GRIGSBY  JK , ««  C,  HRISTUL 
GRIGSBY,  w"  PAUL,  KINGSPORT 
GROCE,  ANN , JOHNSON  CITY 
EL  GwALTNEY,  DAVID  NtLSUN,  BRISTOL 
HADDAD,  MICHEL  NASRI,  KINGSPORT 

* HARRISON  JR,  wM,  KINGSPURT 
HARTER,  BASIL  T,  BRISTOL 
hernancez.  oustavu  r,  kingspurt 

HIRE,  FP  VI N A , KINGSPURT 
HUFFNLiNG,  JALK,  BRISTOL 
HOGAN  JR,  MARSHALL  DAVIS',  KINGSPURT 
HUOSUN,  wILLIam  DUDLEY,  KINGSPORT 
HUNTER,  KUNALO  W,  KINGSPORT 
JACKSUN  Jk,  HENRY  GUY,  KINGSPORT 
JAMISUN,  KING  ARCY,  BRISTOL 
JARVIS,  RUY  JOE,  KINuSPURT 
JAYNE  JR,  J LAWRENCE,  BRISTOL 
JERNIGAN,  ROBT  H,  KINGSPORT 
JEWELL.  NEAL  A,  BRISTOL 
JOHNSTONL,  WILLIAM  H,  BRISTOL 

* JONES,  RUBT  CLARK,  KINGSPORT 
JONES,  SAMUEL  RIDDLE,  KINGSPORT 
KEITH,  ROBT  EAKL,  KINGSPORT 
KELLY,  RONALU  CLARK,  BRISTOL 
KEPPLER,  C BURTON,  KINGSPORT 
KIDWELL  JR,  E R,  KINGSPORT 

* KIESAU,  KENNETH  RUDOLPH,  KINGSPORT 
KING,  JCISLPH  AUSTIN,  KINGSPOkT 

* KNAPP,  JUHN  ALLEN,  PLACIDA,  EL 
KNICKERBOCKER,  FRED  KAY,  BRISTOL 
KURKE  JR,  JOS  H,  BRISTOL 

LANE,  DAVIO  L,  KI NGSPORT 
LAPIS,  JAMES  L,  BRISTOL 
LINK,  NELSON  EDWARD,  BRISTOL 
LOWRY,  KEKMIT,  BRISTOL 
LYMBER IS,  MARVIN,  KINGSPURT 
LYNCH,  KENNETH  CLYDE,  KINGSPORT 
MACDONALO,  R SCOTT,  KINGSPORT 
MADOOX,  ROBT  EMORY,  KINGSPORT 
MAKRES,  THOMAS  0,  BRISTOL 
MALOY,  JOS  KENNETH,  KINGSPORT 

* MARCY,  JOHN  0.  BR  ISTIJL 

* MCCONNFLL,  FREDRICK  GRAY,  KINGSPURT 
MCCOY,  JAMES  L,  KINGSPORT 
MCGUIRE,  JAMES  ELORIDGF.  KINGSPURT 
MCILWAIN,  WILLIAM  A,  BRISTOL 

MC MURRAY , JOHN  MARK,  KINGSPORT 
MICHALS.  HERBERT  JAMES,  KINGSPOKT 
MILLER,  DAVID,  KINGSPORT 
MILLER,  JERRY  LEE,  KINGSPORT 
MILLER,  LEE  HUTTER,  KINGSPOKT 
MITCHELL,  JOE  ELIAS,  BRISTOL 
MOHLER  JR,  EBERT  M,  KINGSPOkT 

* MONGLE,  BRUCE  WM,  BLOUNT  V I LL  L 
MOONEY,  NEIL  FRANCIS,  PRISTOL 
MOORE  III,  JOHN  H,  KINGSPORT 
MORGAN,  STEVEN  W,  BRISTOL 
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MORIN,  J RAOUL.  KINCSPOkT 
MORRIS,  ALTON  J,  K I NGSPOKT 
MORRIS.  LAWRENCE  RAY.  KINGSPORT 

* MORRISON,  PHILIP  HAP*  (JR  TH , BRISTOL 
MQPTON,  RALPH  F , KJNCSPURT 
MOSRIE,  A Z f T I JIM-IE,  mINCSPORT 
MOOKHFIPIr,  NAHIL  w,  KINGSPORT 
MURRAY  JR,  MARION  JULIAN,  PPISTUL 
NAGALLA,  LAKShMAN  R,  BkISTOL 
NEELY,  E R,  KINGSPORT 

NICHOLS  JR.  JAMES  B,  KINGSPORT 
NICLEY,  FLOYD  E 0*  A R D , BRISTUL 
NORTHROP,  RObERT  EOWAKUS,  KINGSPORT 
NOWLIN.  WADE  HAMPTON,  BRISTOL 
OLNEY,  LA  VfKNF  t,  KINGSPORT 
OwFN,  C R I CHARD , KINGSPORT 
PATTON,  CHARLtY  MACK,  KINGSPORT 
PATTON,  KJliT  CARROLL,  KINGSPORT 
PEARSON,  RANDALL  EUGENE,  KINGSPORT 
Pfc  A VYHCUSF  , JOEL  J , K I NGSPOkT 
PER  OU  E SR,  JOHN  MARVIN,  KINGSPORT 
P E k F Z JR,  RUPERTO  F,  KIM, SPORT 
PERLMAN,  PAUL  ELLIOT,  KINGSPORT 
PETTIGREW,  JAMES  ANDREW,  PRISTOL 
PHILLIPS,  JAItS  KINGSPORT 

* POWERS  JR,  JOHN  S,  KINGSPORT 
PROPPER,  NORMAN  S,  KINGSPORT 
REDDICK,  L'JVLIT  P,  KINGSPORT 

* REFO,  JOHN  S,  KINGSPORT 

RE  IFF,  ROGER  I H,  K I NGSPOkT 
RENFRO,  CLAY  ARLHN,  KINGSPUKl 
REPASS,  ROBT  A,  PRISTOL 
REYNOLDS  JR,  LESLIE  B,  KINGSPORT 
RIOGEwAY,  NATHAN  ALVAH,  KINGSPORT 
ROBBINS,  JEFFREY  PHILIP,  BRISTOL 
ROBERSON,  TRAVIS  HUBERT,  CHURCH  HILL 
ROGERS  , MALCOLM  fc , KINGSPORT 
RULFN.  ALVIN  LORRY,  BRISTOL 
ROSSER,  RUBFRT  A,  KINGSPURT 
RUCKER,  THUS  NELSON,  KINGSPORT 
SALCEOO,  JULIO  A,  KINGSPORT 
SAMBAT,  KICAROU  0.  KINGSPORT 
SCHFRMER,  *ILLIAM  J,  BRISTOL 
SCHILLING,  UAVIO  E.  CHURCH  HILL 

* SCHMIOT,  w"  F,  rtklSIUL 

* SCRIP.NER,  WALTER  E,  TAMPA,  EL 
SEWELL,  DAVID  H.  KINGSPORT 
SIDES  JR,  PAUL  J,  KINGSPURT 
SI  KORA,  FRANK  STEVFN,  PkISTUL 
SLAUGHTER  FREDERICK  0,  BRISTOL 
SLOCUM,  CARL  ,m,  KINGSPORT 
SMIOOY,  JUS  FRANKLIN,  KINGSPORT 
SMITH,  GALEN  R , KINGSPORT 
SMITH,  LYLE  R,  KINGSPORT 
SMITH,  RUNALU  STEVEN,  KINGSPORT 
SMITH,  WAkREN  YOUNG,  KINGSPORT 
SOREL,  ABRAHAM  ISAAC,  KINGSPORT 
SULDMUN.  DALE  F,  KINGSPURT 
SPEAR,  JOHN  MICHAEL.  BRITSPL 
SPRINGER,  DOUGLAS  JOHN,  KINGSPORT 
STRADER.  LURENZO  0,  BRISTOL 
STRANG  JR,  ROBERT  T,  KI NGSPOkT 
STRANG,  RORT  TUDOR,  KINGSPORT 
STURRS,  HAL  SESSION,  BRISTOL 
SULKUwSK I , VIKTOR  P,  KINGSPORT 
SULLIVAN,  HUGH  MILTON,  KINGSPORT 
SULLIVAN,  MICHAEL  JUDE,  KINGSPORT 
TALTUN  JR,  BROOKS  M,  KINGSPORT 

* TODD,  THUS  C,  BRISTOL 
TOOTHMAN,  CLARA  J,  BKISTOL,  V A 
TURNER,  HARRISON  0,  KINGSPORT 
VAL0ES-RUOR IGUEZ , ANTONIO,  KINGSPORT 
VANCE  JR,  FREDERICK  V,  BRISTOL 

* VANCE,  DOUGLAS  DORIOT,  BRISTOL 

* VERMILLION,  JAMES  S,  KINGSPORT 
VOTH,  MICHAEL  K,  KINGSPORT 
WAOEWITZ,  PFTER,  KINGSPURT 
WESTERFIELD,  LARKY  H,  KINGSPORT 
WESTMORELAND,  DENNIS  G,  KINGSPORT 
WHISNANT,  WM  HOWARD,  BRISTOL 

* WHITAKER  JR,  SIONEY  S,  BRISTOL 
WHITT,  HIRAM  JACKSON,  KINGSPURT 
MIKE,  SIDNEY  ALFRED,  BRISTOL 

* WILLIAMS,  HOMER  P,  BKISTOL 
WILLIAMS,  JOAN  THOMPSUN,  BRISTOL 
WILLIAMS,  RDbT  HERMAN,  KINGSPORT 
WILSON,  EARL  K,  BRISTOL 

* WILSON,  JOHN  AARON,  KINGSPORT 
WINSOR,  MICHAEL  JON,  KINGSPURT 
WOLFE,  JAMES  W,  GATE  CITY,  VA 
WYKER,  ARTHUR  TOWNSFND,  KINGSPORT 
YOUNG,  RUTH  T,  KINGSPORT 

Z A I 0 I , SARFRAZ  AL I , BRISTOL 


SUMNER  COUNTY  MEDICAL  SOCIETY 

ANANOA I AH,  K M,  HENDERSONVILLE 
BLACKSHEAK,  J R,  GALLATIN 
BROWN,  LLUYO  TYNTE,  GALLATIN 
CAGLE,  DIEORE,  GALLATIN 
CAREY  JR,  JACK  WILLARD,  HARTSVILLE 
CARMACK  JR,  JAMES  H,  HE  NO E R SUN V IL L E 
CARTER,  THOS  FOSTER,  WESTMORELAND 
CASE  JR,  KENNETH  RYON,  GALLATIN 
COX,  JOE  OAVIO,  GALLATIN 
* DITTES,  ALBERT  G,  PORTLAND 
FLYNN,  JOHN,  HENDERSONVILLE 
GOODIN,  ELLIS  LEN,  GALLATIN 
HILL,  TED  W,  GALLATIN 


HOOPER  JR,  H wAYNE,  GALLATIN 
HOOPER.  HALDEit  WAYNE,  GALLATIN 
HUFFMAN,  CHARLES  0,  HENOERSUNV ILLE 
K AR ALAKULAS I NGAM,  RAJAH,  PORTLAND 
KELLEY,  IRA  N,  CAKTHAGF 
KING,  A SIDNEY,  GALLATIN 
L A 00 , JAMES  TRUHLE,  PORTLAND 
LANZ,  ELwIN,  HENOtRSUNVILLE 
LILLY,  JAMES  AARON,  GALLATIN 
MASSEY.  WM  ROE,  GALLATIN 
MCALEAVY.  JOHN  C.  HENDERSONVILLE 
M C G R IFF  JR,  JAMES  E,  GALLATIN 
MCNULTY,  JOHN  P,  PORTLAND 
MILLER,  RUNALU  V,  GALLATIN 
PARSE!,  RRAHM  S,  GALLATIN 
PONCE,  LU,  PORTLAND 
RUARK,  CHARLES  S,  OL 0 HICKORY 
RUCKLE,  R H,  PORTLAND 
SANDERS,  CLARENCE  RA»tY,  GALLATIN 
S I "ONT  ON  JR,  RALPH  W,  PORTLAND 
SPENCER,  CHARLES  NORMAN,  GALLATIN 

* STEPHENSON,  *ALTtR  H , GALLATIN 
STFWART,  *m  DAVIu,  GALLATIN 
THOMPSON,  JOHN  K,  GALLATIN 
TODD,  M ALFRED,  GALLATIN 
TQRMES,  FLLIX  R,  HFNOFRSONVILLE 
TROUTT  JR,  JAMES  R,  GALLATIN 

W AL  LAC  F , JOHN  9,  GALLATIN 
WLPSTER,  KUBT  CLAYTON,  GALLATIN 
WFSLEY,  RAYMOND,  HENDERSONVILLE 

TIPTON  COUNTY  MEDICAL  SOCIETY 

ALEXANDER,  WAKREN  ALISON,  COVINGTON 
BEASLEY,  JI-MIF  L,  COVINGTON 
BOLTUN,  TRAVIS  LtON,  COVINGTON 
BROFFITT,  SAMUEL  L,  COVINGTON 
CANNON  JR,  JLSSE  J,  COVINGTON 
CANTRELL,  JOHN  f,  CUVINCTCN 
FISCHL,  HLNRY  J,  COVINGTON 
GOODE,  FLETCHER  HOWARD,  MILLINGTJN 
HFLTON,  STEPHEN  i_.  MEMPHIS 
HU , JU I NN  M,  COV I NGTON 

* HYATT,  NUR»AN  LYLE,  COVINGTON 
JANOVICH,  JOHN  R,  COVINGTCN 
LARA,  WILLIAM  KEITH,  COVINGTON 
MATTHEWS,  JOSEPH  MARKET,  COVINGTON 
MCCULLOUGH,  B ILL  In  S,  CUV  I NOTION 

* RUFFIN  JR,  JAMES  S.  COVINGTON 
VAUGHN,  HUGH  WYNN,  MUNEURO 
VIPRAKASIT,  UtJO,  COVINGTCN 
VIPRAKASIT,  SUTTIwAPA,  COVINGTON 

* WlTHERINGTON  JR,  A S,  MUNFORO 
WITHER INGTON,  JAMES  0,  COVINGTON 

WARREN  COUNTY  MEDICAL  SOCIETY 

BIGBEE,  WALLACE  BORNS,  MC  MlNNVlLLE 
BRATTON,  OAVIO  M,  “C  MINNVILLE 
BURCK  JR,  HARRY  t,  «C  MINNVILLF 
CATEN,  JOSEPH,  MCMINNVILLE 
OAVIS,  w GLENN,  “CMINNVILLE 
FISHER,  JUS  E,  MC  mjnnvILLE 
GAW,  J C,  MCMINNVILLE 
GLOVER,  DANNIE  WELOEN,  MCMINNVILLE 
HARRIS,  HUYT  C,  MC  "INNvILLE 
HAYNES,  OOUGLAS  BRANOT,  MCMINNVILLE 
HIGGINS,  LAURA,  MCMINNVILLE 
JACOBS,  G JACKS  ON , MCM  INNV  ILLE 
JENKINS,  JIMMY  E,  MC  MINNVILLE 

* KNOCHS,  ULDIS  A,  MCMINNVILLE 
KNOWLES  JR,  WILLIAM  w,  SMITHVILLE 
LEY,  JOSEPH  ANTHONY,  MCMINNVILLE 
MCAHEE,  WENDELL,  "CMINNVILLE 
MOORE,  JAMES  L,  MC  MINNVILLE 
MUKHERJ I , RAKUNOITYA,  MC  MINNVILLE 

peoigo,  Thurman  le'E,  mc  minnville 
PHILLIPS,  JAMES  EUGENE,  MC  MINNVILLE 
PRUETT,  J BRUCE,  MCMINNVILLE 
RAGSDALE,  TOMMY  MAC,  "CMINNVILLE 
RHINEHAPT,  "ARC,  RET  wKENN,  SPENCER 

* SMOOT,  BETHEL  CAMPBELL,  MC  MINNVILLE 
SPIVEY,  OSCAR  SMITH,  MCMINNVILLE 
TROOP  JR,  JOE  RAYMONO,  MC  MINNVILLE 
WHITMORE,  MARK  ALLAN,  MCMINNVILLE 
WINTERS,  OEBUKAH  ANN,  MCMINNVILLE 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

AHMAD,  IRSHAU,  JOHNSON  CITY 
AL  I , MOHMEO  E,  JOHNSON  CITY 
ALISON,  HAROLD  W,  JUHNSON  CITY 
ALLEN,  CHAS  EDWARD.  JOHNSON  CITY 
ALLEN,  ROBERT  C,  JOHNSON  CITY 
BAILEY  JR,  WILLIAM  P,  JOHNSON  CITY 
BATTLE  JR,  JAMES  WAYNE,  JOHNSON  CITY 
BATTLE,  GAY  KIRCHNER,  GRAY 
BEAVER,  WALTER  RICHARO,  JOHNSON  CITY 
BERRY,  BOYCE  M,  JOHNSON  CITY 
BERTOTTI,  MARIAN  L,  JOHNSON  CITY 
BOELEN,  LUUIS  J,  JOHNSON  CITY 
BORTHWICK,  THOMAS  R,  JOHNSON  CITY 

* BOWMAN,  JOSEPH  R,  SINGER  ISLAND,  FL 
BRIOGFORTH  JR,  WM  AOAMS,  JOHNSON  CITY 
BROWN  JR,  PAUL  EDWARD*  JOHNSON  CITY 

* BROWN,  GEO  HENDERSON,  JOHNSON  CITY 
BUOO,  DUANE  COLEMAN,  JOHNSON  CITY 
BURNETT.  HAROLO  W,  JOHNSON  CITY 
BUSH,  GARY  EDWARD,  KINGSPORT 


CAMPBELL,  E MALCUL",  JOHNSON  CITY 
CANCELLAkU,  LOUIS  A,  JOHNSON  CITY 
CARAVELLO,  PETER  M,  JOHNSON  CITY 
CLARK,  ROBT  L,  JOHNSON  CITY 
COLE,  CHAS  PITTMAN,  JOHNSON  CITY 
COLINCER  JR,  JUDO  WALTON,  ERwIN 
CONE,  WILLIAM  JOSEPH,  JUHNSON  CITY 
COOCAN,  PHILIP  S,  JUHNSON  CITY 
COSBY  JR,  LEwIS  F,  JOHNSON  CITY 
COSTNER,  ALFRED  NIXON,  JOHNSON  CITY 
CRAIG,  JAMES  P,  ELIZABETHTON 
CROCKETT,  DOUGLAS  HARMAN,  JUHNSIJN  CITY 
CULPEPPER,  DONNIE,  JUHNSON  CITY 
CUPP  JR,  HOKACF  BALLARD,  JOHNSON  CITY 
OAVIO,  DAN  ILL  J,  JOHNSON  CITY 
OE  WIIT,  JAN  ALLEN,  JUHNSON  CITY 
DENNIS,  ROBT  G , JOHNSON  CITY 
DHALIwAL,  AVTAR  SINGH,  JOHNSON  CITY 

* qoak,  alekeo  o,  jnHNsoN  city 

DUANE,  OAVIO  G,  JOHNSON  CITY 
OOSSETT  JR , BURCIN  F,  JOHNSON  CITY 
OOUGLAS.  HE  RS  CH  EL  L,  JOHNSON  CITY 
ORUMRICHT,  CURTIS  K,  JOHNSON  CITY 
OUNKELRFRGER,  BRIAN  H,  JOHNSON  CITY 
DURBIN,  EUGENE  P,  GRAY 
ED  F NS , FRED  K,  JOHNSON  CITY 
EDWARDS,  THOMAS  A,  JUHNSUN  CITY 
ELLIOTT,  RICHARO  LFVLRE,  JCHNSON  CITY 

* ELLIS,  MACKINNON,  CRAY 

fish,  chas  abraham,  Johnson  city 

FREFMON,  OAVIO  NOBLE.  JOHNSON  CITY 
FRIZZELL,  BYRON  w,  JOHNSON  CITY 
FULTON,  LYMAN  AVAKO,  MOUNTAIN  HUM  E 
GAGF.  KATHLEEN  A,  JUHNSON  CITY 

» GARLAND,  NEWTON  FARR,  JUHNSON  CITY 
GIBSON  JR,  JAMES  *,  JOHNSON  CITY 
GILLETT  Jk,  R CLARK,  JOHNSON  CITY 
GODFREY,  JAMES  HOOCF,  JUHNSON  CITY 
COFFIN,  FLOY 0 B , JOHNSON  CITY 
GORDON  JR,  LAwRENCE  t,  JUHNSON  CITY 
GOULOING  JR,  CLARENCE  E.  JOHNSON  CITY 
GRAHAM,  LARRY  GILL,  JOHNSON  CITY 

* GRESHAM,  CHAS  SU"NER.  JOHNSUN  CITY 
GURLCR,  PORT  JAY,  JOHNSUN  CITY 

* HALE,  JAMtS  U,  JOHNSUN  CITY 
HALL,  PEN  OAVIO,  JOHNSON  CITY 
HAMDY,  RONALD  C,  JOHNSON  CITY 
HAMEL,  STLVEN  C,  JOHNSON  CITY 

* HANKINS,  WALTER  DOUGLAS*  JOHNSON  CITY 
Harris,  Arthur  sale,  Johnson  city 

HARTLEY,  FREDERICK  C,  JUHNSON  CITY 

* HARVEY",  RObT  H,  ERwIN 

HAWS,  CLAUDE  C,  JOHNSON  CITY 
HEINTZ,  RICHARO  BRIJCE,  JOHNSON  CITY 
HEMPHILL,  CHRIS  B,  JUHNSON  CITY 
HILLMAN,  CHAS  HARLAN,  JUHNSUN  CITY 
HINES  JR,  ROBERT  STICKLEY,  JUHNSUN  CITY 
HINTON,  PHILIP  J,  JUHNSUN  CITY 
HOLMES,  HuwARO  G,  JOHNSUN  CITY 
HOLSEY  JR,  RUYCP  L,  ELIZABETHTON 
HOWELL,  MARK  ALLAN,  JOHNSON  CITY 
HUDDLESTON,  SAM  n , JOHNSUN  CITY 
HUDSON,  LARRY  D,  JOHNSON  CITY 
HUTCHINS,  RUbT  GORDON,  JOHNSON  CITY 
HYOER  JR,  NAT  KOtNS,  JOHNSON  CITY 
JERNIGAN,  THOMAS  w,  JOHNSON  CITY 
JOHNSCN,  CALVIN  JUHN,  JUHNSUN  CITY 
JOHNSON,  JOHN  C,  JOHNSON  CITY 
JONES,  OAVIO  w,  JOHNSON  CITY 
JORDAN  JR,  L COLLIER,  JUHNSUN  CITY 
JOSHI,  PIYUSH  N « JOHNSON  CITY 
KAPOOR,  ANIL,  JOHNSON  CITY 
KENNEOY,  WM  ENNIS,  JOHNSUN  CITY 
KIMBROUGH,  BARBARA  0,  JUHNSUN  CITY 
KIMBROUGH.  STEPHEN  M,  JOHNSUN  CITY 
KINCAID,  WM  RALPH,  JOHNSUN  CITY 
LANG,  FORREST,  JOHNSUN  CITY 
LAWSON,  ELIZABETH  ANNE,  JOHNSON  CITY 
LAWSON,  JOHN  FULLER,  JOHNSON  CITY 
LINES,  LAURENCE  G,  JOHNSON  CITY 
LLOYD,  JACQUELINE  JORDAN,  JOHNSUN  CITY 

* LONG,  CARROLL  HARDY , JOHNSON  CITY 
LUPFZ,  ALFONSO  0,  JOHNSON  CITY 
LURIE,  DAVID  P,  JOHNSON  CITY 
MADEN,  WILLIAM  L,  JOHNSON  CITY 
MAHONEY,  JAMES  COOPER,  JOHNSON  CITY 
MATHES  JR,  WM  T,  JOHNSON  CITY 
MCGINNIS,  THUMAS  BRYAN,  JOHNSON  CITY 
MCGOWAN  JR,  wINFUKI)  R.  JUHNSUN  CITY 
MCGOWAN,  JUDSON  C,  JUHNSON  CITY 
MCGOWAN,  RONALO  L.  JOHNSON  CITY 

* MCKFE,  THOMAS  PRESTON,  JOHNSON  CITY 
MEEKS,  EDWIN  A,  JOHNSON  CITY 
MEHTA,  JAYANT  B,  JOHNSUN  CITY 
METTETAL,  RAY  WALLACE,  JOHNSON  CITY 
MICHAL.  MARY  L,  JOHNSON  CITY 
MILLER,  JOHN  MC  CLFLLAN,  JOHNSON  CITY 

* MILLER,  W RUTLEDGE,  BLOWING  ROCK,  NC 
MOOICA,  LOUIS  A,  MT  HOME 

MOFFATT,  LAWRENCE  STRONG,  JOHNSON  CITY 
MONTENEGRU,  FRANKLIN,  JOHNSON  CITY 
MORGAN  JR,  CALVIN  VFRL,  JOHNSON  CITY 
MORRISON  JR,  RICHARD  S,  JOHNSON  CITY 
MOSS  JR,  HARRY  COWAN,  JOHNSON  CITY 

- MOUW,  LOREN  J,  JOHNSUN  CITY 

MULLINS,  LAWRENCE  DARRELL,  ERWIN 
MYERS,  MARION  K,  JOHNSON  CITY 
MYERS,  TERRY  L,  JOHNSON  CITY 
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NF  p Y-M  AN  AL  l)  • NORA  , JOHNSUN  CITY 
OLIVA,  Pt  T f-  « A,  JOHN  SUN  CITY 

* OL  SEN , OKL  ANU  SrENRFKG,  JOHNSON  CITY 
PARKER  J K » CHAS  0.  JUHNSUN  CITY 
PATEL.  PRA V I .'(CHANDRA  h»  JOHNSON  CITY 
PEARSON.  JAMES  M . JOHNSON  CITY 
PILLINCFK,  LYON  I.  JOHNSON  CITY 
PITTS  JR.  SISLEY  «,  JOHNSON  CITY 
PLATT.  JOHN'  P,  JOHNSON  CITY 

* POTTER  JK,  THUS  IN  JUHNSUN  CITY 
POwFLL,  K PACE.  JOHNSON  CITY 
RANGE . JAMES  JACOB,  JOHNS  FN  CITY 
KANNICK.  GIL  IS  E R T A,  JOHNSON  CITY 
RECCE.  RICHARD  R . JOHNSON  CITY 
RECACHO,  CONCEPTION  A.  JOHNSON  CITY 
REISTER  III.  HENRY  C.  JOHNSON  CITY 
RICHARDSON,  b A,  JOHNSON  CITY 

ROF.  UAVIj  p,  JOHNSON  CITY 
ROSS.  JAMES  ARTHUR.  J 0 N b SPOKE) 

« ruffin.  clarence  lie.  Johnson  city 

* SAMS.  JArLS  MAC , JOHNSON  city 

SAUFR,  CURTIS  JOHNSON  CITY 

SCH“EHL.  K MALCOLM.  JOHNSON  CITY 
SCHMIOT.  LAwKl.NCt  a.  JOHNSON  CITY 

A SCHOLL.  CtO  KLNNtTH,  JOHNSON  CITY 
SC  HOF  L L f R . El  ALAN,  JOHNSON  CITY 
SHFLTON,  A L Y 1*1  OIlLARU,  JOHNSON  CITY 
SHFPARO.  ERA.R  MlCHAtL,  JOHNSON  CITY 
SHERROD.  HOME  l.L  HIOO,  JUHNSON  CITY 
» SHOLES  JR,  DILLARD  m,  JUHNSON  CIIY 
S I 0 K Y A F 1 1 I , MAHMOUD,  JUHNSUN  CITY 
SMITH,  J KILLY,  JOHNSON  CITY 
SUIKE,  OAYlO  R,  JOHNSON  CITY 
SPANNUTH,  C L,  JOHNSON  CITY 
SPFNCL.  GtOKCt  IAN,  JOHNSON  CITY 

stahl  in,  Charles  j.  dayton,  oh 
stantun,  paul  eoglni  , johnsun  city 

STEEFNFR.  f 0 w A P 0 RFNJ,  JUHNSON  CITY 
SYKES,  TEU  E 0 K 0 , JOHN  SUN  CITY 
THOMAS,  EAPEN,  JOHNSUN  CITY 
THRIFT.  R'lLLI'l  LOUIS,  MOUNT  AIN  CITY 
THUP  DF  K.IOS.  PAUL.  JOHNSON  CITY 
TURNBULL,  JAMES  mCJA.NNETT,  JOHNSUN  CITY 
VANOIvFR  JR,  C L A Y T n N J,  JOHNSUN  CITY 
VARNEY,  EkANr  T,  JOHNSON  CITY 
VER“ILLIL)n.  STANLEY  t,  JUHNSON  CITY 
VOTAW,  rAY  LOUISE.  JOHNSON  CITY 
a WAGGON! R.  harry  N,  JOHNSON  CITY 
WALTtRS,  PHIL  VFrnOM,  JOHNSON  CITY 
Mb  PR,  CLINTON  STEVE,  JOHNSON  CITY 
« REST,  FDwaPO  E.  JOHNSON  CITY 

VHITE,  NORMAN  EUGENE,  JOHNSON  CITY 


WHITSUN,  MICHAEL  L,  JOHNSON  CITY 
WILEY  JR,  «M  ARTHUR,  JOHNSON  CITY 
WILLIAMS,  G ALEX,  JOHNSON  CITY 
WILLIAMS,  HENRY  JACKSUN,  JOHNSON  CITY 

* WILSON  JR,  JOHN  M,  JUHNSON  CITY 
WILSON,  DAVID  M,  JOHNSON  CITY 
WILSON,  G DEAN,  JOHNSON  CITY 
WILSON.  JAMES  MARION,  JOHNSUN  CIIY 

* WILSON,  SHELBURNE  0,  JOHNSON  CITY 
WITT,  PETLR  C,  JOHNSON  CITY 

* WOFEORO,  CHAS  PARKER,  JOHNSUN  CITY 
WOOD,  JAMtS  EOwLE,  JOHNSUN  CITY 
WOOD,  WILLIAM  G.  JOHNSON  CITY 
WYCHE,  DON  AL  U H,  JOHNSON  CITY 
WYCHE,  "ART,  JOHNSON  CITY 
YUUNGBf  RC,  GEORGE  A,  JOHNSON  CITY 

WHITE  COUNTY  MEDICAL  SOCIETY 

A ANDREWS,  m M,  S u A R T A 
BAKER , RUPERT  F,  SPARTA 
BRADLEY,  OONALO  HUGHES,  SPARTA 
JOHNSON,  JOEL  E,  SpakTA 

* MITCHELL,  CHARLES  A.  SPAKTA 
Nt  SHI  T T , BILLY  C , SPARTA 

A ROBERTS,  CHARLES  B,  SPARTA 
SMITH  JR,  L H,  SPAPTA 
WALL,  GFOPCE  T,  SPARTA 


WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

BE  THURU  M , ALYA  JEFFERSON,  FRANKLIN 
BROOKS , ARTHUR  SCOTT,  FRANKLIN 
CASPAkIS,  ANTHONY  DRAKE,  FRANKLIN 

C L a p k t . Luis.  Franklin 
cugceshall.  jack  r,  franklin 

CURTIS,  SHANNON,  FRANKLIN 
DUNCAN,  JOHN  * , pPANKLIN 
ENCKt,  WM  F.  FRANKLIN 
EVINS,  STAPLING  CLAUDE,  FRANKLIN 
FERRELL.  M CRAIG . FRANKLIN 
* guffee.  harry  j a s R E p , Franklin 
halfy,  frlo  l.  franklin 

HI mmFLFARB . ELLIOT  HARVEY,  FRANKLIN 
HOLLISTER,  ROOT  MORRIS.  FRANKLIN 
HUTCHESON  JR,  ROOT  HENRY,  FRANKLIN 
IHLF,  CHRIS  TOPHI  R LANGOON,  FRANKLIN 
KENNEDY,  JAMtS  S,  FRANKLIN 
LANE.  RICHARD  GF.JFEKIY,  FRANKLIN 
L 6 F , ANTHONY  JOEL,  FRANKLIN 
LOCKE  , JI1LL  R , ER  ANKLI  N 


MANSON,  JAMES  F 0 i,  A R 0 , FRANKLIN 
MCDANIEL,  w I L L I AM  R,  PR  t N T WOOD 
MENEELY,  RAYMOND  L,  FRANKLIN 
METTFTAL  JP,  KAY  „ , FRANKLIN 
MILLER,  PHILIP  G,  FRANKLIN 

"[SHU,  m()Na  k Irma,  spring  hill 

MOSS  JP,  JOE  PFRSIUS,  FRANKLIN 
“ULLINS.  w MICHAEL,  FRANKLIN 
NAGY,  HUHA,  FRANKLIN 
NETHEKTUN,  CYNTHIA  L,  FRANKLIN 
OLDHAM,  KUPEkI  KENNETH,  FRANKLIN 
OMOHUNORO  III,  JOHN  m,  FRANKLIN 
OKR,  DOUGLAS  WAYNE.  FRANKLIN 
PARSONS,  PAUL  0,  FRANKLIN 
RHFA,  KAREN  ANN,  FRANKLIN 
SAVAGt,  H HRYANT,  FRANKLIN 
STILwELL  JR.  CHARLES  A,  FRANKLIN 
WALLWORK,  J C A L I ’ r.i  , BKENTrOPO 
WILLIAMS,  WAYr.F  PArRILK,  FRANKLIN 
WILLOUGHBY,  JOS  L E E P t R , FRANKLIN 
YORK,  [lOUULAS  CLIFTON,  FRANKLIN 

WILSON  COUNTY  MEDICAL  SOCIETY 

ANDERSON,  KENmFTH  w,  LEBANON 
BLOFOEL,  CARLA,  LEBANON 
BRAOSFAW  JR,  J AM  r S C , LEBANON 
BRYANT,  JOE  FRANK,  LEBANON 
COLEMAN,  JACK  A,  LEBANON 
FERGUSON,  MUPRlS  01  AN,  LEBANON 
GREGORY,  K.  ELLY  G,  LEHANUN 
GR  I ME  , HAkVFY  H,  LEBANON 

* KASH,  ROSCOE  CONKLING,  LEBANON 

* LEATHERS.  JAMES  PORTER,  LEBANON 
LOVELESS  JR,  JAMtS  ALVA,  LEBANON 

* LOrE,  CHARLES  T,  LEBANON 
MARTIN,  GLOPGt  C,  LEBANON 

* mcfarlano,  Sam  w,  LEbanun 

MCKINNEY,  ROGER  E , LEBANON 
MORRIS  II,  JAMES  w,  LEBANON 
PURYFAR,  THi)S  RICHARD,  LERANUN 
ROBERTSON,  Gt  0 ,.1,  LEBANON 
ROGERS,  CARL  « , LEBANON 
SCHENK,  nILLIAM  LEBANUN 

SMITH,  Sammy  Y , LEBANUN 
S N Y 0 F R , S I L P hr  N L . LEBANON 

* SWAN,  JOHN  L,  LEBANON 

* TILLEY,  JOHN  FILL,  LEBANON 

* turner,  ropert  Phillips,  nashville 

WEST,  WILLARD  MAHLON.  LEhANON 
WIGGINS,  BERNARD  A.  LEBANON 
WOODS  JR,  DEXTER  LEVERT,  LEBANON 


DECEASED  PHYSICIANS— 1986 


ALLEN,  ROOT  LtwIS,  CLEVELAND 
ATHERTON,  HAZEL  EARL,  MEMPHIS 
BIRMINGHAM,  RUSSELL  T,  NASHVILLE 
BUCKALEW,  POLAND  t,  LAWrENCLBURG 
BYAS,  JAMES  S.  MEMPHIS 
CALDWELL,  JAMtS  L,  LOOKOUT  MTN 
CHRISTIF,  AMOS,  NASHVILLE 
COMBES,  FRANK  CHAS,  HIXON 
CRANkELL,  THOMAS  G,  PIKEVILLE 
CREECH,  CLARENCE  MOBLEY,  JOHNSON  CITY 
CKISLER  JK,  HERMAN  A,  MEMPHIS 
CROWDER,  wM  t,  MARYVILLE 
ELLIOTT,  PHILIP  C,  BRENTrOOU 
FARRIS,  WILLIAM  H,  BRADENTON,  FL 


FAULKNER,  FRANK  A,  KNUXV ILLfc 

FLEMING,  JOE  E.  KINGSPORT 

HAAS,  EVERETT  LFO,  BRISTOL 

HOLLAOAUGH.  LHAS  EOrLEK,  NASHVILLE 

HYATT,  HEkSCHEL  II,  COPPERHILL 

INGLE,  CHAS  wM,  MEMPHIS 

JOHNSON  JR,  JUS  WILSON,  LOOKOUT  MTN 

KNIGHT.  LAmaR  L,  KNUXVILLE 

LAN0RY,  RUDOLPH  MATAS,  LUOKUUT  MTN 

LANGSTON,  MANLY  FROST,  SIGNAL  MUUNTAIN 

MAURY  JR,  WM  P,  MEMPHIS 

MCOQw,  PRESTON  CUCKF,  CHATTANOOGA 

MILAM,  JAMES  KUBT,  CLARKSVILLE 

MOL  I NS  K I , EDwARD  M,  MEMPHIS 


MORRIS,  JUHN  wALlER,  SOMERVILLE 
MUNSON,  MARTIN,  ESTILL  SPRINGS 
NAUMANN.  HANS  S,  MEMPHIS 
NICKSON,  JAMtS  JOS,  rALPULE,  NH 
NORRIS,  OENTUN  0,  LIVINGSTON 
PRYSt,  JOHN  L.  LA  FOLLETTE 
RAULSTnN,  JOS  L,  KNUXVILLE 
REOMON,  JUHN  JONtS.  MEMPHIS 
RODGERS,  JAMES  JACOB,  DAYTON 
STRAIN,  SAME  FREDERICK,  MEMPHIS 
TKARUE  IV,  CHAS  CLAY,  NASHVILLE 
WHITTEMOKE,  wENDELL  L,  MEMPHIS 
WILLIAMS  III,  WILLIAM  H,  MEMPHIS 
WILLIES,  LEON  JOHN,  MEMPHIS 
YOUNG  JR,  JOHN  0,  MEMPHIS 
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ANESTHESIOLOGIST  NEEDED 


Immediate  need  for  experienced  BE/BC  anesthesiol- 
ogist. Staff/supervise  three  certified  registered  nurse 
anesthetists  in  80-bed  outpatient  surgery  center.  Affil- 
iated with  650-bed  hospital.  In  a comfortable  Tennes- 
see community  drawing  430,000,  one  hour  and  ten 
minutes  from  Memphis. 


Contact  Mary  at  Tyler  and  Co.,  9040  Roswell  Road, 
Atlanta,  GA  30338.  Collect  (404)  641-6411. 


ALLERGY  • FAMILY  PRACTICE 
INTERNAL  MEDICINE  • CARDIOLOGY 
ANESTHESIOLOGY 
GENERAL  SURGERY 
INFECTIOUS  DISEASES 
OCCUPATIONAL  MEDICINE 

Physicians  in  the  above  specialties  needed  for  multi- 
specialty group  providing  services  to  both  prepaid  and 
fee-for-service  patients.  Excellent  compensation  and 
fringes.  Reply  with  C.V.  to:  Medical  Director,  Health 
First  Medical  Group,  845  Crossover  Lane,  Suite  220, 
Memphis,  TN  38117.  (EOE) 


NORTH  CAROLINA 

A strong  medical  community  is  seeking  American 
Board  Certified  physicians  to  practice  in  a new  125- 
bed  (all  private  rooms)  not-for-profit  hospital,  state  of 
the  art  equipped,  located  in  a college  community  with 
over  25  major  industries. 

SPECIALTIES 
Orthopaedics 
Ophthalmology 
Otolaryngology 
Obstetrics/Gynecology 
Internal  Medicine 
(Gastroenterology,  Pulmonary) 

Urology 

Family  Medicine 

Please  send  CV  in  confidence  to:  Physician  Recruit- 
ment Committee,  Scotland  Memorial  Hospital,  500 
Lauchwood  Drive,  Laurinburg,  NC  28352,  Attn:  W.  H. 
Davidson,  M.D. 


NASHVILLE,  TENNESSEE 

EMERGENCY  DEPARTMENT:  Full-time  positions 
available  at  500  + bed  hospital.  Must  be  Board  Cer- 
tified or  Board  Eligible  in  Emergency  Medicine  or  Pri- 
mary Care  Specialty  and  have  prior  Emergency  De- 
partment experience.  Offers  physician  participation  in 
hospital  public  relations  programs  and  emergency  air 
transport  system. 

Please  submit  resume  to  Emergency  Consultants,  Inc., 
One  Windemere  Place,  Petoskey,  Ml  49770;  1-800- 
253-7092  or  in  Michigan  1-800-632-9650. 


MEDICAL  EQUIPMENT 

50%  OFF  PREVIOUSLY  OWNED  MEDICAL 
laboratory,  office,  x-ray  and  ultrasound  equip- 
ment in  excellent  condition.  We  buy,  sell,  broker 
and  repair.  Office  appraisals  available  by  certified 
surgical  consultants. 

Ask  about  our  Holter  Scanning  Services. 

Contact  Medical  Equipment  Resale,  Inc.,  24026 
Haggerty  Road,  Farmington  Hills,  Michigan 
4801 8;  phone  (31 3)  477-6880. 


MEDICAL  SPACE 
BRISTOL,  TENNESSEE 

Area  open  for  primary  care  physician,  rheumatologist, 
or  allergist.  Suites  of  1 ,300  and  1 ,500  square  feet  of 
office  space  available  in  beautiful  award  winning,  well- 
landscaped  medical  complex  300  feet  from  Bristol 
Memorial  Hospital.  Liberal  rental  arrangements. 

Contact  Fred  D.  Slaughter,  M.D.,  (615)  968-3188  or 
(615)  764-2020. 


—FOR  SALE- 

MEDICAL  OFFICE  AND  PRACTICE 

Solo  physician  retiring  from  active  family  practice.  The 
1,800  square  foot  clinic  has  three  examining  rooms, 
three  office  spaces,  lab  and  x-ray  rooms.  This  facility  is 
located  near  Hinds  General  Hospital,  Jackson,  Miss. 

Contact  E.  D.  Reynolds,  M.D.,  309  N.  Jefferson  St., 
Clinton,  MS  39056.  Phone  (601)  924-6612. 
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